f 


-i 


i 


i 

jt 


A 

■ r 


I 


r 


I 


•I 


' i 


ni, 


fe" 


DELAWARE 
MEDICAL  JOURNAL 

Official  Publication  of  the  Medical  Society  of  Delaware 

VOLUME  61  JANUARY  1989  NUMBER  1 


HEM.TM  SCWM*W  UW** 

BAkTIMOnt 


8ECU 


ttOl  IQ  CIBI* 


When  you  recommend 
Glasrock  Home  Health  Care, 
everyone  breadi€»s  easier. 


Glasrock  is  America’s  leading  home  respiratory  clock  care  to  help  your  patients  breathe  easier, 

company  with  over  300  local  facilities.  In  addition  to  You’U  also  find  we  can  help  you  breathe  easier,  too. 
our  impressive  inventory  of  in-home  oxygen  and  with  foUow-up  reports,  insurance  assistance  and 
durable  medical  equipment,  we  also  deliver  the  quick  response  to  requests.  Because  at  glasrock, 

highest  level  of  reliable,  conscientious,  round  the  we’ie  not  just  at  your  side.  We’re  on  your  side. 


Glasrock  Home  Health  Care 


2610-B  Capitol  Trail 
Meadowood  II  Shopping  Center 
Newark,  DE  19711 
302454-9976 


BOC  H^salth  Care 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 

OFFICIAL  PUBLICATION  of  the 
MEDICAL  SOCIETY  of  DELAWARE 

1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


VOLUME  61  JANUARY  1989  NUMBER  1 

Dean  L.  Winslow,  M.D.,  Guest  Editor 

CONTENTS 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gardan,  M.D. 

Medical  Classics  Editor 
Stephen  S.  Grubbs,  M.D. 

Grand  Rounds  Editor 
William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 
John  S.  Wills,  M.O. 

View  Box  Editor 
Dennis  R.  Witmer,  M.D. 

Photographic  Editor 
EDITORIAL  ASSISTANT 
Lisa  G.  Griffith 
PUBLICATION  COMMITTEE 
William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  ill,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 
EDITORIAL  BOARD 
Stephen  P.  Bruts  cher,  D.O. 
Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  M.D. 

Lennart  Fagraeus,  M.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 
BUSINESS  MANAGER 
Anne  Shane  Bader 


7 PRESIDENT’S  PAGE 

The  Medical  Malpractice  Insurance  Specter 


9 INFECTIONS  DUE  TO  COAGULASE-NEGATIVE 
STAPHYLOCOCCI 
Gregory  M.  Caputo,  M.D. 


17  ANIMAL  BITE  INFECTIONS 

Joel  D.  Klein,  M.D. 


25  SPECIAL  REPORT 

The  Medical  Center  of  Delaware  Infectious  Disease  Center 
Dean  L.  Winslow,  M.D. 


29  EDITORIALS 
A Brief  Note 
Dean  L.  Winslow,  M.D. 

The  Care  of  AIDS  Patients  in  Delaware 

William  J. Holloway,  M.D. 


31  DEATHS 


34  PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES, 
1988:  PART  I 

Medical  Society  of  Delaware 


Entered  as  second-class  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  pestoge  paid 
at  Wilmington,  Delaware.  Copyright  1988  by  the  Medical  Society  of  JDelaware.  Indexed  In  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through 
University  Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send 
address  changes  to  "Delaware  Medical  Journal,"  1925  Lovering  Avenue,  Wilmington,  DE  19805.  Subscription  price  is. 515.00  per  year  in  advance.  Single  copies  $2.00. 
Advertising  copy  Is  accepted  subject  to  the  approval  of  the  Publications  Committee  of  the  Medical  Society  of  Delaware. 


Your  patient  had  a routine  CBC  and 
C -emistry  Profile  drawn  at  8:30  a.m. 
on  Friday;  if  the  Glucose  Level  was 
450  mg/dL  or  the  WBC  47,000/mm3 
or  any  other  test  resulted  in  a critical 
value . . . 


V\fcHjld 


\bur  Laboratory 


If  your  laboratory  is  Medlab,  you  will  know  within 
hours  and  before  your  office  closes  for  the  day. 


If  you  use  a large  nationwide  laboratory  you  might 
be  notified  at  3:00  AM  Saturday  morning;  or  possibly 
on  Saturday  between  9:00  and  5:00,  but,  most  likely, 
not  until  Monday  morning.  WHY?  Because  your 
specimen  won’t  arrive  at  their  laboratory  before  late 
Friday  evening  and,  in  most  cases,  the  tests  wouldn’t 
be  run  until  the  early  hours  of  the  following  day.  At 
Medlab,  we  run  routine  tests  within  hours  of  pick-up. 


During  these  times  of  change  in  the  healthcare  field, 
you  shouldn’t  have  to  worry  about  your  laboratory 
services. 


Nodfv 


You? 


At  Medlab,  we  pride  ourselves  on  the  high  qual 
flexibility,  customized  service,  and  advanced 
technology  that  we  offer  our  clients. 


LARGE  LABORATORY  TECHNOLOGY 
— LOCAL  LABORATORY  SERVICE 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


ISSN  0011-7781 


DELAWARE 

MEDICAL  VOLUME  61  FEBRUARY  1989  NUMBER  2 

JOURNAL 


OFFICIAL  PUBLICATION  of  the 

MEDICAL  SOCIETY  of  DELAWARE  CONTENTS 

1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 
Richard  F.  Gordon,  M.D. 

Medical  Classics  Editor 
Stephen  S.  Grubbs,  M.D. 

Grand  Rounds  Editor 
William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 
John  S.  Wills,  M.D. 

View  Box  Editor 
Dennis  R.  Witmer,  M.D. 

Photographic  Editor 
EDITORIAL  ASSISTANT 
Lisa  G.  Griffith 
PUBLICATION  COMMITTEE 
William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 
EDITORIAL  BOARD 
Stephen  P.  Bruts  cher,  D.O. 
Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  M.D. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Mas  ten,  M.D. 

Leo  W.  Raisis,  M.D. 

Pauia  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 
BUSINESS  MANAGER 
Anne  Shane  Bader 


' 69  PRESIDENT’S  PAGE 

Legislative  Action  Committee 


71  HEMOPERFUSION  TREATMENT  OF  MASSIVE  ISONIA- 
ZIDE  OVERDOSE 
Howard  Leibowitz,  M.D. 

Larry  Krevolin,  D.O. 

Allan  Schwartz,  M.D. 


77  MEDICAL  CLASSICS 
Felix  Marti-Ibanex 
Richard  F.  Gordon,  M.D. 


81  MEDICAL  ETHICS 

Common  Fallacies  in  Dealing  With  Terminally  111  Patients 

Michael  Victoroff,  M.D. 


87  EDITORIALS 

Is  There  a Solution  to  High  Health  Care  Costs? 

E.  Wayne  Martz,  M.D. 


89  DELEGATE’S  REPORT:  1988  INTERIM  MEETING  OF 
THE  AMA  HOUSE  OF  DELEGATES 
Daniel  A.  Alvarez,  M.D. 


99  PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES, 
1988:  PART  II 


121  IN  BRIEF 


Entered  at  tecond-clatt  matter  June  28,  1929  at  the  Pott  Office  at  Wilmington,  Delaware,  under  the  act  of  AAorch  3,  1879.  Ittued  monthly.  Second  clatt  pottage  paid 
at  Wilmington,  Delaware.  Copyright  1988  by  the  Medical  Society  of  JDelaware.  Indexed  In  "Hotpital  Literature  Index"  and  "Index  Medicut."  Available  through 
Univertity  MIcrofllmt.  The  "Delaware  Medical  Journal"  doet  not  hold  Ittelf  retpontible  for  ttatementt  made  by  any  contributor  or  odvertiter.  POSTMASTER:  Send 
addrett  changet  to  "Delaware  Medical  Journal,"  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subtcriptlon  price  It. $15.00  per  year  in  advance.  Single  copiet  $2.00. 
Advertiting  copy  It  accepted  tubject  to  the  approval  of  the  Publlcationt  Committee  of  the  Medical  Society  of  Deloware. 


-THE  EXPBITS- 
niDRUGSCREBU 


• Pre-employment  chain  of  custody  drug  screen  testing  at  all  locations 

• GCMS  equipment  on  the  premises  for  confirmation 

• Confidentiality  assured— from  samples  to  final  billing 


WILMINGTON 

2300  Pennsylvania  Ave 
Suite  3A 
(302)  656-1204 

Augustine  Cutoff 
(302)  571-8876 

NEWARK 

324  East  Main  Street 
(302)  737-4550 


• No  patient  turned  away  for  inability  to  pay 


ROCHE 


BIOMEDICAL  LABORATORIES,  INC. 


HERITAGE 

2601  Annand  Drive 
Suite  23 
(302)  998-5900 


OMEGA 

F-52  Omega  Drive 
(302)  738-7112 


DOVER 

1001  S.  Bradford  St 
(302)  678-2796 


FOULK  ROAD 

2000  Foulk  Road 
(302)  475-4214 

CHRISTIANA 

420  Christiana 
Medical  Center 
(302)  368-3959 

SEAFORD 

916  Middleford  Road 
(302)  629-3224 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 

OFFICIAL  PUBLICATION  of  the 
MEDICAL  SOCIETY  of  DELAWARE 


VOLUME  61  MARCH  1989  NUMBER  3 


CONTENTS 


1925  Lovering  Avenue 
Wilmington,  Delaware  19806 

131  PRESIDENT’S  PAGE 
RBRVS 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gordan,  M.D. 
Medical  Classics  Editor 

Stephen  S.  Grubbs,  M.D. 
Grand  Rounds  Editor 

William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

John  S.  Wills,  M.D. 

View  Box  Editor 

Dennis  R.  Witmer,  M.D. 

Photographic  Editor 
EDITORIAL  ASSISTANT 
Lisa  G.  Griffith 
PUBLICATION  COMMITTEE 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Anne  Shane  Bader 


135  LEAD  POISONING  IN  WILMINGTON,  DELAWARE, 
1974-1984 

Elizabeth  M.  Craven,  M.D. 

Louella  Metzger,  B.A. 

Eugenia  Sarafidis  Walsh,  B.A. 

Joseph  Handler 

139  A PRELIMINARY  REPORT:  A PATIENT/SIBLING  COM- 
PARISON OF  IQ  FOLLOWING  TREATMENT  FOR  LEAD 
POISONING 

Elizabeth  M.  Craven,  M.D. 

Diana  H.  Terrell,  Ph.D. 

Eugenia  Sarafidis  Walsh,  B.A. 

145  GRAND  ROUNDS 

Polymyositis/Derm atomyositis:  A Case  Presentation  and 
Review 

James  H.  Newman,  M.D. 

159  BICENTENNIAL  CELEBRATION 

THE  INCORPORATION  OF  THE  MEDICAL  SOCIETY  OF 
DELAWARE 
Anne  Shane  Bader 

163  BICENTENNIAL  CELEBRATION 

REFLECTIONS  OF  A BICENTENNIAL 

Gerald  J.  Savage,  M.D. 

169  EDITORIALS 

What  Physicians  Can  Do  Regarding  Decisions  About  Life 
Support 

David  E.  Raskin,  M.D. 

Antitrust  Laws  and  the  Medical  Profession 

E.  Wayne  Martz,  M.D. 

Free  Markets  and  the  Medical  Profession 

E.  Wayne  Martz,  M.D. 

175  BOOK  REVIEWS 

181  DEATHS 

182  IN  BRIEF 


Entered  as  second-class  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington,  Delaware.  Copyright  1988  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies  $2.00.  Advertising  copy  is 
accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


• Pre-employment  chain  of  custody  drug  screen  testing  at  all  locations 

• GCMS  equipment  on  the  premises  for  confirmation 

• Confidentiality  assured— from  samples  to  final  billing 

• No  patient  turned  away  for  inability  to  pay 


WILMINGTON 

2300  Pennsylvania  Ave, 
Suite  3A 
(302)  656-1204 

Augustine  Cutoff 
(302)  571-8876 

NEWARK 

324  East  Mam  Street 
(302)  737-4550 


BIOMEDICAL  LABORATORIES,  INC. 


HERITAGE  OMEGA  DOVER 

2601  Annand  Drive  F-52  Omega  Drive  1001  S.  Bradford  St. 
Suite  23  (302)738-7112  (302)678-2796 

(302)  998-5900 


FOULK  ROAD 

2000  Foulk  Road 
(302)  475-4214 

CHRISTIANA 

420  Christiana 
Medical  Center 
(302)  368-3959 

SEAFORD 

916  Middleford  Road 
(302)  629-3224 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 

OFFICIAL  PUBLICATION  of  the 
MEDICAL  SOCIETY  of  DELAWARE 


VOLUME  61  APRIL  1989  NUMBER  4 


CONTENTS 


1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gordon,  M.D. 
Medical  Classics  Cditar 

Stephen  S.  Grubbs,  M.D. 
Grand  Rounds  Editor 

Wiliiam  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

John  S.  Wiils,  M.D. 

View  Box  Editor 

Dennis  R.  Witmer,  M.D. 
Photographic  Editor 

EDITORIAL  ASSISTANT 
Lisa  G.  Griffith 
PUBLICATION  COMMITTEE 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Anne  Shane  Bader 


195  PRESIDENT’S  PAGE 

197  EDITOR’S  INTRODUCTION 

201  EBSTEIN’S  ANOMALY:  UNUSUAL  PRESENTATION 
AND  SURGICAL  REPAIR 
A.  Jorge  Serra,  M.A. 

Kathleen  W.  McNicholas,  M.D. 

Gerald  M.  Lemole,  M.D. 

205  HEALTH  PLANNING  IN  DELAWARE:  PHYSICIAN 
PARTICIPATION 
William  H.  Duncan,  M.D. 

217  UGANDA  SAFARI  (AMERICAN  SURGEON 
VISITS  EAST  AFRICA) 

Daniel  J.  Preston,  M.D. 

223  EIGHT  DELAWARE  PHYSICIANS  WHO  SERVED  IN 
CONGRESS 

227  JOSHUA  CLAYTON  (1744-1798) 

Barbara  Benson,  Ph.D. 

231  JAMES  TILTON  (1745-1822) 

John  A.  Munroe,  Ph.D. 

233  HENRY  LATIMER  (1752-1819) 

Barbara  Benson,  Ph.D. 

235  MARTIN  WALTHAM  BATES  (1787-1869) 

John  A.  Munroe,  Ph.D. 

237  ARNOLD  NAUDAIN  (1790-1872) 

William  H.  Williams,  Ph.D. 

239  HIRAM  RODNEY  BURTON  (1841-1927) 

Carol  Hoffecker,  Ph.D. 

241  CALEB  RODNEY  LAYTON  (1851-1930) 

William  H.  Williams,  Ph.D. 

243  LEWIS  HEISLER  BALL  (1861-1932) 

Carol  Hoffecker,  Ph.D. 

247  EDITORIALS 

249  LETTERS  TO  THE  EDITOR 

251  IN  BRIEF 


Entered  as  second-class  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington,  Delaware.  Copyright  1989  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statemonrs  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies  $2.00.  Advertising  copy  is 
accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Dele  are. 


-THE  EXPHnS— 
HDRUGSGRrai 


• Pre-employment  chain  of  custody  drug  screen  testing  at  all  locations 

• GCMS  equipment  on  the  premises  for  confirmation 

• Confidentiality  assured— from  samples  to  final  billing 


WILMINGTON 

2300  Pennsylvania  Ave 
Suite  3A 
(302)  656-1204 

Augustine  Cutoff 
(302)  571-8876 

NEWARK 

324  East  Mam  Street 
(302)  737-4550 


No  patient  turned  away  for  inability  to  pay 


ROCHE 


BIOMEDICAL  LABORATORIES,  INC. 


HERITAGE 

2601  Annand  Drive 
Suite  23 
(302)  998-5900 


OMEGA 

F-52  Omega  Drive 
(302)  738-7112 


DOVER 

1001  S.  Bradford  St. 
(302)  678-2796 


FOULK  ROAD 

2000  Foulk  Road 
(302)  475-4214 

CHRISTIANA 

420  Christiana 
Medical  Center 
(302)  368-3959 

SEAFORD 

916  Middleford  Road 
(302)  629-3224 


ISSN  0011-7781 

DELAWARE 

MEDICAL 

JOURNAL 


MAY  1989 


NUMBER  5 


OFFICIAL  PUBLICATION  of  the 
MEDICAL  SOCIETY  of  DELAWARE 

1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gordon,  M.D. 
Medical  Classics  Editor 

Stephen  S.  Grubbs,  M.D. 
Grand  Rounds  Editor 

William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

John  S.  Wills,  M.D. 

View  Box  Editor 

Dennis  R.  Witmer,  M.D. 
Photographic  Editor 

EDITORIAL  ASSISTANT 
Lisa  G.  Griffith 
PUBLICATION  COMMIHEE 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Mark  A.  Meister 


CONTENTS 


195  PRESIDENT’S  PAGE 

A Bicentennial  Celebration  1789-1989, 

Dover,  Delaware  - May  13,  1989. 

199  ETIOLOGY  AND  TREATMENT  OF  CEREBRAL  PALSY 

Steven  Bachrach,  M.D. 

211  HIGH-TECH  REPRODUCTION:  ADVANCES  IN 
REPRODUCTIVE  TECHOLOGY 
Jean  Lien,  M.D. 

Jeffrey  B.  Russell,  M.D. 

219  BREAST  FEEDING:  ADVANTAGES  AND 
CONTRAINDICATIONS 
Cheryl  L.  Hausman,  M.D. 

Clare  A.  Callahan,  M.D. 

229  SPECIAL  REPORT 
HIV  Update 
Dean  L.  Winslow,  M.D. 

233  DR.  JONES  GOES  TO  SEA  - AND  NEVER  LOOKS  BACK 

J.  Worth  Estes,  M.D. 

235  WOMEN  DOCTORS  IN  EARLY  DELAWARE. 

Jo  Ann  Rosenfeld,  M.D. 

241  EDITORIALS 

Off  Duty  Medicine 

Herbert  J.  Keating  III,  M.D. 

HIV 

E.  Wayne  Martz,  M.  D. 

245  VIEW  BOX 

Projectile  Vomiting  in  a Three-Month-Old  Boy 

Ricardo  Castro,  M.D. 

Charles  S.  Bean,  M.D. 

247  IN  BRIEF 


Entered  as  second-class  matter  June  28,  1929  at  the  Post  OKice  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington,  Delaware.  Copyright  1989  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index”  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies  $2.00.  Advertising  copy  is 
accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


• Pre-employment  chain  of  custody  drug  screen  testing  at  all  locations 

• GCMS  equipment  on  the  premises  for  confirmation 

• Confidentiality  assured— from  samples  to  final  billing 

• No  patient  turned  away  for  inability  to  pay 


WILMINGTON 

2300  Pennsylvania  Ave 
Suite  3A 
(302)  656-1204 

Augustine  Cutoff 
(302)  571-8876 

NEWARK 

324  East  Main  Street 
(302)  737-4550 


BIOMEDICAL  LABORATORIES,  INC. 


HERITAGE  OMEGA  DOVER 

2601  Annand  Drtve  F-52  Omega  Drive  1001  S.  Bradford  St. 
Suite  23  (302)738-7112  (302)678-2796 

(302)  998-5900 


FOULK  ROAD 

2000  Foulk  Road 
(302)  475-4214 

CHRISTIANA 

420  Christiana 
Medical  Center 
(302)  368-3959 

SEAFORD 

916  Middleford  Road 
(302)  629-3224 


I 


1 


ISSN  0011-7781 

DELAWARE 

MEDICAL 

JOURNAL 


NUMBER  6 


OFFICIAL  PUBLICATION  of  the  CONTENTS 

MEDICAL  SOCIETY  of  DELAWARE 

1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gordon,  M.D. 
Medical  Classics  Editar 

Stephen  S.  Grubbs,  M.D. 
Grand  Rounds  Editor 

William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

John  S.  Wills,  M.D. 

View  Box  Editor 

Dennis  R.  Witmer,  M.D. 
Photographic  Editor 

EDITORIAL  ASSISTANT 
Lisa  G.  Griffith 
PUBLICATION  COMMITTEE 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Anne  Shane  Bader 


257  PRESIDENT’S  PAGE 

263  FINE  NEEDLE  ASPIRATION  OF  THE  LUNG  AT  THE 

MEDICAL  CENTER  OF  DELAWARE:  A RETROSPECTIVE 
REVIEW  OF  243  PATIENTS 
Mark  L.  Mitchell,  M.D. 

Catherine  A.  Bittner,  CT(ASCP),  CT(IAC) 

Francis  P.  Parker,  M.D. 

277  PERCUTANEOUS  TRANSLUMINAL  CORONARY 
ANGIOPLASTY  (PTCA) 

Andrew  J.  Doorey,  M.D. 

Edward  M.  Goldenberg,  M.D. 

James  W.  Blassetto,  M.D. 

Michael  E.  Stillabower,  M.D. 

289  THE  TONSIL  AND  ADENOID  CONTROVERSY 

Robert  L.  Witt,  M.D. 

297  AN  INTRODUCTION  FROM  THE  SECRETARY  OF  THE 
DEPARTMENT  OF  HEALTH  AND  SOCIAL  SERVICES 
Thomas  P.  Eichler 

303  EDITORIAL 

Helmet  and  Seat  Belt  Laws,  Private  or  Public  Choice? 

Leo  W.  Raisis,  M.D. 

305  MEDICINE  AND  SOCIETY:  ASPECTS  OF  THE 

DILEMMA:  When  and  How  Should  Treatment  be  Withheld 
or  Withdrawn? 

Robert  W.  Frelick,  M.D. 

311  DEATHS 

313  IN  BRIEF 


Entered  as  second-class  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington,  Delaware.  Copyright  1989  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  index"  and  "Index  Medicus."  Available  through  University- 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies  $2.00.  Advertising  copy  is 
accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


• Pre-employment  chain  of  custody  drug  screen  testing  at  all  locations 

• GCMS  equipment  on  the  premises  for  confirmation 

• Confidentiality  assured— from  samples  to  final  billing 

• No  patient  turned  away  for  inability  to  pay 


WILMINGTON 

2300  Pennsylvania  Ave. 
Suite  3A 
(302)  656-1204 

Augustine  Cutoff 
(302)  571-8876 

NEWARK 

324  East  Main  Street 
(302)  737-4550 


BIOMEDICAL  LABORATORIES,  INC. 


HERITAGE  OMEGA  DOVER 

2601  Annand  Drive  F-52  Omega  Drive  1001  S.  Bradford  St. 
Suite  23  (302)  738-7112  (302)  678-2796 

(302)  998-5900 


FOULK  ROAD 

2000  Foulk  Road 
(302)  475-4214 

CHRISTIANA 

420  Christiana 
Medical  Center 
(302)  368-3959 

SEAFORD 

916  Middleford  Road 
(302)  629-3224 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 

OFFICIAL  PUBLICATION  of  the 
MEDICAL  SOCIETY  of  DELAWARE 

1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


VOLUME  61  JULY  1989  NUMBER  7 


CONTENTS 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gordon,  M.D. 
Medical  Classics  Editor 

Virginia  U.  Collier,  M.D. 

Grand  Rounds  Editor 

William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

John  S.  Wills,  M.D. 

View  Box  Editor 

Dennis  R.  Witmer,  M.D. 
Photographic  Editor 

EDITORIAL  ASSISTANT 
Lisa  G.  Griffith 
PUBLICATION  COMMITTEE 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Bruts  cher,  D.O. 
Virginia  U.  Collier,  M.D. 

Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Mas  ten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Mark  A.  Meister 


323  PRESIDENT’S  PAGE 
Service  vs  Education 

329  GRAND  ROUNDS 

A CPC:  A Young  Male  With  Advanced  Emphysema 
Marc  T.  Zubrow,  M.D. 

335  EHRLICHIOSIS:  SPOTLESS  SPOTTED  FEVER 
Richard  V.  McCloskey,  M.D. 

339  TOS-TMJ:  TRUE  OR  FALSE? 

Dewey  A.  Nelson,  M.D. 

343  THE  UNDERUSE  OF  MAMMOGRAPHY 
Ronald  D.  Petrocelli,  M.D. 

351  DIVORCE:  A PEDIATRICIAN’S  VIEW 
J.  Jordan  Storlazzi,  M.D. 

357  THE  EARLY  DETECTION  OF  CHRONIC  DISEASE  IN 
DELAWARE 
Robert  W.  Frelick,  M.D. 

359  EDITORIALS 

You  Get  What  You  Pay  For 
Dennis  R.  Witmer,  M.D. 

Who  Is  The  Real  Expert? 

E.  Wayne  Martz,  M.D. 

PUBLIC  HEALTH 

361  HEALTH  RESOURCES  MANAGEMENT  COUNCIL 
Amos  M.  Burke 
Robert  I.  Welch 

365  HEALTH  DATA  NEEDS 
Amos  M.  Burke 

371  MEDICINE  AND  SOCIETY 

Another  Perspective  on  Television 
Kathleen  B.  Lynch,  M.S.S.W. 


Entered  as  second*class  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington,  Delaware.  Copyright  1989  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies. $2.00.  Advertising  copy  is 
accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


• Pre-employment  chain  of  custody  drug  screen  testing  at  all  locations 

• GCMS  equipment  on  the  premises  for  confirmation 

• Confidentiality  assured— from  samples  to  final  billing 

• No  patient  turned  away  for  inability  to  pay 


WILMINGTON 

2300  Pennsylvania  Ave 
Suite  3A 
(302)  656-1204 

Augustine  Cutott 
(302)  571-8876 

NEWARK 

324  East  Main  Street 
(302)  737-4550 


BIOMEDICAL  LABORATORIES,  INC. 


HERITAGE  OMEGA  DOVER 

2601  Annand  Drive  F-52  Omega  Drive  1001  S.  Bradford  St. 
Suite  23  (302)  738-7112  (302)  678-2796 

(302)  998-5900 


FOULK  ROAD 

2000  Foulk  Road 
(302)  475-4214 

CHRISTIANA 

420  Christiana 
Medical  Center 
(302)  368-3959 

SEAFORD 

916  Middleford  Road 
(302)  629-3224 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 


VOLUME  61 


AUGUST  1989  NUMBER  8 


OFFICIAL  PUBLICATION  of  the 
MEDICAL  SOCIETY  of  DELAWARE 


CONTENTS 


1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gordon,  M.D. 
Medical  Classics  Editor 

Virginia  U.  Collier,  M.D. 

Grand  Rounds  Editor 

Wiiliam  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

Dennis  R.  Witmer,  M.D. 
Photographic  Editor 

EDiTORIAL  ASSISTANT 
Lisa  G.  Griffith 
PUBLICATION  COMMITTEE 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  Hi,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  ir.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Virginia  U.  Collier,  M.D. 

Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Mark  A.  Meister 


385  PRESIDENT’S  PAGE 

E.T.  (Expenditure  Targets) 


386  GRAND  ROUNDS 

A CPC:  Uveitis  and  Genital  Ulcerations  in  a Young  Female 

Virginia  U Collier,  M.D. 

Katherine  S.  Upchurch,  M.D. 


401  STRESS  ON  THE  PHYSICIAN  IN  PRACTICE 

Bernhard  H.  Singsen,  M.D. 


413  ABDOMINAL  ABSCESSES:  ULTRASOUND  GUIDED 
PERCUTANEOUS  THERAPY 
James  T.  Tsatalis,  B.S. 

Matthew  Rifkin,  M.D. 


419  GERIATRICS:  CONTINUITY  OF  LONG  TERM  CARE 

'Wayne  Zwick,  M.D.,  M.P.H. 


427  EDITORIALS 
My  Past 

David  Platt,  M.D. 


429  LETTERS  TO  THE  EDITOR 


430  DEATHS 

Edgar  Miller,  Sr,  M.D. 
Franklin  R.  Everett,  M.D. 


432  IN  BRIEF 


Entered  a%  tecond-cloit  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington,  Delaware.  Copyright  1989  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  Itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies  $2.00.  Advertising  copy  is 
accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


Wanted 


Works  of  art  by  physicians  or  their  families  to  display  at 
the  Delaware  Art  Museum  on  September  13,  1989,  to 
kick  off  the  physicians’  United  Way  Campaign. 

Physicians  and  members  of  their  families  who  paint,  take 
photographs,  design,  sculpt,  throw  pots,  etc.,  are  invited 
to  share  that  talent  with  the  medical  community. 

If  you  are  interested,  please  fill  in  the  attached  form. 


Jeni  Pereira-Ogan,  Immediate  Past  President, 

Medical  Society  of  Delaware  Auxiliary 

Cindy  Imber,  President, 

Womeris  Auxiliary  of  the  Delaware  State  Osteopathic  Medical  Society 

William  H.  Duncan,  M.D.,  Vice  President, 

Medical  Society  of  Delaware,  Chairman 

Anne  Shane  Bader,  Executive  Vice  President, 

Medical  Society  of  Delaware  Insurance  Services 

Mark  A.  Meister,  Executive  Director, 

Medical  Society  of  Delaware 


Name 


Mail  to: 


Address 


Telephone 
Art  Form 


Art  Show 

Medical  Society  of  Delaware 
1925  Lovering  Avenue 
Wilmington,  DE  19806 


(All  artwork  will  be  returned  to  the  owner.) 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 


VOLUME  61  SEPTEMBER  1989  NUMBER  9 


OFFICIAL  PUBLICATION  of  the  CONTENTS 

MEDICAL  SOCIETY  of  DELAWARE 

1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gordon,  M.D. 
Medical  Classics  Editar 

Virginia  U.  Collier,  M.D. 

Grand  Rounds  Editor 

William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

Dennis  R.  Witmer,  M.D. 
Photographic  Editor 

EDITORIAL  ASSISTANT 
Amy  L.  Trefsger 
PUBLICATION  COMMITTEE 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Virginia  U.  Collier,  M.D. 

Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Mark  A.  Meister 


443  PRESIDENT’S  PAGE 
. . .On  With  the  New.  . . 

447  GRAND  ROUNDS 

Cutaneous  T-Cell  Lymphoma 

Virginia  U.  Collier,  M.D. 

Michael  J.  Guarino,  M.D. 

455  RECURRENT/PERSISTENT  PNEUMONIA  IN  A 

3y2-YEAR-OLD  GIRL  DUE  TO  ACQUIRED  IMMUNE 
DEFICIENCY  SYNDROME 
Ricardo  Castro,  M.D. 

Joel  Klein,  M.D. 

Rajeswary  Padmalingam,  M.D. 

Stephen  C.  Eppes,  M.D. 

463  APPLICATIONS  OF  FUNCTIONAL  SPECT  BRAIN 
IMAGING  IN  CLINICAL  PRACTICE 
Alice  Scheff,  M.D. 

465  AN  OUNCE  OF  PREVENTION 

Constance  Limmer,  M.RH. 

473  MEDICAL  SOCIETY  BICENTENNIAL:  HOSPITALS  IN 
DELAWARE 
E.  Wayne  Martz,  M.D. 

485  EDITORIALS 

Combatting  the  Drug  Problem  - A Suggested  Bold  Legal 
Experiment 
John  M.  Bader,  Esquire 
Response 

E.  Wayne  Martz,  M.D. 

Confidentiality  of  Information 

E.  Wayne  Martz,  M.D. 

491  LETTERS  TO  THE  EDITOR 

497  REMINISCENCES 

David  Platt,  M.D. 

501  DELEGATE’S  REPORT  - 1989  ANNUAL  METTING  OF 
THE  AMA  HOUSE  OF  DELEGATES 

504  IN  BRIEF 


Entered  as  second-class  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington,  Delaware.  Copyright  1989  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies  $2.00.  Advertising  copy  is 
accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


• Pre-employment  chain  of  custody  drug  screen  testing  at  all  locations 

• GCMS  equipment  on  the  premises  for  confirmation 

• Confidentiality  assured— from  samples  to  final  billing 

♦ No  patient  turned  away  for  inability  to  pay 


WILMINGTON 

2300  Pennsylvania  Ave 
Suite  3A 
(302)  656-1204 

Augustine  Cutoff 
(302)  571-8876 

NEWARK 

324  East  Mam  Street 
(302)  737-4550 


BIOMEDICAL  LABORATORIES,  INC. 


HERITAGE  OMEGA  DOVER 

2601  Annand  Drive  F-52  Omega  Drive  1001  S.  Bradford  St. 
Suite  23  (302)738-7112  (302)678-2796 

(302)  998-5900 


FOULK  ROAD 

2000  Foulk  Road 
(302)  475-4214 

CHRISTIANA 

420  Christiana 
Medical  Center 
(302)  368-3959 

SEAFORD 

916  Middleford  Road 
(302)  629-3224 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 


OCTOBER  1989 


NUMBER  10 


OFFICIAL  PUBLICATION  of  the 
MEDICAL  SOCIETY  of  DELAWARE 

1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gordon,  M.D. 
Medical  Classics  Cditar 

Virginia  U.  Collier,  M.D. 

Grand  Raunds  Editar 

William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

Dennis  R.  Witmer,  M.D. 
Photographic  Editor 

EDITORIAL  ASSISTANT 
Amy  L.  Trefsger 
PUBLICATION  COMMITTEE 

William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Virginia  U.  Collier,  M.D. 

Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Mark  A.  Meister 


CONTENTS 


517  PRESIDENTS  PAGE 
But  Lo!  A Change 

521  GRAND  ROUNDS 

CPC:  Progressive  Dyspnea  in  a Young  Female 

Michael  Pasquale,  M.D. 

Joseph  West,  M.D. 

533  ARTERIAL  OXYGEN  SATURATION  IN  SEDATED 
PATIENTS  UNDERGOING  GASTROINTESTINAL 
ENDOSCOPY  AND  A REVIEW  OF  PULSE  OXIMETRY 
Denise  M.  Visco,  B.A. 

Eugene  Tolpin,  M.D. 

Jane  C.  Straughn,  M.D. 

Lennart  Fagraeus,  M.D,  Ph.D. 

547  GASTROESOPHAGEAL  REFLUX  AND  RECURRENT/ 
CHRONIC  PULMONARY  DISEASE  IN  INFANTS  AND 
CHILDREN 
Raj  Padman,  M.D. 

Rennan  Quijano,  M.D. 

557  A NEW  RISK  OF  ANAPHYLAXIS 

Richard  F.  Brams,  M.D. 

561  MEDICAL  ETHICS 

567  EDITORIALS 

Re-assessing  the  Code  Blue 

Herbert  J.  Keating,  III,  M.D. 

Quo  Vadis,  Doc? 

H.  S.  Rafal,  M.D. 

571  LETTERS  TO  THE  EDITOR 

573  DEATHS 

Lidia  Robertson  Bales,  M.D. 

Edward  M.  Bohan,  M.D. 

577  IN  BRIEF 


Entered  as  second-class  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  doss  postage  paid 
at  Wilmington,  Delaware.  Copyright  1989  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies  $2.00.  Advertising  copy  is 
occepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


-THE  EXPHITS- 
n DRUG  SCREEN 


• Pre-employment  chain  of  custody  drug  screen  testing  at  all  locations 

• GCMS  equipment  on  the  premises  for  confirmation 

• Confidentiality  assured— from  samples  to  final  billing 

• No  patient  turned  away  for  inability  to  pay 


WILMINGTON 

2300  Pennsylvania  Ave 
Suite  3A 
(302)  656-1204 

Augustine  Cutoff 
(302)  571-8876 


BIOMEDICAL  LABORATORIES,  INC. 


FOULK  ROAD 

2000  Foulk  Road 
(302)  475-4214 

CHRISTIANA 

420  Christiana 
Medical  Center 
(302)  368-3959 


NEWARK  HERITAGE 

324  East  Mam  Street  2601  Annand  Drive 
(302)  737-4550  Suite  23 

(302)  998-5900 


OMEGA 

F-52  Omega  Drive 
(302)  738-7112 


DOVER 

1001  S.  Bradford  St 
(302)  678-2796 


SEAFORD 

916  Middleford  Road 
(302)  629-3224 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 

OFFICIAL  PUBLICATION  of  the 
MEDICAL  SOCIETY  of  DELAWARE 


VOLUME  61  NOVEMBER  1989  NUMBER  11 


CONTENTS 


1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Herbert  J.  Keating,  III,  M.D. 
FEATURE  EDITORS 

Richard  F.  Gardan,  M.D. 
Medical  Classics  Editor 

Virginia  U.  Callier,  M.D. 

Grand  Rounds  Editor 

William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

Dennis  R.  Witmer,  M.D. 
Photographic  Editor 

EDITORIAL  ASSISTANT 
Amy  L.  Trefsger 
PUBLICATION  COMMITTEE 

William  J.  Halloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 
James  H.  Newman,  M.D. 

EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Virginia  U.  Collier,  M.D. 

Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

Dean  L.  Winslow,  M.D. 

Dennis  R.  Witmer,  M.D. 

BUSINESS  MANAGER 
Mark  A.  Meister 


589  PRESIDENT’S  PAGE 
Report  of  the  President 

593  GRAND  ROUNDS 

Malignancy  of  Unknown  Origin 

Mark  Kimmel,  M.D. 

603  IDENTICAL  ACHONDROPLASTIC  TWINS  BORN 

TO  NORMAL  PARENTS:  A CASE  REPORT  AND  REVIEW 
OF  THE  LITERATURE 
Thomas  M.  Fox,  D.O. 

Dan  E.  Mason,  M.D. 

611  AID  FOR  INTERNATIONAL  MEDICINE,  INC.  (AIM) 

OUR  FIRST  25  YEARS 

John  M.  Levinson,  M.D. 

621  MEDICAL  ETHICS 
Living  Wills 
Robert  W.  Frelick,  M.D. 

627  THE  NATION’S  PUBLIC  HEALTH  SYSTEM  IS  IN 
DISARRAY,  MAJOR  REPORT  FINDS 

631  EDITORIALS 

Near  Drowning  - Who’s  Responsible  for  the  Aftermath? 

James  F.  Lally,  M.D. 

Effects  of  Salt  Water  vs.  Fresh  Water 

E.  Wayne  Martz,  M.D. 

637  LETTERS  TO  THE  EDITOR 
Kudos  to  AIM  on  Its  25th 
James  F.  Lally,  M.D. 

Legalization  of  Drugs 

Norman  Taub,  M.D. 

Drug  Education  and  Treatment 

David  Platt,  M.D. 

641  REMINISCENCES 

An  Open  Letter  to  My  Grandson 

David  Platt,  M.D. 

645  DEATHS 

H.  Thomas  McGuire,  M.D. 

John  A.  Chrzanowski,  M.D. 

649  IN  BRIEF 

650  INDEX  TO  ADVERTISERS 


Entered  as  second-class  matter  June  28,  1929  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  Morch  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington.  Delaware.  Copyright  1989  by  the  Medical  Saciety  af  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER:  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Subscription  price  is  $15.00  per  year  in  advance.  Single  copies  $2.00.  Advertising  copy  is 
accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


yi  COLLECTION  OF  CLASSIC 

Chateau  country  estates 


West  at  Kennett  Pike  along  Snuff  Mill  Road 


Wilk  & Feinberg 
302  *429  •1841 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 


VOLUME  61  DECEMBER  1989  NUMBER  12 


OFFICIAL  PUBLICATION  of  the  CONTENTS 

MEDICAL  SOCIETY  of  DELAWARE 


1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


EDITOR 

E.  Wayne  Martz,  M.D. 
ASSOCIATE  EDITOR 
Virginia  V.  Colllier,  M.D. 

I FEATURE  EDITORS 

Richard  F.  Gordon,  M.D. 
Medical  Classics  Editor 

Virginia  U.  Collier,  M.D. 

Grand  Rounds  Editor 

William  L.  Jaffee,  M.D. 

Book  Reviews  Editor 

i Dennis  R.  Witmer,  M.D. 

‘ Photographic  Editor 

i EDITORIAL  ASSISTANT 
I Amy  L.  Trefsger 
] PUBLICATION  COMMITTEE 

I Virginia  V.  Collier,  M.D. 
i William  J.  Holloway,  M.D. 

I Herbert  J.  Keating,  III,  M.D. 

E.  Wayne  Martz,  M.D. 

I Margaret  A.  Matl,  M.D. 

I ) James  H.  Newman,  M.D. 

i EDITORIAL  BOARD 

Stephen  P.  Brutscher,  D.O. 
Virginia  U.  Collier,  M.D. 

Daniel  L.  DePietropaolo,  M.  D. 
Steven  L.  Edell,  D.O. 

Lennart  Fagraeus,  M.D.,  Ph.D. 
Jerome  Groll,  M.D. 

James  F.  Lolly,  M.D. 

Elizabeth  F.  Masten,  M.D. 

Leo  W.  Raisis,  M.D. 

Paula  Anne  Ryals,  M.D. 

Carol  A.  Tavani,  M.D. 

Judith  G.  Tobin,  M.D. 

Robert  Varipapa,  M.D. 

I Dean  L.  Winslow,  M.D. 

I Dennis  R.  Witmer,  M.D. 

I BUSINESS  MANAGER  ■ 

Mark  A.  Meister 


665  PRESIDENT’S  PAGE 
Captain  of  the  Team 


669  SCOLIOSIS  EVALUATION  AND  MANAGEMENT 

Robert  P.  Stanton,  M.D. 


679  EDITORIALS 

Hospital  Ethics  Committees  and  the  Physician 

Robert  E.  Heckman,  M.D. 


683  LETTERS  TO  THE  EDITOR 

More  on  Arterial  Oxygen  Saturation 

Susan  K.  Jonas,  M.D. 

Costs  Vx.  Quality 

R.  Walter  Powell,  M.D. 


687  COMMITTEES  OF  THE  MEDICAL  SOCIETY  OF 
DELAWARE,  1990 


695  SIX  TOUGH  QUESTIONS 

Reprinted  from  California  Physician. 


707  INDEX,  Delaware  Medical  Journal,  Volume  61,  1989. 
Part  I,  Subject;  Part  II,  Author. 


719  INDEX  TO  ADVERTISERS 


Entered  os  second-closs  matter  June  28,  1929  at  the  Post  Office  at  Wilmington.  Delaware,  under  the  act  of  March  3,  1879.  Issued  monthly.  Second  class  postage  paid 
at  Wilmington,  Delaware.  Copyright  1989  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Available  through  University 
Microfilms.  The  "Delaware  Medical  Journal"  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  POSTMASTER;  Send  address  changes 
to  "Delaware  Medical  Journal."  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Annual  subscription  rates  are  $20.00  for  domestic  and  $25.00  for  foreign.  Single  copies  $2.50. 
Advertising  copy  is  accepted  subject  to  the  approval  of  the  Publication  Committee  of  the  Medical  Society  of  Delaware. 


OFFICERS  AND  TRUSTEES  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE,  1989-90 

BOARD  OF  DIRECTORS 


President,  WILLIAM  H.  DUNCAN,  M.D.  Past  President,  HENDI  F.  WENDEL,  M.D. 

President-Elect,  ALI  Z.  HAMELI,  M.D.  Secretary,  MARGARET  ANNE  MOTL,  M.D. 

Vice  President,  JAMES  P.  MARVEL,  JR.,  M.D.  Treasurer,  GARTH  A.  KONIVER,  M.D. 

Speaker  of  the  House,  ROGER  B.  THOMAS,  JR.,  M.D. 

Delegates  to  the  American  Medical  Association,  DANIEL  A.  ALVAREZ,  M.D., 

I.  FAVEL  CHAVIN,  M.D.,  and  PETER  R.  COGGINS,  M.D. 


Editor,  Delaware  Medical  Journal,  E.  WAYNE  MARTZ,  M.D. 


EWARD  L.  Alexander,  M.D.,  Kent  County 
LEROY  B.  BUCKLER,  M.D.,  Kent  County 
WILLIAM  A.  ROSENFELD,  M.D.,  Kenty  County 
MARTIN  J.  COSGROVE,  M.D.,  Sussex  County 
Eduardo  L.  JILOCA,  M.D.,  Sussex  County 
FREDERICK  K.  TOY,  M.D.,  Sussex  County 
ROBERT  G.  ALTSCHULER,  M.D.,  New  Castle  County 

Executive  Director, 

Information  for  Contributors 

The  Delaware  Medical  Journal  is  owned  and  published 
by  the  Medical  Society  of  Delaware,  a scien- 
tific, nonprofit  corporation.  The  Journal  is  not  re- 
sponsible for  the  authenticity  of  the  opinions  or  the 
statements  made  by  our  authors.  The  responsibility  for 
the  opinions  expressed  and  for  the  authenticity  of  the 
data  remains  with  the  authors. 

Manuscripts 

All  manuscripts  submitted  shall  be  original,  never 
before  published,  and  contributed  solely  to  the  Dela- 
ware Medical  Journal.  They  should  be  addressed 
to  the  Editor,  1925  Lovering  Avenue,  Wilmington, 
Delaware  19806,  who  reserves  the  right  to  reduce, 
revise,  or  reject  any  material  submitted  for  publi- 
cation. 

Copy  should  be  typewritten,  double-spaced,  on 
8y2"  X 11"  white  bond  paper.  The  length  should  not  ex- 
ceed 15  pages  including  references. 

Authors  are  welcome  to  submit  material  in  disk  form. 

We  can  accept  material  on  floppy  disks  in  Word 
Perfect  language,  or  other  compatible  versions.  The 
disk  will  be  copied  onto  our  system,  and  if  requested 
returned  to  the  author.  If  you  are  unsure  whether 
or  not  your  system  is  compatible,  please  contact  the 
Journal  office. 

The  professional  affiliations  of  each  author  should 
be  supplied.  Uncommon  abbreviations  should  be 
written  out  in  parenthesis  the  first  time  they  are 
used.  Names,  initials,  or  other  information  that 
could  identify  a patient  should  be  eliminated  from  the 
copy.  If  photographs  of  patients  are  used,  either 
the  subjects  should  not  be  identifiable,  or  their 
pictures  must  be  accompanied  by  written  permission 
to  use  the  figure. 

Review  and  Action 

Manuscripts  are  customarily  examined  by  the  edi- 
torial staff  and  sent  out  to  several  reviewers.  Con- 
tributors will  be  notified  as  soon  as  a manuscript  is 
received. 


ROBERT  W.  Cox,  M.D.,  New  Castle  County 
RICHARD  T.  D’ALONZO,  M.D.,  New  Castle  County 
DIANA  DICKSON-WITMER,  M.D.,  New  Castle  County 
STEPHEN  S.  GRUBBS,  M.D.,  New  Castle  County 
PERRY  L.  MITCHELL,  M.D.,  New  Castle  County 
STEPHEN  R.  PERMUT,  M.D.,  New  Castle  County 

MARK  A.  MEISTER 

References 

References  must  be  numbered  in  the  copy  m 
chronological  order,  should  be  limited  to  a reasonable 
number,  and  should  conform  to  the  Index  Medi- 
cus,  including,  in  order:  author(s),  title,  journal, 
year,  volume  number,  and  inclusive  page  numbers, 
Book  references  should  include  editor(s),  edition, 
publisher,  and  place  of  publication. 

Example  of  a journal  reference: 

1.  Cole  BC,  Cassell  GH.  Mycoplasma  infections  as 
models  of  chronic  joint  inflammation.  Arthritis 
Rheum.  1979;  22:1375-81. 

Example  of  book  reference: 

2.  Downie  NM,  Health  RW.  Basic  statistical 
methods,  2nd  ed.  New  York:  Harper  & Row, 
1965;  240-4. 

Illustrations 

Drawings  and  charts  should  be  made  in  black  ink 
on  white  paper.  Photographs  must  be  black  and 
white  glossy  and  should  be  identified  on  the  back 
and  their  positions  indicated  in  the  text.  Photo 
graphs,  drawings,  and  cuts  will  be  returned  after 
publication  only  if  requested. 

Drug  Names 

Generic  names  should  be  used,  but  if  an  author  uses 
a brand  name  drug  in  the  course  of  a study, 
or  wishes  to  use  a brand  name  for  other  reasons,  he 
may  do  so,  but  should  insert  it  (in  parenthesis)  after  the 
generic  name,  eg,  diazepam  (Valium,  Roche). 
Assignment  of  Copyright 

In  compliance  with  the  Copyright  Revision  Act  of 
1976  (effective  January  1,  1978)  a transmittal  letter 
or  a separate  statement  accompanying  material  of- 
fered to  the  Delaware  Medical  Journal  of  the  Medical 
Society  of  Delaware  must  contain  the  following 
language  and  must  be  signed  by  all  authors. 

“In  consideration  of  the  Delaware  Medical  Journal 
of  the  Medical  Society  of  Delaware  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s) 
undersigned  hereby  transfers,  assigns,  or  otherwise 
conveys  all  copyright  owndership  to  the  Medical  Socie- 
ty of  Delaware,  in  the  event  that  such  work  in  published 
in  the  Delaware  Medical  Journal.” 


President's  Page 


s'-”  f 


/ 


\ 


THE  MEDICAL  MALPRACTICE  INSURANCE  SPECTER 


The  annual  specter  of  medical  malpractice  in- 
surance has  once  again  descended  on  the  physi- 
cians of  Delaware  like  a plague  of 
locusts-predictable,  unwanted  and  unavoidable. 

This  year  things  were  a bit  different  with  the 
entrance  of  yet  another  insurance  company- 
CNA-on  the  scene.  We  had  hoped  that  this  would 
prove  beneficial  to  Delaware  doctors  through  the 
great  American  concept  of  competition.  However, 
this  has  not  happened.  CNA  has  proven  to  be  “a 
hard  nut  to  crack.”  They  are  very  reluctant  to  ac- 
cept many  physicians,  and  then  only  after  com- 
pletion of  a 20-page  application  that  has 
generated  many  subsequent  inquiries  of  physi- 
cians and  has  made  the  process  of  acceptance  pon- 
derous to  say  the  least. 

Discussions  with  PHICO  Insurance  Company, 
the  Medical  Society  of  Delaware,  and  the  Dela- 
ware Insurance  Commissioner  have  gone  on  for 
months.  As  a result,  some  medical  malpractice 
insurance  now  available  in  Delaware  includes 
surcharges  and  deductibles. 

By  definition,  insurance  is  the  process  of  cover- 
ing possible  losses  by  spreading  the  cost  of  risk 
over  a large  group  of  individuals.  Homeowners’ 
insurance,  auto  insurance,  and  other  insurances 
are  available  at  affordable  rates  because  great 
numbers  of  people  are  careful  and  considerate, 
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and  thus  share  the  burden  of  responsibility  with 
less  fortunate  brethren. 

In  medicine,  the  scenario  is  a bit  different. 
Medicine  is  not  an  exact  science  like  mathemat- 
ics; there  is  no  guarantee  that  all  medical  out- 
comes will  be  100%  positive.  Yet,  with  the 
tremendous  advances  in  medical  science  and 
technology  over  the  recent  past,  most  Americans 
have  come  to  expect  only  positive  results  to  all 
problems.  Physicians  cannot  solve  all  problems 
for  all  people-to  expect  such  is  unrealistic.  On 
their  part,  physicians  have  tried  to  fulfill  these 
new  expectations  by  seeing  more  patients,  provid- 
ing more  consultations,  and  doing  more  proce- 
dures. Obviously,  the  success  rate  has  not  been 
100%,  and  now  comes  the  time  when  the  piper 
must  be  paid. 

In  order  to  keep  insurance  rate  increases 
reasonable,  the  concept  of  surcharges  and  deduct- 
ibles has  come  to  Delaware  physicians.  This  idea 
is  not  new.  It  has  been  present  for  years  in  auto 
insurance,  health  insurance,  etc. , and  in  medical 
malpractice  insurance  in  other  locations.  Approx- 
imately 13%  of  the  physicians  insured  by  PHICO 
in  Delaware  will  pay  a 10%  to  30%  surcharge  on 
their  medical  malpractice  premiums,  which  al- 
ready have  been  increased  by  an  immediate  aver- 
age of  14%  for  the  first  six  months  of  1989.  At  the 
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end  of  six  months  the  rate  will  be  reevaluated. 

How  will  all  this  affect  the  practice  of  medicine 
in  Delaware?  Medical  malpractice  insurance 
availability  at  any  cost  is  not  an  acceptable  alter- 
native. Already,  the  number  of  physicians  doing 
obstetrics  has  declined,  and  those  still  delivering 
babies  will  limit  even  further  the  number  of  pa- 
tients they  accept,  especially  those  described  as 
high  risk.  Many  medical  and  surgical  specialties 
oriented  toward  high-risk  procedures  will  be  even 
more  circumspect  in  choosing  patients  for  these 
types  of  care. 

More  in-depth  peer  review  and  evaluation  and 
more  detailed  risk  management  for  all  physi- 
cians will  be  an  integral  part  of  the  continuing 
medical  education  that  is  mandatory  for  all  Dela- 
ware physicians. 

It  is  sad  but  quite  possible  that  in  the  near  fu- 
ture many  types  of  medical  care  that  Delaware 
citizens  expect  and  Delaware  physicians  now  pro- 
vide will  no  longer  be  routinely  available  in  our 
state. 


(signature) 

Henri  F.  Wendel,  M.D. 

President 


Take  A Gamble 
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"I  haven’t  met  you,  but  want  you  to  be  aware  of  the 
praises  our  staff  is  giving  you  and  your  service.  The 
extra  effort  of  getting  equipment  in  and  out  quickly 
and  efficiently  cannot  really  be  measured. ..it  has  a 
positive  effect  on  the  anxiety  level  of  both  patient  and 
family...  Thanks  so  much  for  your  sensitivity  and 
compassion.” 
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for  your  patients.  You  ^^better  the  odds** 
to  better  care! 
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24  Hour  Emergency  Service 

Call  Our  CARELINE  (302)  368-5300 


( ARAFATE' 

^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease.- While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-171 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 
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CAFAD276 
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Carafete*  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  ^^^^®users to  become 
prone  to  duodenal  ulcers)  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 


0160N8 


THE  LOWER  RESPIRATORY  TRACT- 


Experience  counts 


More  vulnerable  to  infection  in  smokers  and  older  adults 


t:efQcbr 


Pulvules<= 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumor)iae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  Igroup  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECiOR  should  BE  administered  cautidusly  to  penicillin- 
sensitive  PATIENTS.  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REAaiONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made, 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  {percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

a Gastrointestinal  (mostly  diarrhea):  2.5%. 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erydiema  multiforme  [rarely,  Stevens- Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1.5%: 
usually  subside  within  a few  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  nKioesii 

Additional  Information  available  from  rv  235i  amp 

Eli  Lilly  and  Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 
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INFECTIONS  DUE  TO 

COAGULASE-NEGATIVE  STAPHYLOCOCCI 


I.  Introduction 

Coagulase-negative  staphylococci  (CNST)  have 
taken  on  increasing  importance  as  pathogens  in 
recent  years.  Previously  considered  to  be  con- 
taminants when  recovered  from  clinical  speci- 
mens, Staphylococcus  epidermidis  (formerly  S. 
alhus)  and  other  coagulase-negative  species  are 
now  recognized  as  frequent  causes  of  nosocomi- 
al and  community-acquired  infections  in  certain 
clinical  settings.  For  example,  these  organisms 
are  particularly  suited  for  growth  in  the  microen- 
vironment of  indwelling  vascular  catheters, 
prosthetic  heart  valves,  vascular  grafts  and  joint 
prostheses.  Thus,  the  increasing  number  of  sur- 
gical procedures  involving  these  devices  has  been 
accompanied  by  an  increasing  incidence  of 
coagulase-negative  staphylococcal  infections.  In 
addition,  infection  of  natural  cardiac  valves  may 
be  caused  by  these  bacteria.  Infections  due  to 
CNST  in  immunosuppressed  patients  have  also 
been  increasing  in  incidence.  Finally,  many  other 
types  of  infections,  including  urinary  tract  infec- 
tion due  to  Staphylococcus  saprophyticus,  have 
been  described  as  caused  by  these  common  or- 
ganisms. 

Infections  due  to  CNST  are  frequently  encoun- 
tered by  virtually  all  types  of  clinicians  in  every- 
day hospital  practice  and  occasionally  in  the 
office  setting.  There  is  often  significant  attendant 
morbidity  and  mortality.  This  review  will  exa- 
mine the  microbiologic  and  clinical  aspects  of 
these  infections  and,  hopefully,  create  heightened 
awareness  of  these  often  disregarded  organisms. 

Dr.  Caputo  is  a member  of  the  Infectious  Disease  Section  at  the  Medical  Center 
of  Delaware. 


Gregory  M.  Caputo,  M.D. 

II.  Bacteriology 

Staphylococci  belong  to  the  family  Micrococ- 
caceae,  and  are  clustered,  gram-positive  cocci  on 
Gram’s  stain.  They  are  aerobic  bacteria  and 
produce  catalase.  “Coagulase-negative”  species 
are  distinguished  from  Staphylococcus  aureus  by 
their  inability  to  coagulate  rabbit  plasma,  and 
the  coagulase  test  is  routinely  performed  in  clin- 
ical microbiology  laboratories.  S.  epidermidis  is 
the  most  frequently  encountered  clinical  isolate, 
but  infections  due  to  each  of  the  other  nine  spe- 
cies have  been  recognized.  (Table  I)  Speciation  is 
not  routinely  performed  in  clinical  laboratories 
because  it  is  generally  not  clinically  useful. 
However,  most  laboratories  can  perform  specia- 
tion upon  request.  Serotyping,  biotyping  and 
phage  typing  have  limited  clinical  usefulness. 

Plasmid  profiling,  done  only  in  referral 
research  laboratories,  may  occasionally  be  clini- 
cally useful  as  when  trying  to  determine  whether 
isolate  from  blood  cultures  are  contaminants  or 
true  pathogens  in  a patient  with  a prosthetic 
valve^ 

Adherence  and  persistence  are  two  microbiolog- 
ic characteristics  of  CNST  that  deserve  brief  com- 
ment. Extracellular  products  such  as  lectins  and 
other  adhesions  confer  to  bacteria  the  capabili- 
ty to  adhere  to  surfaces.  Persistence  of  CNST, 
despite  the  administration  of  antimicrobial 
agents,  may  relate  to  the  production  of  extracel- 
lular glycoproteins  (“slime”)  by  certain  strains. 
Both  properties  may  relate  to  the  pathogenicity 
of  CNST.' 

III.  Antimicrobial  Susceptibility 

Clinical  isolates  of  CNST  are  becoming  increas- 
ingly resistant  to  antimicrobial  agents.  (Table  II) 
The  frequency  of  methicillin-  (or  oxacillin-  or 
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TABLE  I. 

Staphylococcal  species 

• Coagulase-  positive  staphylococci 

S.  aureus 

• Coagulase-negative  staphylococci 

S.  epidermidis 
S.  warned 
S.  saprophyticus 
S.  capitis 
S.  cohnii 
S.  hominis 
S.  hemolyticus 
S.  simulans 
S.  xylosus 

nafcillin-),  cephalosporin-  and  aminoglycoside- 
increasing.  Karchmer,  et.al.  reported  that  83%  of 
isolates  recovered  from  patients  with  prosthetic 
valve  endocarditis  were  methicillin-resistant.^ 
Gentamicin-resistance  was  noted  in  24%  of 
nosocomial  isolates  in  one  study  in  1979.^  In  ad- 
dition, multiply-resistant  strains  are  common,  in- 
cluding resistance  to  erythromycin,  clindanycin, 
tetracycline  and  chloramphenicol. 

Virtually  all  clinical  isolates  of  CNST  have  re- 

TABLE  II 

Antimicrobial  Agents  and  CNST 


Susceptibility 

Antibiotic 

Comment 

1.  Generally 

vancomycin 

Drug  of  choice  for 

Susceptible. 

infection  due  to  CNST. 

rifampin 

Used  in  combination 

gentamicin 

with  Vancomycin. 

teichoplanin 

Investigational 

Deptomycin 
(LY1 46032) 

Agents. 

cefamandol 

May  have  a role  in 
surgical  prophylaxis. 

II  Generally 

methicillin 

May  be  used  if 

Resistant  or  of 

oxacillin 

methicillin-resistance 

Limited  Clinical 

nafcillin 

or  heteroresistance  is 

1st  generation 

rigorously  excluded. 

penicillin 
erythromycin 
tetracyclines 
clindamycin 
trimethoprin/ 
sulfamethoxazole 
metronidazole 
chloramphenicol 
2nd  (excluding 
cetamandol)  and 
3rd  generation 
cephalosporins 
amoxicillin/ 
clavulilnic  acid 
imipenem 

Not  clinically  useful. 

mained  susceptible  to  vancomycin,  though  a re- 
cent report  noted  increasing  minimum  inhibitory 
contrations  (MIC’s)  in  some  strains."^  Rifampin 
has  also  retained  excellent  antistaphylococcal  ac- 
tivity in-uitra  However,  it  cannot  be  used  as  a sin- 
gle agent  to  treat  staphylococcal  infections 
because  of  the  rapid  emergence  of  resistance.  It 
is  sometimes  used  in  addition  to  vancomycin  in 
treating  infection  due  to  CNST. 
Trimethoprimsulfa-methoxazole  has  activity 
against  some  strains  of  CNST  but  has  not  been 
used  extensively  in  clinical  practice.  Some  new- 
er antimicrobial  agents  have  significant  clinical 
potential  and  are  being  evaluated  in-vitro  and  in 
clinical  trials,  including  studies  at  the  Medical 
Center  of  Delaware.  These  include  teichoplanin, 
deptomycin  (LY146032)  and  the  quinolone  antibi- 
otics. Imipenem/cilastatin  has  only  limited  in- 
vitro  activity. 

The  concept  of  methicillin-heteroresistance 
deserves  mention  in  any  discussion  of  CNST.  It 
has  been  found  that  some  strains  of  CNST  exhibit 
false  sensitivity  to  methicillin  and  cephalospo- 
rins when  tested  by  routine  methods.  This  is  due 
to  the  fact  that  only  a small  fraction  of  the  popu- 
lation of  organisms  in  a given  colony  (approxi- 
mately 1 cell  in  10^)  are  resistant.  This  is  more 
than  a microbiologic  curiosity;  patients  with  in- 
fection due  to  heteroresistant  strains  usually  re- 
quire treatment  with  vancomycin,  even  though 
the  bacteriology  laboratory  might  report 
methicillin  or  cephalosporin  sensitivity.  Newer 
methods  of  routine  microtiter  testing  may  obvi- 
ate this  problem.  However,  most  authorities 
recommend  special  testing  (which  could  be  done 
upon  request)  to  detect  heteroresistance  in  seri- 
ous infections  due  to  CNST  when  the  laboratory 
reports  beta-lactam  (methicillin/cephalosporin) 
sensitivity.  Also,  it  should  be  noted  that 
resistance  to  one  beta-lactam  (penicillin  deriva- 
tive or  cephalosporin)  generally  implies  cross- 
resistance to  all  others,  with  the  possible  excep- 
tion of  cefamandol.® 

In  summary,  vancomycin  remains  the  most  con- 
sistently active  antimicrobial  agent  against 
CNST.  Beta-lactam  antimicrobials  may  be  active 
against  a given  isolate,  but  prior  to  treating  a pa- 
tient with  serious  infection  due  to  a presumably 
methicillin-susceptible  strain,  heteroresistance 
should  be  rigorously  excluded.  Rifampin  and/or 
gentamicin  are  sometimes  used  in  combination 
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with  vancomycin.  Some  newer  agents  have  shown 
promise  in-vitro  and  are  under  current  clinical  in- 
vestigation. 

IV.  Infections  Due  To  CNST 

A.  Endocarditis  Involving  Prosthetic  Valves 

CNST  are  the  most  common  pathogens 
in  prosthetic  valve  endocarditis  (PVE).  S.  epider- 
midis  is  the  most  common  species  and 
methicillin -resistance  or  heteroresistance  was 
noted  in  83%  of  cases  in  one  study. ^ The  case- 
fatality  rate  is  high,  approximately  50%.  The 
classic  features  of  endocarditis  ie,  changing  cardi- 
ac murmur,  Roth  spots,  splenomegaly,  subcon- 
junctival hemorrhages,  cutaneous  lesions  are 
frequently  absent,  and  fever  with  positive  blood 
cultures  is  a common  clinical  presentation.  Thus, 
the  diagnosis  of  PVE  should  be  suspected  in  any 
febrile  patient  with  a valvular  prosthesis.  Posi- 
tive blood  cultures  for  CNST  in  this  setting 
should  never  be  automatically  attributed  to 
specimen  contamination. 

Complications  such  as  congestive  heart  failure, 
major  peripheral  embolization,  atrioventricular 
block  and  valvular  dysfunction  are  found  in  the 
majority  of  cases.  Invasion  of  the  valve  ring  and 
surrounding  myocardium  is  frequently  noted. 
Contamination  of  the  valve  ring  at  the  time  of 
surgery  is  the  presumed  cause  of  PVE  due  to 
CNST. 

A combined  medical-surgical  approach  is  fre- 
quently required  to  effectively  treat  PVE  due  to 
CNST.  Several  studies  have  documented  the  fre- 
quent requirement  for  surgery  in  curing  patients 
with  this  infection. Vancomycin  remains  the 
mainstay  of  antibiotic  treatment  and  combina- 
tion therapy  is  frequently  employed.  A recent 
prospective  study  demonstrated  that  a combina- 
tion of  vancomycin  and  rifampin  for  6 weeks  with 
gentamicin  added  during  the  first  2 weeks  is 
more  effective  than  vancomycin  plus  rifampin 
without  gentamicin.® 

B.  Endocarditis  Involving  Natural  Valves 

Infection  of  natural  cardiac  valves  by  CNST 
is  less  frequent  than  in  PVE,  accounting  for  ap- 
proximately 5%  of  cases  of  native  valve  en- 
docarditis (NVE).  Caputo,  et.al.  recently  reviewed 
21  cases  of  NVE  due  to  CNST  at  the  Mas- 
sachusetts General,  New  England  Deaconess  and 
Medical  College  of  Virginia  Hospitals.®  The  clin- 
clinical  presentation  was  similar  to  that  of  other 
bacterial  causes  of  subacute  endocarditis,  with 
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fever,  weight  loss,  murmur  and  peripheral  signs. 
In  contrast  to  PVE,  native  valve  infection  was 
usually  community-acquired  and  thus  due  to 
beta-lactam-sensitive,  non-epidermidis  strains  in 
most  cases.  In  addition,  the  prognosis  was  more 
favorable  than  in  PVE;  mortality  was  19%. 
However,  complications  were  unexpectedly  fre- 
quent. Congestive  heart  failure,  major  emboliza- 
tion or  new  conduction  system  abnormalities 
occurred  in  67%  of  cases  and  myocardial  or  annu- 
lar abscess  was  noted  in  5/21  patients  at  surgi- 
cal or  post-mortem  evaluation.  Treatment  was 
generally  undertaken  with  a beta-lactam  agent 
or  vancomycin,  though  surgical  intervention  was 
required  in  9/21  patients.  This  study  thus  under- 
scored the  need  to  carefully  consider  the  possibil- 
ity of  serious  underlying  infection  in  a patient 
with  positive  blood  cultures  for  CNST,  even  in  the 
outpatient  setting. 

C.  Infection  Involving  Intravenous  Catheters 

Catheter-related  infection  is  commonly  en- 
countered by  the  hospital-based  clinician.  With 
the  advent  of  central  venous  catheters  (eg.  Hick- 
man) for  hyperalimentation,  chemotherapy  and 
home  antibiotics,  the  potential  for  infection  in- 
creased. Again,  CNST  are  the  most  commonly 
isolated  organisms.  Most  authorities  believe  that 
extra-cellular  polysaccharide  (“slime”)  producing 
strains  of  CNST  are  intrinsically  more  virulent 
in  catheter-related  infections.  Catheter-related 
infections  are  common,  cause  significant  mor- 
bidity, and  are  sometime  fatal.  Cutaneous  signs 
of  infection  are  frequently  absent,  and  fever  may 
be  the  only  manifestation.  Therefore,  positive 
blood  cultures  for  CNST  in  the  hospital  setting 
should  be  taken  seriously,  and  are  potentially  in- 
dicative of  catheter-related  sepsis.  Positive  cul- 
tures of  the  catheter  tip  support  the  diagnosis, 
and  semiquantitative  culture  methods  are  often 
used  to  help  distinguish  infection  from  coloni- 
zation. 

Removal  of  the  involved  catheter  alone  will  be 
curative  in  many  cases,  though  appropriate  an- 
tibiotics are  usually  added  for  five  to  seven  days. 
Until  susceptibilities  are  available,  intravenous 
vancomycin  should  be  used  for  presumed  CNST 
catheter-related  sepsis. 

D.  Infections  of  Other  Prosthetic  Devices  and 

Intravascular  Grafts 

CNSl  are  frequent  causes  of  prosthetic  joint 
infection,  second  only  to  S aureus.  Infection  is 
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sometimes  diagnosed  years  after  surgery,  and 
may  be  cryptic,  with  only  fever  and  mild  joint 
pain  present.  Removal  of  the  prosthesis  with 
prolonged  (4-6  weeks)  antibiotic  therapy  is  usual- 
ly required  for  cure. 

S.  epidermidis  is  the  most  common  cause  of  ven- 
triculoperitoneal shunt  infection.  Though  early 
infections  (less  than  2 months)  are  more  frequent- 
ly seen,  CNST  may  also  cause  late  onset  infec- 
tion. As  with  infections  associated  with  other 
foreign  devices,  effective  therapy  usually  requires 
removal  of  the  shunt  in  addition  to  antibiotics. 
Two  recent  studies  evaluated  the  clinical  signifi- 
cance of  adherence  and  the  production  of  slime 
in  this  setting. One  study  found  that  cure 
was  more  frequent  in  cases  due  to  slime  produc- 
ing CNST  than  in  cases  due  to  non-slime- 
producing  strains.  Another  reported  that  the 
ability  to  cure  ventriculoperitoneal  shunt  infec- 
tion due  to  CNST  without  removal  of  the  device 
was  related  to  adherence  properties  of  the  infect- 
ing strain.  Overall,  cure  was  associated  with 
removal  of  the  shunt.  However,  five  of  six  cases 
of  infection  due  to  non-adherent  strains  were 
cured  with  antimicrobial  therapy  alone. ^^Other 
prosthetic  devices  may  become  infected  with 
CNST.  For  example,  these  bacteria  are  important 
causes  of  peritonitis  associated  with  ambulato- 
ry peritoneal  dialysis  catheters.  Cure  is  frequent- 
ly possible  without  removing  the  catheter. 
Pacemakers,  orthopedic  stabilization  devices, 
temporomandibular  joint  prostheses  and  ocular 
prostheses  are  other  potential  foci  for  CNST  in- 
fection. 

CNST  are  frequently  recovered  in  intravascu- 
lar graft  infection.  Again,  diagnosis  may  be 
difficult,  and  fever  with  positive  blood  cultures  for 
CNST  may  be  the  only  clinical  findings.  Radi- 
onuclide scanning  sometimes  aids  in  the  diagno- 
sis, and  therapy  generally  requires  antibiotics  in 
addition  to  the  removal  of  the  graft. 

E.  Immunocompromised  Patients 

Gram-positive  organisms  are  being  recov- 
ered with  increasing  frequency  from  febrile,  neu- 
tropenic patients,  and  CNST  are  the  most  com- 
monly encountered  organisms.  In  1979,  Wade 
and  associates  demonstrated  the  importance  of 
S.  epidermidis  in  causing  sepsis  in  neutropenic 
cancer  patients.^^  Intravenous  catheters  are  a 
frequent  portal  of  entry.  In  recent  years,  empiric 
regimens  which  include  vancomycin  have  been 
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evaluated  for  febrile,  granulocytopenic  patients. 
Most  centers,  though,  do  not  currently  employ 
specific  anti-staphylococcal  antibiotics  unless  a 
strong  suspicion  for  staphylococcal  infection 
exists. 

F,  Urinary  Tract  Infection 

Staphylococcus  saprophyticus,  a novobiocin- 
resistant  coagulase-negative  species,  causes  up 
to  26G  of  all  cases  of  cystitis.'"  It  is  particularly 
common  in  sexually  active  young  women.  The 
clinical  presentation  is  similar  to  that  of  cystitis 
caused  by  other  bacterial  species.  Fortunately,  S. 
saprophyticus  only  infrequently  causes  ascend- 
ing, upper  tract  infection,  ie.  pyelonephritis.  Uri- 
nary infection  due  to  S.  saprohyticus  generally 
responds  to  the  agents  commonly  used  to  treat 
cystitis,  including  amoxicillin,  sulfa  derivatives 
and  tetracyclines. 

V.  Prophylaxis 

A first  generation  cephalosporin  is  chosen  as 
the  prophylactic  agent  for  most  surgical  proce- 
dures, with  good  reason.  S.  aureus  and  other  or- 
ganisms commonly  isolated  in  postoperative 
infections  are  generally  susceptible  to  these 
agents.  However;  as  previously  noted,  these  an- 
tibiotics are  not  significantly  active  in  vitro 
against  CNST.  Vancomycin  might  seem  a 
reasonable  choice  to  prevent  postoperative  CNST 
infection,  but  firm  clinical  data  to  support  this  is 
lacking.  Moreover,  concerns  about  its  limited 
spectrum,  toxicity  and  cost  make  it  a less  than 
ideal  prophylactic  agent. 

The  significant  in  vitro  activity  of  cefamandol 
against  staphylococci  has  prompted  at  least  one 
large  study  in  patients  undergoing  cardiovascu- 
lar surgery  which  supported  its  use  as  a 
prophylactic  agent  in  this  setting.'"^  However, 
confirmatory  studies  are  likely  to  be  needed  be- 
fore any  antimicrobial  agent  is  accepted  as  the 
“drug  of  choice”  in  surgical  prophylaxis  against 
CNST. 

VI.  Conclusions 

Advances  in  modern  medical  and  surgical  ther- 
apy have  created  a new  niche  for  CNST.  It  is  thus 
important  that  positive  cultures  for  CNST  are 
carefully  evaluated  and  not  automatically  dis- 
regarded as  contaminants.  Determining  whether 
a clinical  isolate  represents  a true  infection  or  not 
is  a common  clinical  challenge.  Most  often,  infec- 
tion is  associated  with  the  presence  of  an  endovas- 
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cular  or  orthopedic  prosthesis  or  intravascular 
catheter.  However,  sometimes  infection  occurs  in 
the  absence  of  foreign  devices,  such  as  in  urinary 
tract  infection. 

The  determination  of  methicillin  susceptibili- 
ty is  a critical  step  in  guiding  antibiotic  therapy. 
Beta-lactam  antibiotics  such  as  a first  generation 
cephalosporin  or  semisynthetic  penicillinase- 
resistant  penicillin  (eg.  nafcillin)  may  be  used  if 
heteroresistance  is  adequately  excluded.  Van- 
comycin (often  in  combination  with  gentamicin 
and/or  rifampin)  is  used  for  empiric  therapy  and 
for  infection  due  to  methicillin-resistant  strains. 
CNST  have  the  ability  to  cause  serious,  life 
threatening  infection,  and  curative  treatment 
often  requires  surgery  and/or  removal  of  the  in- 
volved foreign  device,  prosthesis  or  catheter.  Fi- 
nally, though  we  are  still  far  from  having  fully 
effective  therapeutic  and  prophylactic  ap- 
proaches to  CNST  infections,  investigational  pro- 
tocols are  actively  underway  and  give  hope  for  the 
future. 
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Epidemiology 

Animal  bites  have  become  alarmingly  common 
and  may  represent  a quiet  epidemic.  It  is  estimat- 
ed that  between  1 and  3.5  million  animal  bites 
occur  annually  in  the  United  States.^  The 
highest  incidence  has  consistently  been  in  5-to 
14-year-old  schoolchildren,  who  have  greater  con- 
tact with  animals,  especially  house  pets,  on  a 
daily  basis.  Boys  are  more  likely  to  sustain  dog 
bite  injuries,  twice  as  often  as  girls,  who  them- 
selves are  twice  as  likely  to  be  bitten  by  a cat.  Ap- 
proximately 90%  of  all  animal  bite  problems  are 
caused  by  dogs,  approximately  6%  to  8%  by  cats, 
and  the  remainder  by  such  varied  groups  as  ro- 
dents, monkeys,  and  horses.^ 

Dr.  Klein  is  in  private  practice  in  Chadds  Ford,  Pennsylvania,  and  is  Head  of 
Pediatric  Infectious  Disease  at  the  Medi-al  Center  of  Delaware  and  at  the  Alfred 
I.  du  Pont  Institute,  Wilmington,  Delaware. 


The  severity  of  this  problem  can  be  appreciat- 
ed from  the  fact  that  animal  bites  account  for  1% 
of  all  emergency  room  visits.^  Furthermore,  1% 
to  3%  of  all  animal  bites  require  hospitalization 
for  care  and,  frequently,  followup  by  various  med- 
ical subspecialists.^ 

Although  animal  bites  occasionally  can  cause 
life-threatening  dangers,  especially  to  a small 
child,  most  often  medical  concerns  are  related  to 
infection  as  a result  of  the  bite.  Among  animal 
bite  victims  who  are  not  immediately  hospital- 
ized, infections  develop  in  4%  of  dog  bite  victims 
and  35%  of  cat  bite  victims.^  The  prevention  and 
treatment  of  these  infections  raise  some  of  the 
most  controversial  questions  associated  with 
animal  bites. 

Microbiology 

Most  studies  show  that  the  bacteria  recovered 
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from  infected  bite  wounds  are  those  that  colonize 
the  skin  and  the  oral  cavity  of  animals.  These 
studies  indicate  that  of  these  microorganisms, 
Pasteurella  multocida,  a gram-negative  faculta- 
tive anaerobic  rod,  is  the  most  important  patho- 
gen in  dog  and  cat  bites.  As  many  as  50%  of  dog 
bite  infections  and  80%  of  cat  bite  infections  are 
caused  by  this  microorganism,  either  alone  or  as 
part  of  a polymicrobic  process.®  Other  bacteria 
commonly  isolated  from  infected  animal  bites  in- 
clude Staphylococcus  aureus.  Streptococcus  spe- 
cies (usually  not  group  A),  and  other  various 
anaerobic  species. 

A recent  study  emphasizes  the  polymicrobic  na- 
ture of  animal  bites  and  reexamines  the  impor- 
tance of  anaerobic  microorganisms.  In  this  report 
of  infected  animal  bites,  aerobic  bacteria  were 
recovered  alone  in  24%  of  the  cases,  anaerobic 
bacteria  alone  in  10%,  and  mixed  aerobic  and 
anaerobic  pathogens  in  66%.  It  is  suggested  that 
the  combination  of  aerobic  and  anaerobic  flora 
may  be  synergistic,  thereby  making  the  infection 
more  difficult  to  eradicate.  The  anaerobic  isolates 
that  were  found  included  Bacteroides  species  (not 
B.  fragilis),  Fusohacterium,  and  Pepto streptococ- 
cus. This  and  other  studies  also  have  pointed  out 
the  importance  and  frequency  of  beta-lactamase- 
producing  organisms  found  in  animal  bite  infec- 
tions, including  S.  aureus  and  various  Bac- 
teroides species.® 

To  some  extent,  the  frequency  of  recovering  a 
particular  pathogen  from  a bite  may  depend  on 
the  animal  involved.  For  example,  in  the  case  of 
R multocida,  although  50%  of  dogs  and  67%  of 
cats  harbor  this  organism  in  their  mouths,  it  has 
been  estimated  that  the  chance  of  acquiring  P. 
Multocida  infection  from  cats  is  at  least  10  times 
greater  than  acquiring  it  from  dogs.^ 

Although  occurring  rarely,  some  microorgan- 
isms found  in  infected  animal  bites  may  pose  spe- 
cial hazards  for  particularly  susceptible  people. 
For  example,  a little  known  gram-negative  rod, 
unclassified  but  designated  CDC  DF2,  has 
caused  septicemia  and  endocarditis  in  im- 
munocompromised patients  with  DF2  infected 
animal  bites.® 

Clinical  Findings 

The  likelihood  of  infection  is  determined  by  the 
location  and  nature  of  the  bite  wound  that  has 
been  inflicted.  Although  the  vast  majority  of 
these  animal  bite  infections  are  relatively  mild 
and  treatable  on  an  outpatient  basis,  they  occa- 
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sionally  can  lead  to  serious  infectious  complica- 
tions. More  than  10,000  patients  are  hospitalized 
each  year  in  the  United  States  because  of  animal 
bites  and  their  infectious  complications.  Severe 
cellulitis,  septic  arthritis,  recurrent  abscesses, 
tenosynovitis,  bacteremia,  and  brain  abscesses 
are  among  the  serious  infections  recorded  in 
these  hospitalized  patients.  In  one  series  in  which 
patients  hospitalized  with  animal  bites  were 
studied,  4 of  40  patients  developed  os- 
teomyelitis.® 

Most  physicians,  however,  are  faced  with  the 
more  common,  although  less  dramatic  problem 
of  outpatient-type  infections  occurring  after  an 
animal  bite.  The  incidence  of  these  post-bite  in- 
fections varies  with  the  species  of  animal  in- 
volved. For  example,  a biting  dog  may  exert 
between  150  and  200  pounds  of  pressure  per 
square  inch  of  tissue  involved.^®  Therefore,  dog 
bites  frequently  present  as  large  avulsions,  lacer- 
ations, or  crush-type  injuries  resulting  in  large 
areas  of  devitalized  tissue.  These  larger  wounds 
are  usually  easier  to  debride  and  clean  and,  para- 
doxically, may  be  less  likely  to  become  infected. 

Conversely,  although  cats  may  be  capable  of  far 
less  biting  force,  their  sharp  teeth  may  produce 
deeper  puncture  wounds,  often  inoculating  bac- 
teria several  centimeters  into  tissue  through  a 
very  small  opening.  Cleaning  of  these  cat  wounds 
may  be  virtually  impossible.  This  may  account 
for  the  fact  that  almost  a third  of  cat  bites  become 
infected. 

In  addition,  the  location  of  the  bite  wound  also 
may  influence  the  likelihood  of  infection,  regard- 
less of  the  species  involved.  For  instance,  several 
studies  have  shown  that  arm  and  hand  wounds 
tend  to  become  infected  more  often  than  scalp  or 
face  injuries.^^  This  is  particularly  important  be- 
cause a third  of  all  dog  bites  and  two  thirds  of  all 
cat  bites  occur  in  the  upper  extremity.  The  fre- 
quent involvement  of  the  hand  in  animal  bites 
and  the  complexity  of  the  hand  structure  man- 
date that  all  animal  bite  infections  in  the  hand 
be  considered  as  potentially  serious  problems. 

In  general,  signs  of  infection  become  apparent 
between  24  and  72  hours  following  an  animal 
bite.  Redness,  tenderness,  and  swelling  develop 
around  the  site  of  injury.  Frequently,  there  is  a 
serosanguineous  or  purulent  drainage.  Especial- 
ly when  the  hand  is  involved,  puffiness  in  the 
area  of  the  injury  may  obscure  the  exact  location 
of  the  infection. 
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When  P.  multocida  is  the  primary  pathogen  in- 
volved in  the  infection,  a more  rapid  clinical  course 
frequently  occurs.  Redness  and  extensive  swelling 
usually  begin  within  24  hours  of  the  bite  and  occa- 
sionally within  12  hours  of  the  injury.  Patients  with 
P multocida  bite  infections  complain  of  pain  and  in- 
tense local  tenderness  in  excess  of 
the  clinical  findings  at  the  time 

Most  patients  with  bite  wound  infections  have 
no  fever  or  a low-grade  one  and  rarely  have  sys- 
temic symptoms.  Those  patients  who  appear  tox- 
ic or  systemically  ill  should  be  examined 
carefully  for  other  complications  of  animal  bites, 
such  as  cat-scratch  fever,  abscesses,  or  osteomye- 
litis, depending  on  the  time  interval  since  the  in- 
jury was  incurred. 

Management 

Considerable  controversy  exists  about  the  ap- 
propriate management  of  animal  bite  injuries. 
Generally,  questions  arise  about  proper  surgical 
care  of  the  wounds  and  the  prophylactic  and  ther- 
apeutic use  of  antimicrobial  agents. 

The  surgical  approach  to  animal  bite  wounds 
should  be  based  on  sound  surgical  technique  and 
principles.  The  key  elements  to  surgical  care  in- 
clude thorough  wound  cleaning  and  judicious 
debridement.  Cleaning  can  be  performed  with  a 
povidone  iodine  solution  and  fine  mesh  sponges. 
In  addition  to  its  broad  antibacterial  activity, 
povidone  iodine  solution  does  not  contain  deter- 
gents, which  may  be  painful  and  damaging  to 
delicate,  exposed  subcutaneous  tissues.  Following 
cleaning,  many  authorities  recommended  irriga- 
tion of  the  wound,  if  possible,  under  high  pressure 
with  normal  saline  solution  using  an  18-  or 
19-gauge  needle  with  a large  (35-ml.)  syringe.^^ 
Debridement  of  all  visible  devitalized  subcutane- 
ous tissue  and  skin  should  be  performed  in  a care- 
ful manner  on  every  wound,  including  small 
punctures.  Of  course,  very  deep  wounds  may  have 
to  be  explored  during  debridement  for  evidence 
of  damage  to  tendons,  cartilage,  or  even  bone.  Af- 
ter debridement,  it  may  be  advisable  to  repeat 
the  irrigation  procedure  of  the  newly  exposed 
tissue. 

The  suturing  of  animal  bite  wounds  is  a very 
controversial  topic  with  few  standardized  rules. 
Noninfected  dog  bite  wounds  less  then  8 hours  old 
can  be  closed  successfully  with  a single  layer  of 
superficial  sutures.  There  is  evidence  that  su- 
tured dog  bite  wounds  have  an  infection  rate  of 
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2.9%,  approximately  the  same  as  sutured  wounds 
not  caused  by  bites.  However,  suturing  dog  bite 
wounds  that  are  older  than  8 hours  is  not  recom- 
mended. Cosmetically  unimportant  cat  bite 
wounds  probably  should  not  be  closed,  primari- 
ly because  of  the  high  incidence  of  subsequent  in- 
fections. 

Anatomical  sites  that  may  call  for  special  at- 
tention are  the  face  and  hands.  Relatively  fresh 
wounds  of  the  face  usually  can  be  sutured  be- 
cause the  rich  vascularity  of  the  face  results  in 
a low  risk  of  subsequent  infection.  However,  most 
investigators  would  probably  agree  that  primary 
closure  of  hand  wounds  is  contraindicated.  In 
fact,  except  for  the  most  superficial  hand  wounds, 
many  experts  believe  that  specialty  consultation 
and  possibly  inpatient  treatment  may  be  war- 
ranted. 

Although  no  single  antimicrobial  agent  may  be 
able  to  eradicate  all  of  the  potential  pathogens 
responsible  for  animal  bite  infections,  establish- 
ing a specific  etiology  would  be  very  useful.  Cul- 
turing bite  wounds  prior  to  cleaning  may  reveal 
microorganisms  that  have  contaminated  the 
wound  but  are  not  predictive  of  those  that  subse- 
quently may  cause  an  infection. There  is  little 
likelihood  that  bacteria  present  before  a 
thorough  cleaning  would  necessarily  colonize  the 
wound  after  cleaning.  For  the  same  reasons. 

Gram  stains  of  material  from  wounds  prior  to 
cleaning  may  be  irrelevant. 

Because  it  may  be  impossible  to  predict  which 
specific  microorganism  later  may  be  responsible 
for  a subsequent  wound  infection,  or  even  if  an  in- 
fection will  occur  with  a given  bite  wound,  several 
authors  have  advocated  the  use  of  prophylactic 
antibiotics.  Efficacy  of  prophylaxis  has  not  been 
demonstrated  in  the  few  controlled  studies 
reported.  Most  of  these  studies  have  shown  no 
decrease  in  bite  wound  infection  when  prophylac- 
tic antibiotics  are  used.  However,  prophylactic 
use  of  antibiotics  did  not  predispose  wounds  to  be- 
come infected  with  resistant  bacteria. At 
present,  it  would  appear  reasonable  to  limit  the 
use  of  prophylactic  antibiotic  therapy  to  specific 
circumstances  in  which  risk  of  infection  and 
residual  deformity  is  high.  These  may  include 
deep  cat  bites,  extensive  bites  of  the  hand  in 
which  tendon  sheaths  may  be  involved,  and  cer- 
tain wounds  of  the  face.  The  choice  of  antibiotics 
for  prophylaxis  must  be  empirical  but  probably 
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should  be  selected  based  on  their  activity  against 
P.  multocida,  S.  aureus,  Streptococcus  species,  and 
perhaps  anaerobes  as  well.  Logical  choices  might 
include  penicillin  V combined  with  a 
penicillinase-resistant  penicillin  or  an 
amoxicillin-clavulanic  acid  combination. 

Infected  animal  bite  wounds  also  present 
difficult  therapeutic  problems.  Sutured  wounds 
should  be  opened,  and  fluctuant  wounds  should 
be  incised  and  drained.  The  microbiology  labora- 
tory can  be  extremely  useful,  however,  in  the 
medical  management  of  these  injuries.  Gram 
stains  of  purulent  material  or  necrotic  tissue 
should  be  performed  whenever  possible.  Cultures 
of  the  material  should  include  anaerobic  as  well 
as  aerobic  analysis.  Anaerobic  carrier  media 
should  be  used  for  the  transport  of  material  to  the 
laboratory.  Aspirates  are  best  left  in  the  syringe, 
with  a rubber  stopper  placed  over  the  tip  of  the 
needle  after  evacuation  of  air.  If  possible,  the 
laboratory  should  be  alerted  that  the  specimens 
are  from  an  animal  bite  wound.  This  will  enable 
them  to  search  for  unusual  organisms  that  may 
be  present.  This  is  especially  true  in  the  case  of 
P.  multocida,  which,  in  the  absence  of  completed 
identification  procedures,  has  been  identified  as 
Haemophilus  influenzae.  Neisseria  species,  and 
Acinetobacter.^'’  In  addition,  the  laboratory 
should  be  alerted  to  the  possibility  of  multiple 
bacterial  species  present  in  the  specimen 
received. 

Once  adequate  cultures  have  been  taken,  the 
choice  of  antibiotics  for  treatment  is  based  on  the 
usual  bacteria  expected  in  animal  bite  wounds. 
Penicillin  and  amoxicillin  are  quite  effective 
against  P.  multocida  but  are  not  effective  against 
many  strains  of  S.  aureus  and  some  anaerobes. 
Likewise,  penicillinase-resistant  penicillins,  such 
as  oxacillin,  are  quite  adequate  in  treating  S. 
aureus  but  may  have  insufficient  activity  against 
P.  multocida,  where  as  much  as  20%  may  be  resis- 
tant to  these  classes  of  antimicrobial  agents.^® 

Bqsed  on  these  facts  and  our  knowledge  of  the 
polymicrobic,  aerobic,  and  anaerobic  etiology  of 
bite  wound  infections,  it  would  appear  that 
penicillin  V in  conjunction  with  a penicillinase- 
resistant  penicillin  or,  alternatively,  amoxicillin- 
clavulanic  acid  combination  would  be  a logical 
choice  to  treat  infected  bite  wounds.  Patients  who 
are  allergic  to  penicillin  can  be  treated  with 
either  erythromycin  or  with  tetracycline  (if  older 
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than  8 years).  It  should  be  kept  in  mind  that  some 
therapeutic  failures  have  been  described  in  P 
multocida  infections  treated  with  erythromycin 
alone.  In  addition,  it  should  be  noted  that 
when  used  alone,  first- generation  cephalosporins 
and  clindamycin  also  have  resulted  in  therapeu- 
tic failures  because  of  the  resistance  of  some 
anaerobic  bacteria  to  first-generation  cephalospo- 
rins and  P multocida  to  clindamycin.^® 

Finally,  special  attention  must  be  given  to  the 
possible  need  for  immunoprophylaxis  against 
tetanus,  and  in  some  cases  rabies,  when  dealing 
with  every  animal  bite.  Authoritative  guidelines, 
such  as  The  Report  of  the  Committee  on  Infec- 
tious Diseases  of  The  American  Academy  of  Pedi- 
atrics, are  readily  available  to  aid  the  physician 
in  making  treatment  decisions. 
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special  Report 


THE  MEDICAL  CENTER  OF  DELAWARE 
INFECTIOUS  DISEASE  CLINIC 


Dean  L,  Winslow,  M.D. 


General 

Since  the  summer  of  1986,  the  infectious  dis- 
ease section,  in  cooperation  with  the  Medical 
Center  of  Delaware,  has  operated  a hospital- 
based  outpatient  clinic  dedicated  to  the  care  of 
HIV-infected  patients.  The  missions  of  the  clin- 
ic, in  order  of  priority,  are:  (1)  to  provide  state-of- 
the-art  care  with  a multi-disciplinary  approach 
to  HIV-infected  patients  in  Delaware,  (2)  to  act  as 
an  educational  resource  for  health  care  workers 
throughout  the  state,  (3)  to  provide  an  environ- 
ment scientifically  conducive  to  clinical  research 
in  HIV  disease,  and  (4)  to  interface  with  the  Na- 
tional Institute  of  Health/AIDS  Clinical  Trials 
Unit  network,  and  make  their  protocols  availa- 
ble to  our  eligible  patients. 

History  and  Philosophy  of  the  Clinic 

Prior  to  1986,  virtually  all  AIDS  patients  in 
Delaware  were  followed  in  the  hospital  and  the 
private  offices  of  Dr.  William  Taylor  and  myself. 
Both  ward  and  private  patients  were  seen  regard- 
less of  ability  to  pay  for  medical  care.  The  growth 
in  the  number  of  symptomatic  HIV-infected  pa- 
tients and  the  addition  of  two  new  physicians  to 
the  infectious  disease  section  in  late  1985  made 
the  establishment  of  a dedicated  clinic  feasible. 

Dr.  Winslow  is  Chief,  Section  of  Infectious  Diseases,  Department  of  Medicine,  Med- 
ical Center  of  Delaware.  He  is  also  Associate  Medical  Director,  Virology,  E.I. 
duPont  de  Nemours,  Pharmaceutical  Division,  Medical  Products. 


Because  of  the  technical  complexity  of  manage- 
ment problems,  it  was  clear  to  us  (and  corroborat- 
ed by  the  San  Francisco  experiences)  that  a 
dedicated  clinic  was  desirable.  A hospital-based 
setting  allowed  for  easier  utilization  of  state-of- 
the-art  diagnostic  and  therapeutic  modalities 
available  only  at  the  Medical  Center,  and  also 
facilitated  a multi-disciplinary  approach  to  care 
where  specialized  nursing  intervention,  limited 
counselling,  psychological,  social,  and  financial 
needs  could  be  addressed.  In  addition,  it  made  in- 
terface with  support  groups,  state  agencies,  the 
Delaware  Hospice  and  other  home-care  agencies 
easier. 

Patient  Care 

In  contrast  to  most  hospital-based  clinics  which 
are  staffed  by  residents  or  non-physician  P.A.s, 
the  attending  staff  at  the  Medical  Center  clinic 
is  made  up  entirely  of  experienced,  fully  trained 
subspecialists  in  infectious  diseases  (seven  in  in- 
ternal medicine  and  two  in  pediatrics).  This  pro- 
vides, in  addition,  opportunities  for  us  to  discuss 
unusual  or  particularly  complex  medical 
management  problems.  Currently,  four  nurses 
with  special  expertise  in  the  care  of  HIV-infected 
patients  are  assigned  to  the  clinic.  In  addition,  a 
dedicated  social  worker,  a clinical  psychologist, 
and  the  Director  of  the  Medical  Center  of  Dela- 
ware Pharmacy  are  either  in  the  clinic  or  readi- 
ly available  at  all  times. 
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Education 

Although  the  State  of  Delaware  Division  of 
Public  Health  AIDS  Program  Office  has  (ap- 
propriately) taken  a leading  role  in  testing  and 
counselling,  and  providing  educational  resources 
for  non-medical  professionals  in  Delaware,  at  this 
point  only  the  staff  of  the  infectious  disease  clin- 
ic has  had  the  hands-on  experience  to  credibly 
educate  health  care  workers  in  the  diagnosis  and 
management  of  HIV  disease.  In  the  long  term,  it 
will  be  critical  that  primary  care  of  HIV-infected 
patients  be  more  dispersed  throughout  the  state. 
However,  this  will  require  that  primary  care 
providers  and  hospitals  (other  than  the  Medical 
Center  of  Delaware)  acquire  the  adequate 
knowledge  base  and  the  confidence  to  care  for  the 
majority  of  these  patients.  It  is  hoped  that  the  in- 
fectious disease  clinic  and  its  subspecialist  phy- 
sicians at  the  Medical  Center  of  Delaware  will 
eventually  be  able  to  return  to  their  primary  role 
as  a referral  or  tertiary  care  resource. 

To  accomplish  this,  our  staff  has  been  active  on 
a daily  basis,  in  a variety  of  educational  in- 
service  activities  throughout  the  state.  More  re- 
cently, the  Medical  Center  of  Delaware  was  given 
a small  grant  from  the  United  States  Depart- 
ment of  Health/Human  Services  and  the  Univer- 
sity of  Maryland  to  develop  curriculum  for  the 
education  of  health  care  workers  and  allied 
professionals  in  the  care  of  patients  with  HIV  dis- 
ease. A broad-based  board  of  directors  has  been 
appointed  and  progress  is  being  made. 


Research/Experimental  Treatment 

The  infectious  disease  clinic  began  treating 
AIDS  patients  with  AZT  (zidovudine)  in  October 
1986,  as  part  of  a treatment  IND  protocol,  and  ac- 
tually began  dosing  patients  before  many  of  the 
ACTEUs  did.  Our  cumulative  experience  with 
this  agent,  to  date,  has  been  considerable. 

In  early  1987,  all  patients  with  a history  of  pri- 
or Pneumocystis  pneumonia  were  offered 
prophylaxis  with  IV  pentamidine.  Later, 
prophylaxis  was  offered  to  all  patients  with  CD4 
counts  less  than  100.  This  regimen  has  been  ex- 
tremely successful  and  well  tolerated.  Next  to  St. 
Michael’s  Medical  Center  in  Newark,  New  Jer- 
sey, we  have  the  largest  experience  with  this  regi- 
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men.  A limited  number  of  patients  (intolerant  to 
other  regimens)  have  been  offered  aerosolized 
pentamidine.  More  widespread  use  of  this  modal- 
ity awaits  resolution  of  a number  of  serious 
problems  with  aerosol  delivery  equipment,  staff- 
ing shortages,  legal  and  regulatory  (FDA)  issues, 
financing,  and  serious  scientific  concerns  that 
will  hopefully  be  answered  by  well-designed  clin- 
ical studies. 

Fluconazole  (an  experimental  drug  that  is  ef- 
fective by  mouth  in  the  treatment  of  life- 
threatening  cryptococcal  meningitis)  is  being 
evaluated  in  two  different  research  protocols. 

DHPG  (ganciclovir)  is  being  used  in  several  pa- 
tients to  treat  serious  CMV  infections,  including 
retinitis,  under  an  experimental  protocol. 

It  is  anticipated  that  other  promising  new 
drugs  will  be  evaluated  and  made  available  to  pa- 
tients in  the  future. 

Financing 

The  Medical  Center  of  Delaware  is  a private, 
non-profit  institution  that  receives  no  direct  fund- 
ing from  federal,  state,  or  local  governments.  The 
fees  charged  in  the  clinics  are  standardized  and 
are  based  on  an  individual  patient’s  insurance 
coverage  and  ability  to  pay.  No  one  has  ever  been 
denied  care  at  the  Medical  Center  because  of  an 
inability  to  pay.  No  AIDS  patient  or  any  other  pa- 
tient will  be  refused  care  as  long  as  I am  director 
of  the  clinic. 

Depending  on  financial  status,  a patient  may 
be  billed  by  the  Department  of  Medicine  as  well. 
This  “physician’s  fee”  is  placed  in  an  account 
which  is  used  to  send  our  nurses  to  scientific 
meetings  and  to  purchase  educational  materials. 
The  attending  physicians  in  the  infectious  dis- 
ease clinic  are  in  private  practice  or  industry. 
They  are  not  Medical  Center  of  Delaware  em- 
ployees. The  physicians  receive  absolutely  no 
compensation  for  the  hundreds  of  hours  they 
spend  in  the  clinic  each  year.  This  time  commit- 
ment is  above  and  beyond  their  normal  ward 
service,  attending,  and  teaching  responsibilities 
that  are  required  for  active  membership  on  the 
Medical/Dental  staff  of  the  Medical  Center. 

I personally  feel  it  is  wrong  to  allow  a “two-tier” 
system  of  health  care  for  AIDS  patients  to  evolve, 
as  has  occurred  in  many  larger  cities.  Often,  in 
this  situation,  relatively  affluent  Caucasian  gay 
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males  receive  fairly  high-quality  care  in 
specialists’  private  offices  while  members  of 
minority  groups,  women,  children,  and  IV  drug 
abusers  receive  second-rate  care  in  resident-run 
general  medical  clinics,  charity  hospitals,  and 
public  health  clinics.  We  feel  having  subspecialist 
attending  run  clinic  provides  the  highest  level  of 
care  to  all  patients. 

Conclusions 

All  of  us  in  the  clinic  are  dedicated  to  provid- 
ing the  highest  quality  of  medical  care  possible 
to  the  HIV-infected  patients  in  the  state  of  Dela- 
ware. We  are  committed  to  serving  the  needs  of 
our  patients  with  compassion  and  dignity.  We 
also  rely  on  your  support  and  understanding  of 
the  difficult  task  that  we  have  undertaken. 


The  Future 

The  current  census  in  the  clinic  is  about  150, 
and  the  population  is  growing  at  a rate  of  be- 
tween 10  and  13  percent  each  month.  At  the  cur- 
rent staff  levels,  it  is  likely  that  in  the  next  three 
to  four  months,  we  will  be  filled  to  maximum  ca- 
pacity and  will  have  to  close  our  doors  to  new  pa- 
tient referrals.  In  view  of  this,  it  is  imperative 
that  primary  care  physicians  and  other  hospitals 
in  the  state  assume  their  fair  share  of  responsi- 
bility for  the  management  of  HIV-infected  pa- 
tients. In  view  of  the  magnitude  of  the  problem, 
it  is  clearly  necessary  that  not  only  the  medical 
community,  but  also  the  state  government,  com- 
munity hospitals,  and  the  private  sector  all  work 
together  to  seriously  address  the  long  term  goal 
of  health  care  for  this  group  of  patients. 


HERE'S  ONE  DOCTOR 
WHO  WON'T 
PAY  HIS  MALPRACTICE 


PREMIUMS 
THIS  YEAR. 


The  Army  covers  that  for  him.  an  Amny 
Physician,  there  are  a lot  of  worries  associated 
with  private  practice  that  he  won’t  have  to 
contend  with,  such  as  excessive  paperwork, 
and  the  overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly 
rewarding  experience.  The  Amny  offers  varied 
assignments,  chances  to  specialize,  to  further  your 
education,  and  to  work  with  a team  of  dedicated 
health  care  professionals,  plus  a generous  benefits 
package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your 
local  Auany  Medical  Department  Counselor  for 
more  information. 


Call  Collect:  301-962-3033/3036 

ARMY  MEDICINE. 
BE  ALL  YOU  CAN  BE. 


Del  Med  Jrl,  January  1989-Vol.  61,  No.  1 


27 


The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch -Kenyon,  M.A. 

Staff  Otoiaryngologist: 

William  L.  Medford,  Jr.,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


EDITORIAL/INTRODUCTION 

I am  veiy  proud  to  have  been  asked  by  Di:  Bema- 
dine  Paulshock  to  serve  as  editor  for  this  special  edi- 
tion of  the  DMJ.  I would  like  to  thank  the  authors 
for  their  well-vTitten  manuscripts  and  the  Journal 
staff  for  their  coordination  of  this  project. 

Most  importantly,  I would  like  to  thank  the  fol- 
lowing people  for  their  dedication,  hard  work  and 
usually  unrewarded  contributions: 

(1)  all  of  my  colleagues  in  the  adult 
and  pediatric  infectious  disease 
sections  at  the  Medical  Center  of 
Delaware, 

(2)  the  nursing  and  support  staff  of 
the  infectious  disease  clinic  and 
the  in-patient  units  to  which  we 
admit, 

(3)  the  numerous  medical  professional 
and  non-professional  volunteers, 

(4)  the  internal  medicine  house  staff 
at  the  Medical  Center  of 
Delaware, 

(5)  my  colleagues  in  Du  Pont  Medical 
Research  who  have  encouraged  my 
continued  involvement  in  clinical 
medicine, 

(6)  my  wife  and  children,  whose  sup- 
port has  been  the  most  valuable  of 
all. 


Dean  L.  Winslow,  M.D. 
THE  CARE  OF  AIDS  PATIENTS  IN  DELAWARE 

While  there  is  controversy  concerning  the  ex- 
tent of  the  worldwide  AIDS  epidemic,  conserva- 
tive estimates  indicate  that  between  one  and  two 
million  Americans  are  currently  infected  with 
the  virus.  If  transmission  of  the  agent  could  be 
halted  at  this  time  we  would  still  face  an  over- 
whelming challenge  for  medical  care  of  critical- 
ly ill  AIDS  patients  in  the  next  seven  to  ten  years. 


Changes  in  sexual  habits  among  the  homosexu- 
al population  have  resulted  in  a decrease  in  trans- 
mission of  the  virus  and  fewer  new  seropositive 
individuals  in  this  population  group.  However, 
the  incidence  of  seropositivity  and  disease  con- 
tinues to  increase  in  the  I.V.  drug  abuse  popula- 
tion and  thus,  in  turn,  there  is  an  increase  in 
heterosexual  spread.  Unless  government  efforts 
directed  at  control  of  I.V.  drug  abuse  become  more 
comprehensive  and  realistic  this  increase  will 
continue  indefinitely. 

The  current  medical  literature  is  replete  with 
position  papers  on  the  ethical  requirement  for 
physicians  to  render  medical  care  to  patients  who 
are  HIV  positive.  All  agree  that  physicians  are  re- 
quired to  accept  AIDS  patients  even  though  a 
minimal  risk  of  acquiring  infection  exists,  but  ac- 
knowledge that  in  every  epidemic  a minority  of 
care-givers  opt  to  avoid  this  obligation.  Physi- 
cians opting  not  to  treat  HIV  positive  patients  be- 
cause of  fear  or  professional  inadequacy  must  be 
responsible  for  referral  of  the  patient  to  an  ap- 
propriate provider  of  care. 

As  the  number  of  HIV  positive  individuals  in- 
creases, questions  arise  as  to  who  should  be 
responsible  for  their  care:  the  private  sector;  not- 
for-profit  hospitals  and  clinics;  or  government 
facilities,  local,  state  and  federal. 

Since  the  first  recognition  of  this  infectious  dis- 
ease the  vast  majority  of  patients  has  been  cared 
for  by  infectious  disease  specialists;  an  appropri- 
ate circumstance  since  the  disease  and  its  com- 
plications fall  in  the  realm  of  this  medical 
subspecialty.  Fortunately,  most  cases  of  AIDS  oc- 
cur in  urban  areas  where  infectious  disease  phy- 
sicians are  available.  Oncologists,  hematologists, 
pulmonologists  and  gastroenterologists  have  also 
played  a major  role  in  caring  for  patients  with 
HIV  infection.  As  the  current  epidemic  escalates, 
numerically  and  geographically,  primary  physi- 
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cians  must  play  an  increasing  role  in  the  initial 
care  of  these  patients.  In  fact,  if  control  measures 
fail  to  contain  the  epidemic,  the  major  burden  of 
care  will  fall  by  necessity  to  the  primary  in  an 
office  or  clinic  setting.  For  this  reason  the  fami- 
ly physician  should  become  involved  now  in  the 
management  of  AIDS  patients  to  gain  familiar- 
ity with  their  multiple  and  complex  clinical 
problems.  Then  the  infectious  disease  physician 
can  assume  a consulting  role  along  with  the  pul- 
monologist, oncologist,  gastroenterologist  and 
other  subspecialist. 

In  many  cities  it  has  become  customary  for 
AIDS  patients  to  be  cared  for  in  Infectious  Dis- 
ease (AIDS)  Clinics;  this  arrangement  offers  the 
advantage  of  central  support  systems,  such  as  so- 
cial workers  and  psychologic  services.  A few  pa- 
tients have  opted  to  receive  their  care  in  their 
personal  physicians’  offices,  but  as  the  disease 
progresses,  devastating  effects  usually  prompt 
transfer  to  the  multi-service  clinic.  This  is  partic- 
ularly necessary  when  frequent  transfusions  and 
routine  intravenous  anti-infective  medications 
are  needed.  As  staffing  of  these  clinics  will  be- 
come an  increasing  problem,  primary  physicians 
may  better  serve  their  patients  and  the  commu- 
nity by  working  in  this  setting. 

The  staff  of  the  Infectious  Disease  Clinic  at  The 
Medical  Center  of  Delaware  currently  follows  ap- 
proximately 140  patients  in  various  stages  of 
AIDS  (from  HIV  positivity  alone  to  terminal  dis- 
ease). The  clinic  population  is  growing  by  11  to 
13  percent  a month  and  by  conservative  esti- 
mates 400  to  500  patients  will  be  enrolled  there 
by  the  summer  of  1989. 

At  present  the  medical  staff  of  this  clinic  con- 
sists of  volunteer  physicians  from  the  Infectious 
Disease  Section  of  the  Department  of  Medicine; 
medical  residents  on  the  Infectious  Disease  elec- 
tive lend  support  during  their  rotation.  The  AIDS 
coordinator,  nursing  staff  and  other  ancillary 
support  are  provided  by  the  Medical  Center  of 
Delaware. 

The  Medical  Center  faces  a related  problem 
providing  in-hospital  care  for  the  critically  ill 
AIDS  patients  with  opportunistic  infection  or 
related  problems.  At  the  time  of  this  writing 
there  are  five  to  ten  patients  with  HIV  related 
problems  in  the  Medical  Center  at  any  one  time. 
These  patients  require  intensive,  expensive  care 
and  in  many  instances  there  is  no  insurance  or 
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other  resources  for  reimbursement  to  the  Medi- 
cal Center. 

What  is  the  obligation  of  the  Medical  Center  of 
Delaware  to  provide  hospital  and  outpatient  care 
for  patients  caught  up  in  this  epidemic?  Is  this 
perhaps  the  responsibility  of  the  State  of  Dela- 
ware or  the  Federal  Government  rather  than  the 
Medical  Center  of  Delaware?  Or  should  this 
responsibility  be  shared? 

Recently  the  State  of  Delaware  received  a federal 
gi’ant  for  AIDS  education  and  an  article  in  the  New's- 
Jornmal  outlined  the  distribution  of  this  money  to  a 
variety  of  agencies.  Since  education  is  at  present  om’ 
only  means  of  AIDS  prevention  I hope  that  the 
money  is  spent  for  practical,  comprehensive 
progi’ams. 

At  the  same  time  the  state  government  an- 
nounced that  $134,000  in  state  funds  were  being 
allotted  to  the  AIDS  programs.  A News  Journal 
editorial  commented  that  this  might  be  an  inade- 
quate amount  of  money.  What  an  understate- 
ment! Ten  times  this  amount  still  would  not 
approach  the  funds  the  State  will  need  to  provide 
for  the  diagnosis,  treatment  and  prevention  of 
AIDS  on  a yearly  basis. 

The  State  (in  cooperation  \v4th  the  medical  com- 
munity and  Medical  Center  of  Delawai’e)  wall  need 
to  establish  clinics  in  each  county  for  the  counseling 
and  treatment  of  HIV  positive  individuals  and  those 
patients  with  AIDS  and  AIDS  related  diseases;  these 
clinics  must  be  staffed  with  appropriate  profession- 
als. A refeiTal  system  must  be  in  place  for  hospital 
caie  of  the  critically  ill  patient  and  long  tenn  cai'e 
facilities  for  the  teraiinally  ill  must  be  established. 

A non-political  task  force  must  be  appointed 
immediately  to  organize  a statewide  progi’am. 
The  membership  of  this  committee  should  in- 
clude representatives  of  the  State  Board  of 
Health,  the  Medical  Center  of  Delaw^are  and  the 
hospitals  in  Kent  and  Sussex  County.  In  addition 
to  progi'am  implementation,  this  committee 
must  lobby  the  state  and  federal  governments  for 
the  necessary  funding  of  this  essential  progi'am. 

The  AIDS  epidemic  is  a challenge  to  the  medi- 
cal profession  and  agencies  concerned  with  pub- 
lic health  and  well-being.  Similar  challenges 
have  been  met  and  conquered  in  the  past.  I have 
no  doubt  that  history  will  repeat  itself. 

William  J.  Hollow^ay,  M.D. 
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CAZVILLE  L.  HUDIBURG 

Dr.  Cazville  L.  Hudiburg  died  of  cardiac  arrest 
on  Wednesday  December  18,  1988,  in  the  Wil- 
mington Hospital.  He  was  87. 

Dr.  Hudiburg  was  born  in  Carney,  Lincoln 
County,  Oklahoma  Territory.  He  had  lived  in 
Delaware  since  1928.  He  received  his  under- 
graduate degree  in  1923  from  Oklahoma  State 
University  and  his  medical  degi’ee  from  Washing- 
ton University  Medical  School  in  St.  Louis,  in 
1928.  He  completed  his  internship  at  the  Dela- 
ware Hospital,  and  did  post-graduate  work  in  ob- 
stetrics and  gynecology  at  the  University  of 
Pennsylvania  School  of  Medicine. 

Dr.  Hudiburg  practiced  obstectrics  and  gynecol- 
ogy with  Drs.  Andrew  Gehret  and  George  Garri- 
son until  he  retired  in  1966. 

He  was  a member  of  the  American  College  of 
Obstetricians  and  Gynecologists,  the  Medical  So- 
ciety of  Delaware,  the  Christian  Medical  Socie- 
ty, and  the  Delaware  Academy  of  Medicine. 


HARRY  A.  KANSAK 

Dr.  Harry  A.  Kansak  died  Wednesday  Decem- 
ber 18, 1988,  at  St.  Francis  Hospital.  He  was  81. 

Dr.  Kansak,  a family  physician  with  a special 
interest  in  dermatology,  practiced  for  more  than 
40  years  before  his  retirement  in  1980.  He  had 
also  been  on  the  staff  of  the  Wilmington  Medical 
Center. 

Dr.  Kansak  was  a 1932  graduate  of  Washing- 
ton College  in  Chestertown,  Maryland,  and 
received  his  medical  degree  from  Hahnemann 
College  in  Philadelphia  in  1936.  He  completed 
his  internship  at  Homeopathic  Hospital,  later 
the  Memorial  Hospital,  Wilmington. 

He  was  a member  of  the  Medical  Society  of 
Delaware  for  more  than  fifty  years.  He  was  also 
a member  of  the  American  Medical  Association, 
the  Delaware  Council  of  Defense,  and  the  Ameri- 
can National  Red  Cross  Disaster  Staff. 


MANSURH  I’Rl-TTYMAN  INC 


For  over  half  a century  the  name  Mansure  & Prettyman  has 
been  the  hallmark  of  enduring  excellence  in  fashions  for  men. 

It  is  your  assurance  of  quality,  value  and  service 
equal  to  the  demands  of  today’s  most  discriminating  man. 


ESTABLISHED  1922 

Stone  Hill  Road  & Augustine  Cut-OtT 
VLSA  • MasterCard  • Am  Ex  • WSES 
Monday  Saturday  9:30-5  .'^0 
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PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
oost-effective  protection  has  become  more  than  a 
speoial  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  ooncerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  maipractioe 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  earners  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives; 

• Provide  broad  coverage  to  meet  the  needs  of  praoticing 
physicians. 

• Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  partioi pants  in  the  program. 

• Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physioians  for  over  20  years  and,  in  that  time,  has 
beoome  an  industry  leader.  Their  experienoe  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  olaims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

‘‘CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  olaims.” 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  is  one  of  America’s  leading  financial  institutions. 

With  over  $19.6  billion  in  assets  and  $1.9  billion  in  surplus,; 
they  have  the  size  and  resources  to  adequately  finance 
professional  liability  programs.  You  can  count  on  them  to  , 
stay  in  the  market  and  be  there  when  you  need  them. 

CNA’s  finanoial  standing  and  stability  have  not  gone 
unnoticed.  Continental  Casualty  Company,  CNA’s  ' 
primary  professional  liability  underwriter,  has  an  A-i-  ^ 
rating — the  highest  rating  available  from  A.  M.  Best, 
the  definitive  source  for  information  on  insurance  ( 

organizations.  This  rating  represents  a very  significant 
barometer  for  CNA’s  financial  and  operating  strength. 

Major  Features  of  the  CNA  , 

Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  ooverage  ■ 
for  damages  arising  from  the  performance  of  or  failure  ; 
to  perform  professional  services  in  your  capacity  as  a 
physician  or  surgeon,  or  the  performance  of  professional 
medical  services  by  any  person  or  organization,  includinci 
nurses,  nurse  anesthetists,  physician  assistants,  and  i 
others  for  whose  acts  or  omissions  you  are  legally  liable.  i 

Liability  limits  available: 


Per  Claim  Limits 

1.  $1,000,000 
2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAiL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period: 

A.  death  or  total  and  permanent  disability  occurs;  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  I PA,  or  other  similar 
organizations  but  only  for  such  liability  as  is  attributable 
to  the  CNA-insured  physicians’  negligence. 


Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist 
Medical  Aide 
R.N. 

LPN. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 

Medical  Laboratory  Technician 
Research  PhD 


Optometrist 
Pharmacist 
O.R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


i!  Midwife 

- Nurse  Anesthetist 
: Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 

Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured’s 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA. 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  coverage. 


Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

RO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 

Harry  S.  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 


CNA 

For  All  the  Commitments  You  Make® 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 


@the 

wvrsav 
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PROCEEDINGS  OF  THE  HOUSE  OF 
DELEGATES,  1988 
PART  I 


The  199th  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  Delaware  was 
called  to  order  at  the  Delaware  Academy  of  Medi- 
cine Building,  Wilmington,  Delaware,  on  Friday, 
November  18.  1988,  at  1:30  p.m.  with  Martin  J. 
Cosgrove,  M.D.,  President,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to 
adopt  the  minutes  of  the  1987  session. 

Dr.  Cosgrove  then  turned  the  meeting  over  to 
Henri  F.  Wendel,  M.D.,  who  acted  as  Speaker  of 
the  House  for  the  reports  of  the  Reference  Com- 
mittees and  other  Society  business. 


REPORTS  OF  THE  OFFICERS 

Report  of  the  President 

One  year  has  passed  since  my  succession  to  the 
Presidency  of  the  Medical  Society  of  Delaware. 
During  this  year,  I have  had  the  opportunity  to 
meet  with  many  of  you  and  to  hear  of  your  con- 
cerns and  your  problems.  I have  had  the  privilege 
and  responsibility  of  representing  you  and  this 
Society  with  the  political  leaders  of  our  State  and 
the  legal,  judicial  and  business  hierarchy  of  Dela- 
ware. I have  traveled  to  Medical  Society  meetings 
in  neighboring  states  and  to  national  medical  fo- 
rums to  listen,  to  learn  and  to  represent  the  Med- 
ical Society  of  Delaware.  I believe  this  has  given 
me  a unique  perspective,  perhaps  honed  by  the 
time  spent  in  the  traveling  of  42  round  trips  from 
Seaford  to  Wilmington  and  17  round  trips  from 
Seaford  to  Dover  on  Medical  Society  business  in 
the  course  of  this  past  year.  I will  share  this  per- 
spective with  you. 

Threats  to  private  medical  practice  and  quali- 
ty medical  care  for  our  patients  are  indeed  for- 
midable. But  we  are  members  of  a great  and  noble 
and  caring  profession  at  a most  exciting  and 
challenging  time.  We  are  practicing  our  profes- 
sion of  medicine  in  a place,  the  State  of  Delaware, 
in  which  there  remains  much  of  the  good  will  and 
trust  of  the  traditional  doctor/patient  relation- 
ship. It  is  also  a state  with  leaders  who  are  gener- 
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ally  responsive  to  the  concerns  of  their 
citizens-both  patients  and  physicians-who  are 
genuinely  interested  in  solutions  to  the  obstacles 
to  quality  health  care  and  not  in  demagogic 
posturing  or  blame-fixing.  We  are  thus  doubly 
blessed  as  Delaware  physicians.  We  are  also, 
however,  doubly  obligated.  We  must  continue  to 
strive  to  be  better,  more  caring  physicians,  and 
more  involved  citizens.  We  must  accept  our 
responsibility  as  the  advocates  of  quality  health 
care,  healthy  lifestyles  and  healthy  environment 
for  our  patients.  We  must  be  as  concerned  with 
toxic  wastes,  seat  belt  legislation,  and  ground 
water  pollution  as  about  Medicare  fee  freezes  and 
malpractice  liability  problems.  We  also  must  be- 
come more  involved  in  the  political  process.  We 
must  speak  out  on  health  care  issues  individually 
to  our  patients  and  through  organized  medicine 
and  our  political  action  committees  at  the  county, 
state  and  national  levels. 

The  challenge  of  the  tragic  malady  of  AIDS  was 
met  on  many  levels  by  the  Medical  Society  of 
Delaware.  A Blue  Ribbon  AIDS  Commission 
chaired  by  Judge  Robert  C.  O’Hara  and  consist- 
ing of  a broad-based  gi'oup  of  concerned  and  in- 
volved Delawareans  was  created  by  the  Medical 
Society  of  Delaware.  This  group  considered  many 
of  the  complex  legal,  medical,  educational,  and 
ethical  issues  of  the  AIDS  epidemic.  Many  of  the 
recommendations  of  the  AIDS  commission,  in- 
cluding the  Pennsylvania  Medical  Society  poli- 
cy on  AIDS,  were  adopted  by  the  Board  of 
Trustees  of  the  Medical  Society  of  Delaware.  The 
efforts  of  Lee  Buckler,  M.D.,  in  the  sometimes 
difficult  deliberations  of  this  body  are  to  be  par- 
ticularly commended. 

Education  and  the  eradication  of  misinforma- 
tion about  AIDS  is  of  paramount  importance. 
Representatives  of  the  Blue  Ribbon  AIDS  Com- 
mission of  the  Medical  Society  met  with  Gover- 
nor Castle  and  with  the  joint  finance  committee 
of  the  state  legislature  to  urge  increased  funding 
for  AIDS  education. 

Simultaneously,  the  Medical  Society  of  Dela- 
ware, the  Bar  Association,  and  the  Delaware 
Dental  Society  came  together  in  planning  and 
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presenting  a day-long  educational  “Professional 
Conference  on  AIDS,”  drawing  top-flight  experts 
from  all  the  professions,  in  April  at  the  Univer- 
sity of  Delaware.  Dr.  John  Hogan  and  Dr.  Peter 
Coggins  contributed  prominently  to  this  success- 
ful effort.  This  commendable  spirit  of  cooperation 
between  our  professions  has  also  resulted  in  a 
joint  journal  publication  of  the  valuable  materi- 
al presented  in  the  AIDS  conference.  This  unique 
collaborative  effort  of  our  professions  will  be  fol- 
lowed by  a further  joint  project  on  drug  dependen- 
cy and  substance  abuse. 

The  need  for  current  and  accurate  information 
on  this  evolving  epidemic  for  our  educators  and 
ultimately  our  children  was  recognized.  The  Phy- 
sicians’ Speakers  Bureau  on  AIDS  was  institut- 
ed by  the  Board  of  Trustees  and  offered  to  the 
school  districts  throughout  the  State  of  Delaware. 
Medical  Society  resources  were  allocated  for  au- 
diovisual equipment  to  support  this  program.  A 
total  of  34  physicians  participated  in  an  all  day 
educational  session  with  1,500  Brandywine 
school  district  staff  and  employees  on  August  31, 
1988.  The  program  was  extremely  well  received. 
Unfortunately,  to  date  this  is  the  only  school  dis- 
trict to  utilize  this  program.  It  is  hoped  that  other 
school  districts  will  utilize  this  Medical  Society 
educational  resource,  splendidly  led  by  Dr.  Diana 
Dickson-W  itmer. 

Investigation  into  the  establishment  of  a Tes- 
timony Review  Committee  as  called  for  by  Medi- 
cal Society  Substitute  Resolution  87-6  was 
initiated.  On  advice  of  the  legal  counsel  of  the  So- 
ciety, this  was  not  implemented. 

It  is  with  sincere  regret  that  I have  accepted  the 
resignation  of  Dr.  Bernadine  Paulshock  as  Edi- 
tor of  the  Delaware  Medical  Journal.  Her  leader- 
ship has  greatly  enhanced  the  professionalism 
and  stature  of  the  Delaware  Medical  Journal.  The 
new  Editor  will  be  Wayne  Martz,  M.D.,  an  in- 
dividual of  proven  ability  who  will  carry  on  the 
high  standards  of  the  journal. 

The  Medical  Society’s  investment  portfolio  ex- 
hibited steady  growth  under  the  guidance  of  our 
treasurer,  Dr.  Ali  Z.  Hameli.  It  should  be  noted 
that  the  dues  rate  of  the  Medical  Society  of  Dela- 
ware is  the  lowest  in  the  nation.  In  an  effort  to  in- 
crease our  financial  reserves  to  more  acceptable 
levels,  a dues  increase  of  $50  per  year  was  recom- 
mended by  the  Board  of  Trustees. 

The  Insurance  Evaluation  Subcommittee  of  the 
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Liability  Insurance  Committee  of  the  Medical  So- 
ciety of  Delaware  has  been  extremely  active 
throughout  this  past  year  to  investigate  and 
maintain  continued  viable  malpractice  insur- 
ance for  the  physicians  of  this  state.  We  have  con- 
sidered the  possibilities  of  a risk  retention 
insurance  group  for  the  physicians  of  this  state. 
The  development  of  a captive  insurance  compa- 
ny between  the  Medical  Society  of  Delaware  and 
a prominent  local  insurance  group  was  also 
evaluated.  Difficulties  with  these  approaches 
were  encountered  because  of  the  relatively  limit- 
ed number  of  physicians  in  this  state  and  also  be- 
cause of  difficulty  with  reinsurance.  A possible 
association  with  captive  physician-owned  insur- 
ance companies  in  neighboring  or  more  remote 
states  was  also  explored.  Numerous  discussions 
with  PHICO,  our  endorsed  carrier,  have  con- 
tinued and  as  of  November  1,  the  details  regard- 
ing PHICO’s  new  rates  are  yet  to  be  resolved.  The 
committee  was  also  involved  with  lengthy  discus- 
sions with  CNA,  a new  carrier  to  this  state.  At  the 
present  time  CNA  malpractice  insurance  is  avail- 
able in  Delaware  and  is  co-endorsed  by  the  Med- 
ical Society.  Stable  malpractice  insurance  is 
available  for  physicians  of  this  state.  This  Socie- 
ty, however,  is  committed  to  continue  to  explore 
and  investigate  all  malpractice  insurance  alter- 
natives. 

An  alternative  to  resolve  doctor/patient  dis- 
putes outside  the  malpractice  court  system  has 
been  introduced  into  Delaware.  At  my  request  Mr. 
Victor  Battaglia,  our  attorney,  has  drafted  a 
proposal  to  utilize  the  arbitration  process.  This 
draft  proposal  appeared  in  the  May  1988  issue  of 
the  Delaware  Medical  Journal.  At  this  time,  a pi- 
lot program  involving  physicians  of  three  select- 
ed medical  specialties  is  being  developed.  It 
should  be  noted  that  arbitration  should  not  be 
considered  unless  a physician  has  the  agreement 
of  his  professional  liability  insurance  company. 

Legislative  activity  in  this  past  year  has  again 
required  much  vigilance  and  involvement  by 
Medical  Society  members  and  by  Mr.  Ned  Davis, 
our  legislative  specialist. 

Legislation  allowing  nonphysician  incursion 
into  medical  practice  in  the  form  of  the  optomet- 
ric  and  physical  therapy  bills  was  opposed  by  the 
Society.  These  bills  did  not  reach  the  legislative 
floor  for  voting.  These  efforts,  however,  will  not 
cease. 

Senate  Bill  469,  introduced  by  the  Medical  So- 
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ciety,  to  require  an  affidavit  from  a qualified  med- 
ical expert  prior  to  filing  a medical  malpractice 
suit,  easily  passed  the  Senate  but  did  not  come 
before  the  House.  I believe  the  very  negative 
News-Journal  editorial  was  the  prime  factor  in 
the  demise  of  this  worthwhile  legislation.  We  ful- 
ly intend  to  seek  to  reintroduce  this  bill  in  the 
next  session  of  the  legislature. 

Senate  Bill  475,  bringing  hospital,  medical  so- 
ciety, and  other  peer  review  action  in  Delaware 
under  protection  of  the  Health  Care  Quality  Im- 
provement Act  of  1986,  became  law  in  Delaware 
this  year.  This  bill,  caused  to  be  introduced  by  the 
Medical  Society  of  Delaware,  affords  protection 
from  antitrust  suit  in  conscientious  peer  review. 
All  of  you,  as  members  of  the  Society,  were  able 
to  participate  directly  by  mail  ballot  in  determin- 
ing the  future  direction  of  peer  review  in  Dela- 
ware. Prompt  and  rapid  action  was  necessitated 
by  the  somewhat  unexpected  adverse  Patrick  de- 
cision by  the  United  State  Supreme  Court.  We 
were  all  well  prepared  to  make  a reasoned  deci- 
sion by  the  prior  timely  in-depth  discussion 
which  appeared  in  the  Delaware  Medical  Journal 
regarding  the  legal  ramifications  of  peer  review 
by  our  eminent  Society  attorney,  Mr.  Victor  Bat- 
taglia. I was  very  impressed  and  gratified  at  how 
quickly  and  how  well  the  various  elements  of  the 
Medical  Society  of  Delaware  and  the  State  of 
Delaware  worked  together.  As  a result,  the  State 
of  Delaware  was  the  first  state  to  be  placed  un- 
der the  Health  Care  Quality  Improvement  Act 
following  the  adverse  Supreme  Court  “Patrick 
Decision.” 

House  Bill  559,  the  AIDS  Bill,  was  passed  with 
two  amendments  and  signed  into  law.  These 
amendments  were  recommended  by  the  minori- 
ty report  largely  authorized  by  physician  and 
health  care  members  of  the  Governor’s  AIDS  Ad- 
visory Task  Force  and  were  strongly  supported  by 
the  Medical  Society.  Dr.  Ben  Corballis,  Dr.  Dean 
Winslow,  Dr.  Diana  Dickson-Witmer,  and  Dr.  Ly- 
man Olsen  are  to  be  commended  for  their  efforts 
in  reaching  a compromise  on  this  legislation. 
These  amendments  will  help  resolve  the  conflict 
between  informed  consent  for  AIDS  testing  and 
significant  AIDS  exposure  to  health  care  workers 
by  a high-risk  patient,  and  remove  criminal  sanc- 
tions for  violation  of  confidentiality  of  HIV 
status. 

Our  experiences  with  the  State  Legislature 


have  led  to  the  formation  of  a legislative  action 
committee,  chaired  by  Dr.  Steve  Permut.  This 
group,  working  with  Ned  Davis,  will  maintain  a 
daily  presence  in  Dover  during  committee  and 
legislative  sessions.  It  will  endeavor  to  act  as  a 
general  health  and  medical  information  resource 
to  our  legislators.  I urge  physicians  from  every 
specialty  to  come  together  in  the  presentation  of 
a united  agenda  to  our  legislators.  Special  in- 
terest and  splinter  lobbying  efforts  within  the 
medical  community  are  divisive  and  can  be  coun- 
terproductive. In  Delaware,  let  us  have  a House 
of  Medicine  that  is  not  divided. 

We  have  completed  two  years  experience  as  a 
unified  state  medical  society.  We  have  regained 
any  temporary  loss  of  membership  numbers  ini- 
tially encountered  and  I believe  Medical  Society 
of  Delaware  membership  is  at  an  all  time  high. 
I also  believe  that  we  are  now  a more  cohesive  and 
pro-active  society.  The  future  of  this  Society  and 
of  medicine  in  general  rests  in  our  young  physi- 
cians. To  this  end  I have  welcomed  all  physicians- 
in-training  who  are  AM  A members  in  Delaware 
to  become  members  of  the  state  and  county  med- 
ical societies.  Furthermore,  I have  caused  a reso- 
lution to  be  introduced  for  your  consideration  in 
the  House  of  Delegates  to  amend  the  Bylaws  of 
this  Society  to  add  a seat  on  the  Board  of  Trustees 
of  the  Medical  Society  for  a full  voting  physician- 
in-training  member.  Our  young  physicians-in- 
training  are  now  acquiring  skills  and  attitudes 
with  which  they  will  practice  medicine  through- 
out their  professional  lives.  It  is  now  time  to  in- 
volve these  physicians  in  the  process  of  organized 
medicine. 

My  work  and  the  business  of  this  Society  could 
not  have  been  accomplished  without  the  partici- 
pation, energy  and  activity  of  your  Board  of 
Ti’ustees  and  of  the  numerous  standing  and  spe- 
cial committees  of  this  Society.  To  all  of  these  phy- 
sicians of  good  will  and  intellect,  I am  gi'ateful. 

I wish  to  especially  acknowledge  our  Executive 
Director,  Anne  Shane  Bader.  Her  tireless  devo- 
tion to  duty  and  her  high  standards  of  past  per- 
formance have  in  gi’eat  measure  enabled  this 
Sussex  County  physician,  with  an  active  hospi- 
tal radiology  practice,  to  function  as  your  Presi- 
dent. Mrs.  Bader  will  retire  as  Executive  Director 
of  the  Medical  Society  of  Delaware  in  June  of 
1989  after  many  years  of  outstanding  service  to 
this  Society.  The  Search  Committee,  in  a detailed 
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and  thorough  screening  process,  selected  Mr. 
Mark  Meister,  currently  Executive  Vice  Presi- 
dent of  the  Health  Plan  of  Central  Illinois,  as  new 
Executive  Director.  Mr.  Meister,  who  will  join  us 
in  May,  is  a superior  and  capable  young  man  with 
an  impressive  background  in  health  and  medical 
administration.  Mrs.  Bader  will  continue  to  head 
the  Medical  Society  of  Delaware  Insurance  Sub- 
sidiary. 

I also  want  to  express  my  thanks  and  appreci- 
ation to  Beverly  Dieffenbach  and  the  entire  staff 
of  the  Medical  Society  of  Delaware  for  their  hard 
work  and  dedicated  efforts. 

I wish  to  thank  you,  the  physicians  of  the  Med- 
ical Society  of  Delaware,  for  the  honor  and  the 
privilege  of  service  you  have  bestowed  on  me  as 
President  during  the  199th  year  of  the  Medical 
Society  of  Delaware.  I have  endeavored  at  all 
times  to  act  in  the  best  interest  of  our  Society  and 
our  patient  constituency.  If  called  upon,  I stand 
ready  to  assist  and  support  our  new  President 
and  the  Society  in  the  future. 

Martin  J.  Cosgrove,  M.D. 

President 

(The  report  was  filed  with  commendation  to 
President  Martin  J.  Cosgrove,  M.D.) 

Report  of  the  President-Elect 

There  were  many  meetings  concerned  with 
membership,  medical  malpractice  insurance  (its 
cost  and  availability),  medical  liability  legisla- 
tion in  Delaware  and  other  states,  and  Board  of 
Ti'ustees  meetings  attended  during  the  past  year. 

I went  to  several  out-of-state  meetings  includ- 
ing the  AMA  Leadership  Conference  in  Chicago, 
at  which  the  Medical  Society  of  Delaware 
received  an  award  for  increased  AMA  mem- 
bership. 

Also,  I greatly  appreciate  the  help  and 
guidance  from  Dr.  Martin  Cosgrove  and  Anne 
Shane  Bader  in  preparing  me  for  my  next  assign- 
ment in  the  Medical  Society  of  Delaware. 

Henri  F.  Wendel,  M.D. 

President-Elect 

(The  report  was  filed.) 

Report  of  the  Vice  President 

It  has  been  a great  pleasure  to  serve,  once 
again,  as  Vice  President  of  the  Medical  Society 
of  Delaware.  This  has  been  a very  active  and 
productive  year  and  I commend  the  leadership  of 
Martin  Cosgrove,  M.D. 
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Delaware 


Auto 

Leasing 

For  Professionals! 

In  our  business  as  in  your  profes- 
sion, service  is  of  the  utmost  impor- 
tance. That  is  why  we  offer  the 
following  services: 

• Free  loaner  car 

• Paper  work  and  delivery  of 
the  car  completed  in  the 
privacy  of  your  home  or 
office 

• Cash  or  trade  for  your 
current  car 

• All  makes  and  models 

• Separate  service  facilities 

• Lease  terms  from  12  to  72 
months 

• Extended  service  contracts 

• Small  Fleet  management 

We  do  all  of  this  for  you  because 
your  time  is  as  important  to  us,  as  it 
is  to  you. 

So  when  you  are  ready  for  your 
next  car  or  truck,  call  us.  Let  us 
show  you  how  our  service  sets  us 
apart  from  the  rest. 

From  the  ultimate  luxury  of  a Rolls  Royce 
to  the  economy  of  a Hyundai. . . 
“YOU  NAME  IT  WE  LEASE  IT” 

Delaware 
Auto  Leasing 

1605 Pennsylvania  Ave. , Wilmington 
Phone  (302)  656-3154 
FAX  Number  (302)  656-4709 
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Most  of  my  activity  as  Vice  President  has  been 
attending  the  meetings  of  the  Board  of  Trustees 
and,  on  special  assignment,  the  meetings  of  the 
State  AIDS  Task  Force  which  was  developing 
legislation  to  be  presented  to  this  year’s  legisla- 
ture. I am  pleased  to  say  that  the  representatives 
of  the  Medical  Society  of  Delaware,  with  strong 
leadership  from  Dr.  Diana  Dickson-Witmer, 
working  with  other  members  of  the  medical,  den- 
tal, and  hospital  communities,  were  able  to  exert 
a significant  influence  on  this  Task  Force.  This 
led  to  the  development  of  amendments  to  the  pro- 
posed legislation  which  were,  in  fact,  included  in 
the  final  form  of  the  bill  and  signed  into  law  by 
the  Governor. 

One  of  the  most  pleasant  duties  of  Vice  Presi- 
dent is  to  chair  the  Medical  Society’s  effort  in 
cooperation  with  the  United  Way  campaign.  A 
great  deal  of  effort  went  into  development  of  this 
year’s  program  to  encourage  giving  by  the  phy- 
sician community.  We  have  worked  especially 
closely  with  the  leadership  of  the  auxiliaries  of 
both  the  medical  and  osteopathic  societies  in  this 
effort.  By  the  time  this  report  is  published,  we 


will  know  what  success  these  efforts  have 
achieved. 

Once  again  let  me  express  my  gratitude  at  hav- 
ing had  the  opportunity  to  serve  the  Medical  So- 
ciety of  Delaware  as  its  Vice  President  and  to 
support  Martin  Cosgrove,  M.D.,  who  has  given  us 
a year  of  dynamic  leadership. 

Ben  C.  Corballis,  M.D. 

Vice  President 

(The  report  was  filed.) 

Report  of  the  Secretary 

The  Society  and  its  subsidiaries  have  held  120 
meetings  during  the  past  year.  Eleven  meetings 
were  devoted  to  the  transaction  of  business  by  the 
Board  of  Trustees.  All  business  transacted  by  the 
Society  has  been  recorded  in  the  minutes  as 
presented  by  the  Secretary. 

During  the  past  year  the  Society  has  also  spon- 
sored a program  for  the  public  on  “Health  Care 
Issues  for  the  Elderly”  through  the  Committee 
on  Aging  and  conducted  an  in-service  program  on 
AIDS  for  the  Brandywine  School  District 
through  the  School  Health  Committee. 

The  Society  was  a co-sponsor  for  the  following 


III  Rehabilitation  Consultants,  Inc. 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
VC'ork  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Owners: 

Robert  Catalano.  M.A..  P.T 
I.  Favel  Chavin,  M.D. 

Anthony  L.  Cucuzzella.  M D. 

Pierre  L.  LeRoy,  M.D. 

itaiov  Monteieone  MI)  RehahiUtatiofi  CoYisidtatits,  Inc. 


Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)4-78-5240 

2100  Baynard  Boulevard,  V'ilmington 
(302)  655-587-7 

ALL  THERAPY 

Coordinated  w ith  the  direction  of  the  referring 
M.D.  and  approved  by;  Chrysler  and  CM 
Medicare  ■ BC  BS  ■ Total  Health  Plus 


Since  1970 


J 
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programs:  Geriatrics  Update  - December  1, 1987, 
with  the  Department  of  Family  Practice,  Medi- 
cal Center  of  Delaware;  Rheumatology  Update 
1988  - March  1,  1988,  with  the  Delaware  Chap- 
ter Arthritis  Foundation;  Medical  Aspects  of 
Sports  - March  12,  1988,  with  the  University  of 
Delaware;  Professional  Conference  on  AIDS  - 
April  16, 1988,  with  the  Delaware  State  Bar  As- 
sociation and  the  Delaware  State  Dental  Socie- 
ty; Physician/Clergy  Breakfast  - May  11,  1988, 
with  the  Department  of  Pastoral  Care,  Medical 
Center  of  Delaware;  Eastern  Shore  Medical  Sym- 
posium - June  20-24, 1988,  with  Jefferson  Medi- 
cal College  and  the  University  of  Delaware; 
Delaware  Continuing  Medical  Education  for  Phy- 
sicians, 1987-88,  with  Jefferson  Medical  College 
and  the  Medical  Center  of  Delaware;  and  Work- 
shop on  Care  of  the  Human  Voice  - October  15, 
1988,  with  the  Delaware  Singers. 

A comparison  of  the  Society’s  membership  in 

1987  and  1988  follows: 


1988  Membership* 

Dues 

Dues 

paying 

Members 

exempt 

Members 

Total 

Kent 

77 

19 

96 

New  Castle 

651 

240** 

891 

Sussex 

120 

21 

141 

848 

280 

1,128 

*Figures  do  not  include  47  pending  appli 
cations. 

**Includes  109  postgraduate  trainees. 

Harry  M.  Freedman,  M.D. 

Secretary 


Report  of  the  Treasurer 

The  1988  fiscal  year  of  the  Medical  Society  of 
Delaware  will  close  with  a surplus.  The  Treasurer 
and  the  Board  of  Trustees  have  followed  the  long- 
established  tradition  of  fiscal  conservation.  The 
proposed  budget  for  the  upcoming  year  is  on  a 
sound  fiscal  policy  and  is  anticipated  to  end  with 
another  surplus. 

The  Society’s  membership  dues  have  been  kept 
unchanged  during  the  past  twelve  yers  and  are 
now  the  lowest  in  the  nation.  The  dues  constitute 
about  40%  of  the  total  revenue  of  the  Society. 
Some  of  the  other  sources  of  income  are:  (1)  Funds 
received  from  the  PHICO  Insurance  Company  for 


risk  management.  (2)  Interest  accrued  from 
revolving  funds  in  short  custody  of  the  Society.  (3) 
A host  of  other  revenue-generating  activities  con- 
ducted by  the  staff  of  the  Medical  Society.  (4) 
MSDIS  reimbursement  to  the  Medical  Society  for 
services  rendered  by  its  staff.  (5)  Last  but  not 
least,  the  dividends  paid  by  MSDIS.  There  is  no 
guarantee  that  this  sigificant  source  of  income 
and  the  item  #4  above  will  remain  intact  in  the 
long  term. 

In  summary,  the  sources  of  revenue  are  well  de- 
fined and  realistic  at  this  time.  The  allocated 
funds  for  expenditures  are  necessary  and  conser- 
vative. 

It  has  been  a pleasure  and  an  honor  for  me  to 
work  with  the  officers  and  trustees  of  the  Medi- 
cal Society  of  Delaware  this  past  year. 


Ali  Z.  Hameli,  M.D. 

Treasurer 

(The  report,  with  the  attachments  that  follow, 
was  filed.) 


MEDICAL  SOCIETY 
OF  DELAWARE 


SOURCES  OF  REVENUE 


Office  Space  Available 

Harmony  Professional  Center 

•less  than  two  minutes  from  Christiana  Hospital 

for  more  information  caii 

Lenape  Associates  Builders,  Inc. 

(302)  239-2087 
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MEDICAL  SOCIETY  OF  DELAWARE 
TREASURER’S  REPORT 
OCTOBER  31.  1988 


OPENING  BALANCE,  01/01/88. 


Bank  of  Delaware 

$ 3,043.84 

RECEIPTS  1988  BUDGET 

1988  Dues 

$160,650.00 

159,732.50 

Services 

70,000.00 

60,354.72 

Interest/Uividends 

176,911.00 

129,350.47 

Refunds 

291.69 

Auxiliary  Loan  Repayment 

1,000.00 

TOTAL  RECEIPTS 

$350,729.38 

Total  Budge  Receipts 

407,561.00 

Reimbursed 

9,181.09 

Transfer 

85,000.40 

Office  Renovation  Fund 

5,944.60 

DISBURSEMENTS 

Employee  Benefits 

30,540.00 

12,356.50 

Salaries 

152,700.00 

125,743.66 

Employer  Tax 
Office  Operation 

10,500.00 

8,491.17 

Contribution  to  Academy 
Painting,  Postage, 

10,080.00 

10,080.00 

Telephone,  Supplies 
Xerox/Maintenance 

23,000.00 

19,534.43 

Agreements 

10,000.00 

4,902.90 

Kelly  Services 

3,000.00 

1,006.41 

Corporation, 

Unemployment  Taxes 

8,000.00 

4,742.64 

Committees  and  Contingency 

20,000.00 

21,101.34 

Public  Relations 

18,000.00 

13,843.55 

Legal  Counsel 

18,000.00 

24,810.62 

Accounting 

5,000.00 

4,660.00 

DMJ  Dues-Exempt 

1,700.00 

Travel  and  Contingency 

7,000.00 

13,956.08 

Subscriptions/Periodicals 

700.00 

552.10 

Insurance 

10,000.00 

10,044.00 

Risk  Management 

2,675.45 

Dues/Contributions 

900.00 

1,152.00 

Auxiliary  Contribution 

3,500.00 

AMA/ERF 

75.00 

Newsletter 

5,000.00 

3,083.29 

Computers 

10,000.00 

Office  Renovations 

9,402.81 

History  of  Medical  Society 

2,000.00 

Consultants 

5,005.00 

Misc. 

10.00 

TOTAL  DISBURSEMENTS 

$304,428.95 

Total  Budget  Disbursements 

342,42.00 

Reimburssable 

5,216.66 

Transfer  for  Interest  - General  Account 

85,000.00 

Office  Renovation  Fund 

9,923.00 

DESIGNING 
YOUR  RETIREMENT 

PROGRAM 

H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 

As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  serviees  of  professionals  skilled  in 
handling  the  eomplexities  of  designing — and  administering — retirement  plans. 

That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 

Creative  retirement  planning  provides  a brighter  future. 

\Y/ilmington  Financidl  Group 

201  Topkis  Building  • 100  Chapman  Road  • P.O.  Box  8118  • Newark,  Delaware  19714  • (302)  731-7350 
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REST IC TED  EL  ’NDS 


RECEIPTS  1988  BUDGET 


1988  AMA  Due.s 

$270,774.50 

1987  AMA  Dues 

337.00 

1988  Kent  Dues 

6,200.00 

1988  Sussex  Dues 

1,200.00 

Delaware  Medical  Journal 

9,125.00 

8,435.00 

Education  Fund 

4,562.50 

4,217.50 

Benevolence  Fund 

912.50 

843.50 

Auxiliary 

5,932.50 

Annual  Meeting  - Exhibits 

20.800.00 

Grants 

900.00 

Activities 

24.00 

1987  A/M 

380.00 

Blood  Bank 

1,554.00 

AMA  Rebate 

(NCCMS,KCMS,  SCMS) 

8,170.00 

CME  Program 

17,000.00 

18,980.00 

TOTAL  RESTRICTED  RECEIPTS 

$348,748.50 

Total  Budget 

Restricted  Receipts 

31,600.00 

Transfers  - Benevolence  Fund 

2,854.00 

Education  Fund 

750.87 

DISBURSEMENTS 

AMA  Dues  - 1988 

270,417.25 

- 1987 

337.00 

Kent  County  Dues  - 1987 

liO.OO 

- 1988 

5,810.00 

Sussex  County  Dues  - 1987 

40.00 

- 1988 

700.00 

Delaware  Medical  Journal  - 1987 

75.00 

- 1988 

9,125.00 

8,435.00 

Education  Fund  - 1987 

37.50 

- 1988 

4,562.50 

4,125.00 

Benevolence  Fund  - 1987 

1.50 

- 1988 

912.50 

825.00 

Auxiliary  Dues  - 1987 

87.50 

- 1988 

5,932.50 

Annual  Meeting  - 1987 

2,998.96 

Activities 

2,700.00 

Blood  Bank 

1,487.50 

CME  Program 

10,000.00 

11,308.10 

AMA  Rebate 

(NCCMS,  KCMS,  SCMS) 

8,170.00 

Dues  Refund 

619.00 

TOTAL  RESTRICTED 

DISBURSEMENTS 

$324,216.81 

Total  Budget  Restricted 

Disbursements 

24,600.00 

Transfer  for  Interest  - 

Benevolence  Fund 

2,854.32 

Education  Fund 

750.00 

CLOSING  BALANCE,  10/31/88, 

Bank  of  Delaware 

$ 73,862.94 

CLOSING  BALANCE  - 10/31/88 

Dean  Witter  Account 

$ 95,207.79 

A nursiiTgoenta'so  nice, 
he  still  calls  it  Grandma^  house. 


Living  in  a nursing  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that's  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they've 
always  enjoyed. 

But  it's  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It's  the  attitude  which  flourishes  in  such 
a pleasant  environment.  Our  residents  develop  a more  positive 
outlook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  recovery'  time. 

Visit  a Leader  Nursing  Center  soon. 

It's  a place  so  special  even  a child 
can  see  the  difference. 


lER 

NURSING  AN'D  REHABILITATION  CENTER 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)  764—0181 

® 1985  Manor  HeaJihCarc  Corp. 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 

The  Health  Care  Group, 
140  W.  Germantown  Pike, 
Suite  200 

Plymouth  Meeting,  PA  19462 
(215)  828-3888 
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RHEUMATOLOGY 

UPDATE 

1989 


FOR 

PHYSICIANS  AND  ARTHRITIS 
HEALTH  PROFESSIONALS 


ARTHRITIS 

FOUNDATION 


Delaware  Chapter 
Co-sponsored  by  the 
Medical  Society  of  Delaware 


Tuesday,  March  7,  1989 

Delaware  Academy  of  Medicine 

7:30  a.m.  — 12:00  p.m. 

$10.00  Luncheon  to  Follow 
By  Reservation  Only 

FACULTY 

JOHN  STOBO,  M.D.  JOHN  HARDIN,  M.D. 

First  Chair,  William  Osier  Professor,  Professor  of  Medicine, 

Professor  of  Medicine,  Yale  University. 

Johns  Hopkins  University 

KENNETH  BRANDT,  M.D. 

Professor  of  Medicine, 

Chief  of  Rheumatology 

Indiana  University  School  of  Medicine. 

Please  call  the  Arthritis  Foundation,  Delaware  Chapter 
for  registration  information:  (302)  764-8254/1  (800)  292-9599 
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MEDICAL  SOCIETY  OP  DELAWARE  & SUBSIDIARIES 
CONSOLIDATING  BAUNCE  SHEET 
December  31,  1967 
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We  have  examined  the  consolidated  balance 
sheet  of  the  Medical  Society  of  Delaware  (a  Dela- 
ware corporation)  and  Subsidiaries  as  of  Decem- 
ber 31,  1987,  and  the  related  consolidated 
statements  of  revenue  and  expenses,  and  changes 
in  fund  equity  for  the  year  then  ended.  Our  ex- 
amination was  made  in  accordance  with  gener- 
ally accepted  auditing  standards  and, 
accordingly,  included  such  tests  of  the  account- 
ing records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances. 

In  our  opinion,  based  on  our  examination,  the 
consolidated  financial  statements  referred  to 
above  present  fairly  the  financial  position  of  the 
Medical  Society  of  Delaware  and  Subsidiaries  as 
of  December  31,  1987,  and  the  results  of  their 
operations  and  the  changes  in  equity  for  the  year 
then  ended,  in  conformity  with  generally  accept- 
ed accounting  principles  applied  on  a consistent 
basis  with  that  of  a preceding  year. 

Our  examination  has  been  made  primarily  for 
the  purpose  of  forming  the  opinion  stated  in  the 
preceding  paragraph.  The  additional  information 
contained  in  this  report  is  presented  for  purposes 
of  additional  analysis  and  is  not  a required  part 
of  the  basic  financial  statements.  Such  informa- 
tion has  been  subjected  to  the  auditing  proce- 
dures applied  in  the  examination  of  the  basic 
financial  statements  and,  in  our  opinion,  is  fair- 
ly stated  in  all  material  respects  in  relation  to  the 
basic  financial  statements  taken  as  a whole. 

Haggerty  & Haggerty 
Certified  Public  Accountants 
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Report  of  the  Board  of  Trustees 

The  Board  of  Trustees  has  been  active  in  many 
I i areas  this  year.  Following  are  some  of  the  actions 
taken  by  the  Board: 

Addressed  some  of  the  problems  regarding 
pronouncement.  The  Board  heard  that  one  pos- 
I sibility  is  a regulation  that  would  permit  a para- 
medic  working  with  a control  physician  via 
u telemetry  to  pronounce  a patient  dead  at  the 
scene. 

' ' Appointed  Dr.  William  L.  Sprout  to  represent 
I the  Medical  Society  of  Delaware  on  the  commit- 
tee being  put  together  by  the  Division  of  Public 
Health  to  consider  procedures  for  disposal  of  med- 
> ical  waste  products. 

Noted  that  there  is  an  increasing  problem  with 
rabies  in  bats,  raccoons,  and  skunks  in  New  Cas- 
I tie  County. 

Appointed  Dr.  I.  Favel  Chavin  to  fill  the  third 
AMA  delegate  slot,  allocated  on  the  basis  of  the 
, Society’s  1987  membership  total. 

Agreed  to  provide  the  Auxiliary  with  $3,500 
this  year.  Support  for  the  Auxiliary  will  be  added 
as  a line  item  in  the  Society’s  budget  so  that  it 
will  be  considered  by  the  Budget  Committee  each 
year. 

Congratulated  Brett  Elliott,  M.D.,  Republican 
candidate  for  the  Delaware  State  Senate  from  the 
16th  Senatorial  District  (Dover),  for  running  for 
public  office. 

Adopted  a recommendation  from  the  Society’s 
Ethics  Committee  that  a panel  of  physicians  be 
named  to  provide  medical  input  to  the  Court,  if 
requested,  in  cases  such  as  the  VA  case  now  be- 
fore the  Superior  Court  in  Delaware. 

Adopted  a statement  in  response  to  the 
Nemours  Foundation’s  policy  decision  not  to  treat 
patients  with  AIDS.  “The  Medical  Society  of 
Delaware  questions  the  policy  of  hospitals  deny- 
ing admission  based  on  a positive  HIV  test.  The 
Medical  Society  of  Delaware  would  look  with 
favor  upon  HIV  testing  at  hospital  admission  but 
only  for  the  purpose  of  providing  appropriate 
medical  care  for  the  patient  and  planning  ap- 
propriate precautions  for  health  care  workers. 
The  Medical  Society  of  Delaware  supports  the 
treatment  of  all  patients.” 

Anne  Shane  Bader 
Executive  Director 

(The  report  was  filed.) 


Report  of  the  President  of  the  Kent  County 
Medical  Society 

The  Kent  County  Medical  Society  has  had  two 
quarterly  membership  meetings  during  the  past 
year,  with  a third  meeting  scheduled  for  Novem- 
ber 9th. 

The  August  24,  1988,  meeting  was  the  tradi- 
tional Kent  County  Medical  Society  evening  at 
Sambo’s  Restaurant  in  Leipsic.  On  March  16, 
1988,  Robert  Katzenstein,  Esq.,  spoke  on  “Med- 
ical Malpractice  ’88.”  The  discussion  included 
chart  review  and  documentation  of  phone  calls. 
The  November  9,  1988,  meeting  will  include  in- 
formation on  liability  insurance  options  and  the 
election  of  officers,  trustees,  and  delegates. 

Four  new  members  were  presented  and  induct- 
ed into  the  Kent  County  Medical  Society  during 
the  year.  We  now  have  77  dues-paying  members 
and  19  dues-exempt  members. 

Leroy  B.  Buckler,  M.D. 

President 

(The  report  was  filed.) 
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Report  of  the  President  of  the 
Sussex  County  Medical  Society 

The  Sussex  County  Medical  Society  spring 
meeting  was  held  at  the  Seaford  Country  Club. 
Our  speaker,  a noted  physician-researcher  with 
Abbott  Laboratories,  lectured  on  the  HIV  virus, 
its  biochemistry  and  immunology.  Dr.  Frederick 
K.  Samsel’s  Treasurer’s  Report  showed  our  or- 
ganization to  be  financially  healthy.  He  also  dis- 
cussed his  success  in  obtaining  for  us  a tax-free 
status. 

The  fall  meeting  will  be  held  at  the  Rehoboth 
Beach  Country  Club,  on  November  10, 1988.  Our 
Society  will  elect  new  officers  and  delegates.  We 
have  asked  Anne  Bader  to  address  our  group  con- 
cerning the  CNA  Insurance  Co. 

Lawrence  A.  Virgilio,  M.D. 

President 

(The  report  was  filed.) 

Report  of  the  President  of  the 
New  Castle  County  Medical  Society 

The  New  Castle  County  Medical  Society  held 
quarterly  membership  meetings  throughout  the 
year.  In  addition  to  the  quarterly  meetings,  the 
Board  of  Directors  and  other  Standing  Commit- 
tees were  also  active. 


At  the  Society’s  Annual  Business  Meeting,  Doc- 
tor Kestner  presented  a Distinguished  Service  ' 
Award  Plaque  to  Gustave  K.  Berger,  M.D.,  in 
recognition  and  appreciation  of  his  contribution 
of  time  and  service  to  the  Society  and  to  the 
profession  of  medicine  as  Peer  Review  Commit- 
tee Chairman.  Annual  Committee  reports  were 
also  presented  to  the  membership. 

Joseph  T.  Painter,  M.D.,  Trustee,  American 
Medical  Association,  presented  the  membership 
with  an  update  and  outline  of  the  AM  As  involve-  , 
ment  with  the  Harvard  Relative  Value  Study  at  : 
our  June  meeting.  He  noted  that  the  final  report 
will  be  out  in  late  summer  and  at  that  point,  the  ; 
AMA  will  begin  a thorough  analysis  of  the  pro-  j 
posed  payment  system. 

At  the  most  recent  meeting,  the  Society  and  i 
DELPAC  cosponsored  a political  Candidates’  ] 
Night.  Approximately  250  physicians  and  I 
spouses  attended  the  meeting  and  heard  presen- 
tations from  the  six  major  candidates. 

During  the  course  of  the  year,  the  Board  of 
Directors  held  regular  monthly  meetings  to  dis- 
cuss medical  issues  and  the  management  of  the 
Society.  Standing  Committees  were  also  busy 
performing  various  duties  for  the  Society.  The 
Professional  Conduct  Committee,  chaired  by 
Richard  Winkelmayer,  M.D.,  reviewed  numerous 
complaints  between  patients  and  physicians.  The 
Peer  Review  Committee,  chaired  by  Forrest 
Hawkins,  M.D.,  reviewed  disputes  between  phy- 
sicians and  addressed  quality  of  medicine  issues.  , 
The  Community  Affairs  Committee,  chaired  by 
Stephen  R.  Permut,  M.D.,  and  the  Legislative 
Committee,  chaired  by  William  H.  Duncan,  M.D., 
were  also  active.  Since  November  of  1987,  the  Ju- 
dicial Board,  chaired  by  Janet  Kramer,  M.D., 
reviewed  and  accepted  27  new  members 

Joseph  F.  Kestner,  Jr.,  M.D.  j 
President  I 

(The  report  was  filed.)  1 

I 

i 

REPORT  OF  THE  AMA  DELEGATE 

The  1987  Interim  Meeting  Report  was  pub- 
lished in  the  March  1988  issue  of  the  Delaware 
Medical  Journal.  The  1988  Annual  Meeting 
Report  was  published  in  the  October  1988  issue 
of  the  Delaware  Medical  Journal. 

(The  reports  were  filed.) 
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Report  of  the  Representative 
to  the  Delaware  Academy  of  Medicine 

The  services  provided  by  the  Delaware  Acade- 
my of  Medicine  continue  to  grow  to  meet  the 
needs  of  its  members.  During  1987,  the  Acade- 
my’s Lewis  B.  Flinn  Library  filled  7,084  inter- 
library  loan  requests  and  performed  542  on-line 
computer  searches.  This  was  an  increase  of  59c 
and  13%  respectively,  over  1986.  The  Academy’s 
Circuit-Riding  Medical  Librarian  Program  re- 
mains active  and  is  currently  providing  library 
services  on  a contractual  basis  to  Kent  General 
Hospital,  Milford  Memorial  Hospital,  Riverside 
Hospital  and  the  HMO  of  Delaware.  The  Library 
also  maintains  cooperative  arrangements  with 
the  Medical  Center  of  Delaware  Library  and  var- 
ious other  local  and  regional  library  consortiums 
for  the  benefit  of  its  members. 


As  a public  service,  the  Academy  operates  the 
Tel-Med  Program  which  provides  New  Castle 
County  residents  with  access  to  tape-recorded 
messages  on  a variety  of  medical  and  dental 
topics.  This  service  is  also  available  to  Kent 
County  through  co-sponsorship  with  Kent  Gener- 
al Hospital.  There  are  currently  280  tapes  in  the 
system  and  we  receive  an  average  of  8,006  calls 
per  month. 

Our  monthly  publication  of  the  Medical-Dental 
Meetings  in  Delaware  is  distributed  statewide  to 
health  care  professionals.  This  important  calen- 
dar of  events  is  the  only  comprehensive  monthly 
listing  of  Continuing  Medical  Education  for  phy- 
sicians and  dentists.  We  appreciate  the  coopera- 
tion and  support  of  the  hospitals  and  the  medical 
and  dental  societies  in  compiling  this  infor- 
mation. 

For  the  1988/89  academic  year,  the  Academy’s 
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Student  Financial  Aid  Program  provided  a total 
of  $49,000  in  loans  to  21  Delaware  residents  at- 
tending medical  and  dental  school.  In  addition, 
the  Student  Financial  Aid  Committee  distribut- 
ed $231,500  in  scholarships  to  43  Delawareans 
attending  Thomas  Jefferson  Medical  College 
through  the  DIMER  Program.  All  loans  and 
scholarships  were  determined  by  the  Committee 
based  on  a financial  need  analysis  of  each  ap- 
plicant. 

The  Academy’s  Auditorium  and  Lower  Level 
Conference  Center  continue  to  be  a focal  point  for 
numerous  meetings.  The  primary  users  of  the  fa- 
cility are  the  Medical  Society  of  Delaware,  the 
Medical  Center  of  Delaware,  the  New  Castle 
County  Medical  Society,  and  the  Delaware  State 
Dental  Society. 

On  March  4, 1988,  the  fifty-eighth  Annual  Ban- 
quet was  held  with  100  members  in  attendance. 
The  guest  speaker  was  William  H.  Flayhart,  III, 
Ph.D.,  Professor  of  History  and  Political  Science 
at  Delaware  State  College.  In  addition,  the  Ex- 
ecutive Committee  held  regular  meetings  during 
the  year  to  discuss  the  operation  of  the  building 
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and  other  issues  pertaining  to  the  medical  and 
dental  community. 

Leonard  P.  Lang,  M.D. 

Representative 

(The  report  was  filed.) 

REPORTS  OF  THE  STANDING  COMMITTEES 

Budget  Committee 

The  Budget  Committee  has  reviewed  the  ex- 
penses and  income  of  the  Society  for  the  past  year 
and  the  audit  report  for  calendar  1987  and  dis- 
cussed the  needs  of  the  Society  for  the  coming 
year.  The  committee  recommends  adoption  of  the  ’ 
attached  budget  for  1989.  At  its  meeting  on  Oc- 
tober 13,  1988,  the  Board  of  Trustees  approved  J 
the  proposed  budget.  | 

The  Budget  C ommittee  report  includes  the  fol-  ; 
lowing  recommendations:  j 

I 

1.  A dues  increase  of  $50  since  there  has 
not  been  a dues  increase  for  14  years. 

While  the  Medical  Society  of  Delaware 
operates  in  the  black  at  the  present 
time,  the  dues  structure  does  not  cover 
the  expenses  of  the  Society.  It  is  impor- 
tant that  the  Society  operate  on  a sound 
financial  basis. 

2.  The  current  equity  of  the  Society 
should  continue  to  be  invested  on  a con- 
servative basis  with  the  use  of  six- 
month  CD’s. 

3.  Mrs.  Bader’s  salary  and  benefits  as  Ex- 
ecutive Vice  President  of  Medical  Socie- 
ty of  Delaware  Insurance  Services,  Inc. 
(MSDIS),  will  be  set  by  the  MSDIS 
Board  in  consultation  with  the  chair- 
man of  the  Budget  Committee  when 
she  is  no  longer  employed  by  the  Medi- 
cal Society  of  Delaware. 

4.  The  Executive  Director  will  receive  an 
eight  percent  increase  plus  a bonus  that 
has  been  traditionally  paid,  and  other 
qualified  personnel  will  receive  ap- 
propriate salary  increases  and  benefits. 

5.  A two-month  overlap  period  will  be  es- 
tablished after  the  arrival  of  the  new 
executive  director,  with  the  present 
director  continuing  on  full  salary  dur- 
ing that  two-month  period. 
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MEDICAL  SOCIETY  OF  DELAWARE 
BUDGET- 1989 

RECEIPTS 

Dues 
Services 
Interest 
CME  Program 
Delaware  Medical  Journal, 

Educ  Fund,  Medical  Benev 
TOTAL  RECEIPTS 

DISBURSEMENTS 


Office  Personnel 


Employees  Benefits 

$ 46,207.00 

Salaries 

159,772.00 

Employer  Tax 

15,000.00 

Office 

Corporate,  Unemployment  Taxes 

8,000.00 

Contribution  to  Academy 
Printing,  Postage,  Stationery, 

10,080.00 

Telephone,  Supplies,  etc. 

23,000.00 

Service  Contracts/Xerox 

10,000.00 

Accounting/Audit 

5,000.00 

Insurance 

10,000.00 

Kelly  Services 

3,000.00 

Travel  and  Contingency 

15,000.00 

Subscriptions 

700.00 

Contribution/Dues 

900.00 

Auxiliary  Contribution 

3,500.00 

Legal  Counsel 

18,000.00 

Public  Relations 

18,000.00 

Committees  and  Contingency 

24,000.00 

Continuing  Medical  Education 

10,000.00 

Newsletter 

5,000.00 

Delaware  Medical  Journal, 
Educ  Fund,  Medical  Benev. 

14,400.00 

DMJ  Dues-Exempt  Subscriptions 

1,700.00 

Physicians’  Health  Committee  Phone 

600.00 

DELPAC 

3,000.00 

TOTAL  DISBURSEMENTS $404,859.00 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  adopted.) 


$215,100.00 

35.000. 00 
177,000.00 

17.000. 00 

14,400.00 

$458,500.00 


And  m whatever  part  of  the 
bod\  heat  or  cold  is  seated 
there  is  disease  " 

Hippocrates 

Pierre  L.  LeRoy,  M.D.,  F.A.C.S.,  C.C.E., 
Medical  Director 


MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 
INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION 


The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 


FOR  MORE  INFORMATION 
CALL  OR  WRITE: 


R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laboratory 
(302)  738-0262 


• 25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 
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Bylaws  Committee 

The  Bylaws  Committee  met  at  the  Academy  of 
Medicine  Building  in  Wilmington  on  October  26, 
1988,  to  consider  changes  in  the  Medical  Socie- 
ty of  Delaware  Bylaws  that  have  been  recom- 
mended in  Resolution  88-3  and  Resolution  88-4. 
(These  resolutions  were  referred  to  Reference 
Committee  C.) 

Resolution  88-3,  which  pertains  to  meetings  of 
the  Board  of  Trustees,  resolves  that  Article  VIII, 
Board  of  Trustees,  Section  3,  Meetings,  be  amend- 
ed to  provide: 

The  Board  of  Trustees,  if  warranted, 
shall  meet  on  the  day  preceding  the  annu- 
al session,  have  monthly  meetings  during 
the  rest  of  the  year,  and  at  such  other  times 
as  necessity  may  require.  The  President 
(President-Elect  or  Vice  President)  may  call 
a meeting  of  the  Board  of  Trustees  on  the 
written  request  of  three  or  more  members 


of  the  Board  of  Trustees.  Sixty-six  and  two 
thirds  percent  of  the  members  shall  consti- 
tute a quorum.  The  President  shall  pre- 
side at  the  meetings  of  the  Board  of 
Trustees,  and  in  his  absence  the  President- 
Elect  shall  preside,  and  in  his  absence  the 
Vice  President  shall  preside. 

The  Bylaws  Committee  discussed  this  pro- 
posed Bylaws  change  and  recommended  the  fol- 
lowing substitute  amendment: 

The  Board  of  Trustees,  if  warranted, 
shall  meet  on  the  day  preceding  the  annu- 
al session  and  have  monthly  meetings  dur- 
ing the  rest  of  the  year.  The  President  or  in 
his  stead  the  President-Elect  or  Vice  Presi- 
dent may  call  a meeting  of  the  Board  of 
Trustees  on  the  written  request  of  three  or 
more  members  of  the  Board  of  Trustees. 
Sixty-  six  and  two  thirds  percent  of  the  mem- 
bers shall  constitute  a quorum.  The  Presi- 


LEASING 
YOUR  ASSETS 

A1  Heatwole, 

Vice  President 

Asset  Funding 
Associates 

As  an  executive,  you  would  be  unique  if  you 
were  aware  of  all  the  advantages  of  leasing. 

Probably  less  than  one  in  five  business  people 
realize  its  many  advantages — ranging  from  the 
preservation  of  capital  and  banking  credit  lines 

to  the  opportunity  for  state-of-the-art  equipment  and  tax  savings.  Whether  it  be 
cars  or  computers;  desks  or  bulldozers,  we  can  help  your  business  grow  faster  by 
making  necessary  equipment  affordable  and  available  through  leasing. 

You  could  get  the  most  for  your  money  with  the  leased  assets. 
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dent  or  in  his  stead  the  President-Elect  or 
Vice  President  shall  preside  at  the  meet- 
ings of  the  Board  of  Trustees. 

Resolution  88-4,  which  would  add  an  affiliate 
member  to  the  Board  of  Trustees  and  give  affili- 
ate members  the  right  to  vote,  recommends 
amendment  of  Article  III,  Membership,  Section 
6,  Affiliate  Members,  and  Article  VIII,  Board  of 
Trustees,  Section  2,  Composition. 

The  Bylaws  Committee  recommended  that  the 
proposed  amendment  of  Article  III,  Section  6,  be 
adopted. 

The  committee  then  reviewed  the  suggested 
amendment  of  Article  VIII,  Section  2: 

The  Board  of  Trustees  shall  consist  of  (1) 
the  Trustees  elected  by  the  component  so- 
cieties, the  number  of  which  shall  be  one 
trustee  per  one  hundred,  or  fraction  there- 
of, of  the  membership  but  not  less  than  two 
per  county,  (2)  the  presidents  of  the  county 
societies,  (3)  one  representative  from  the  af- 
filiate members  (postgraduate  trainees 
only),  and  (4)  the  President,  Vice  Presi- 
dent, President-Elect,  Immediate  Past 
President,  Secretary,  Treasurer,  Delegates 
to  the  American  Medical  Association,  and 
the  Editor  of  the  Society’s  official  publi- 
cation. 

The  Bylaws  Committee  recommended  that  (3) 
in  Section  2 be  revised  to  read  “one  representa- 
tive from  the  postgraduate  trainee  affiliate  mem- 
bers” and  that  the  amendment  then  be  adopted. 

Dene  T.  Walters,  M.D. 

Chairman 

(The  recommendations  of  the  Bylaws  Committee 
were  considered  when  the  Reference  Committee 
deliberated  Resolutions  88-3  and  88-4.) 

Judicial  Council 

No  cases  have  been  referred  to  the  Medical  So- 
ciety of  Delaware’s  Judicial  Council  for  review  or 
decision  during  the  past  year. 

Anne  Shane  Bader 
Executive  Director 

Medical  Liability  Insurance  Committee 

Not  surprisingly,  the  Medical  Liability  Com- 
mittee and  its  subcommittees  have  had  a very 


YOCON' 

YOHIMBINE  HCI 


Descriptiofl:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkytamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  conteins  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

AcUon:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  tite  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warnit^:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.TS 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  Impotence.  1 1 tablet  (5.4  mg)  3 times  a day.  to  adult  mates  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NOC 
53159-001-10. 
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busy  year.  The  major  issues  continue  to  be  tort  re- 
form, the  question  of  the  appropriate  malpractice 
carrier,  and  a new  issue,  that  of  binding  arbitra- 
I tion  as  a means  of  dealing  with  malpractice  suits, 
j The  Tort  Reform  Subcommittee,  very  ably  co- 
I chaired  by  Drs.  Martin  Gibbs  and  Stephen  Per- 
I mut,  worked  diligently  to  prepare  a list  of  issues 
j which  were  subsequently  presented  to  the  parent 
j committee  to  be  prioritized  and  forwarded  to  the 
I Board  of  Trustees.  Their  work  gives  us  a game 
plan  for  the  next  several  years.  As  a result  of  their 
actions,  the  Board  of  Ti’ustees  decided  to  concen- 
trate on  the  expert  witness  section  of  the  Medi- 
I cal  Liability  Insurance  Act.  This  legislation  was 
introduced  and  passed  the  Senate  without 
difficulty.  Unfortunately,  an  extremely  adverse 
editorial  in  the  News- Journal  Papers  caused  the 
bill  to  be  kept  in  committee  until  the  end  of  the 
legislative  session.  The  Society  will  continue  to 
pursue  this  legislation  in  the  upcoming  legis- 
lature. 

The  parent  committee  had  discussions  with 
PHICO  representatives  concerning  the  possibil- 
ity of  a catastrophic  fund  similar  to  the  one  in 
Pennsylvania.  This  was  investigated  and  found 
not  to  be  in  the  best  interest  of  the  Society  mem- 
bers at  this  time. 

At  its  February  meeting  the  Liability  Insur- 
ance Committee  received  a report  from  the  Risk 
Management  Committee,  chaired  by  Dr.  Ali  Z. 
Hameli,  which  gave  a detailed  report  on  the  his- 
tory of  malpractice  in  Delaware  comparing  the 
experience  during  the  Aetna  era  with  that  of  the 
PHICO  era.  The  report  was  very  detailed  and 
very  enlightening  and  gave  the  committee  a good 
understanding  of  the  changes  which  have  taken 
place. 

At  its  April  meeting  the  Liability  Insurance 
Committee  received  a presentation  from  Victor 
Battaglia,  Esq.,  and  several  members  of  his  staff 
concerning  binding  arbitration  as  a means  of 
settling  malpractice  cases. 

At  this  meeting  PHICO  representatives  were 
present  and  were  asked  to  inform  the  Society  of 
PHICO’s  attitude  toward  such  a program.  The 
committee  encouraged  Mr.  Battaglia  and  his  or- 
ganization to  continue  to  refine  the  proposal.  You 
have  all  subsequently  seen  an  article  by  Mr.  Bat- 
taglia in  the  Delaware  MedicalJournal  concern- 
ing this  proposition.  This  was  subsequently 
referred  to  the  Board  of  Trustees,  which  voted 
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WH  Isystem- 

(potassium  chloride)  Sustaned  Release  Iblets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1.  For  jherapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  In  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  tor  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  iqpabents  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyparkaltmii— In  patients  with  impaired  mechanisms  tor  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Pcientially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

IntarKtIon  with  Potaulum  Sparing  DIurallct— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gattrolntaillnal  Latlont— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controiled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100.000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  Immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acldotit— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIDNS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  In  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Totti:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  IntorKtIont:  Potassium-sparing  diuretics:  see  WARNINGS. 

Cartlnogenotls,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-OUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-OUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- . 
comfort,  and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

DVERDDSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms tor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CDNTRAINDICATIONS  and  WARNINfiS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  OfT-interval),  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  Include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperlulemia.  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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favorably  on  the  proposal.  Work  is  still  being  done 
to  develop  a comprehensive  program  which  would 
involve  the  ophthalmologists,  orthopedists,  and 
obstetricians/gynecologists.  PHICO  has  agreed 
that  the  arbitration  proposal  would  be  appropri- 
ate and  had  no  objection  to  our  entering  into  such 
a program.  As  yet,  the  Society  has  not  received 
an  opinion  from  St.  Paul’s  or  ICA  as  to  whether 
or  not  it  would  be  appropriate  and  approved  for 
those  physicians  insured  by  these  companies. 

The  Insurance  Industry  Evaluation  Subcom- 
mittee has  been  the  most  active  of  the  subcom- 
mittees during  this  year.  There  have  been  many 
meetings,  and  a multitude  of  proposals  and  alter- 
natives have  been  considered.  These  have  ranged 
from  the  development  of  a risk  retention  group, 
a captive  insurance,  or  a new  carrier,  to  the  poten- 
tial for  joining  in  partnership  with  another  cap- 
tive medical  liability  company.  Several  proposals 
which  appeared  to  be  very  attractive  at  first  have, 
in  the  long  run,  proven  not  to  be  possible.  The  sub- 
committee continues  to  evaluate  the  potential  for 
a new  carrier.  The  subcommittee  was  chaired  by 
Martin  Cosgrove,  M.D.,  and  co-chaired  by  Peter 
Coggins,  M.D.  and  Ben  Corballis,  M.D. 

As  this  report  was  being  prepared,  there  is  no 
final  recommendation  concerning  the  insurance 
proposal  for  next  year. 

PHICO’s  proposed  rate  increases  for  this  year 
came  in  at  an  average  of  40%,  with  the  percen- 
tage increase  ranging  from  a low  of  about  10%  to 
a high  of  about  86%.  The  Medical  Liability  Com- 
mittee voted  to  accept  this  information  from  PHI- 
CO but  did  not  approve  of  the  proposed  increases. 
They  will  be  submitted  to  the  Insurance  Commis- 
sioner for  evaluation  and  approval. 

Because  of  the  rapidly  escalating  cost  of  liabil- 
ity insurance,  it  is  the  fervent  hope  of  the  Medi- 
cal Liability  Committee  members  that  by  the 
time  this  report  is  published,  a firm  recommen- 
dation will  have  been  made  and  the  Board  of 
Trustees  will  have  entered  into  a program  which 
will  bring  some  relief  to  Delaware  physicians. 

As  Chairman  of  the  Medical  Liability  Commit- 
tee, I wish  to  commend  Drs.  Permut,  Gibbs, 
Hameli,  Cosgrove,  and  Coggins  for  their  leader- 
ship in  the  work  of  the  subcommittees  as  well  as 
the  other  hard-working  members  of  the  parent 
- committee. 

Ben  C.  Corballis,  M.D. 

Chairman 

Crhe  report  was  filed.) 
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Medical  Review  Committee 

There  was  one  meeting  of  the  Medical  Review 
Committee  in  January,  1988. 

The  committee  discussed  the  new  diagnostic 
guidelines  promulgated  by  the  Blue  Cross  Blue 
Shield  Association  and  the  American  College  of 
Physicians.  Various  segments  of  the  guidelines 
were  reviewed  by  members  of  the  committee  and 
the  guidelines  were  then  discussed  by  the  entire 
committee. 

The  committee  concluded  that  the  guidelines 
could  be  an  effective  educational  method  to  assist 
practitioners  and  house  staff  in  the  proper  order- 
ing of  tests  and  that  they  can  be  used  to  insure 
that  the  quality  of  care  provided  is  consistent 
with  acceptable  practice.  However,  the  commit- 
tee believes  that  such  guidelines  should  not  be 
used  as  an  arbitrary  payment  method  and  is  op- 
posed to  payment  being  made  on  a claim-by-claim 
basis  using  these  guidelines.  They  should  be  used 
as  guidelines  and  as  an  educational  tool,  and  as 
such,  would  provide  service  to  the  medical  com- 
munity and  to  our  patients.  Blue  Cross  Blue 
Shield  of  Delaware  was  so  informed. 

At  the  request  of  an  insurance  company,  and 
with  the  consent  of  the  doctor,  the  Medical 
Review  Committee,  in  accordance  with  the  Soci- 
ety’s Bylaws,  agreed  to  review  an  orthopedic  fee. 
After  discussion  within  the  committee,  and  the 
opinion  of  the  consulting  orthopedists,  the  com- 
mittee concluded  that  the  fee  the  doctor  charged 
was  an  appropriate  fee. 

The  committee  will  continue  to  remain  active 
as  there  may  be  a broader  interpretation  of  the 
duties  of  the  Medical  Review  Committee  that 
may  allow  it  to  function  on  a more  active  basis. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  adopted  with  the  understanding 
that  the  Medical  Review  Committee  will  in  the 
future  act  as  a review  and  advisory  body  with 
Blue  Cross  Blue  Shield  of  Pennsylvania,  the  fis- 
cal intermediary  for  Medicare,  upon  request  of  a 
member  of  the  Society  or  by  any  other  means 
brought  to  its  attention.) 

Medical  Economics  Committee 

There  have  been  no  meetings  of  the  Medical 
Economics  Committee  during  the  past  year. 

The  role  of  this  committee  has  been  considered, 
and  it  is  anticipated  that  the  committee  will  be 
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meeting  during  the  coming  year  to  evaluate  var- 
ious programs. 

Harry  M.  Freedman,  M.D. 

Chairman 

(The  report  was  filed.  The  Reference  Committee 
supported  greater  involvement  by  this  com- 
mittee.) 

Peer  Review  and  Professional  Evaluation 
Committee 

This  year  the  Peer  Review  Committee  has  not 
been  active  because  of  the  constraints  it  felt  were 
placed  upon  it  as  a result  of  the  Supreme  Court 
decision  in  the  Patrick  case. 

With  the  protection  of  Public  Law  99-660  and 
the  passage  of  the  recent  Delaware  Senate  Bill 
S.B.  475  that  brings  peer  review  committee  ac- 
tivities under  the  aegis  of  the  Board  of  Medical 
Practice,  it  is  assumed  that  peer  review  commit- 
tees will  again  respond  to  the  public  and  the  med- 
ical society  membership. 

Gustave  K.  Berger,  M.D. 

Chairman 

(The  report  was  filed.) 


Jefferson  Medical  College 
Department  of  Neurology 

presents 

BASIC  APPROACHES  TO 
COMMON  NEUROLOGICAL 
DISORDERS 

to  he  held 

February  23-25,  1989 
at 

The  Society  Hill  Sheraton  Hotel 
One  Dock  Street 
Philadelphia,  Pennsylvania 

For  further  information  contact: 
The  Office  of  Continuing  Medical 
Education 

1025  Walnut  Street,  Room  G3 
Philadelphia,  PA  19107 
(215)  928-  6992 


Del  Med  Jrl,  January  1989-Vol.  61,  No.  1 


Proceedings  of  the  House  of  Delegates,  1989 


Program  Committee 

The  Program  Committee  hereby  records  for  the 
official  record  the  program  arranged  for  the  An- 
nual Meeting  of  the  Medical  Society  of  Delaware 
on  November  19,  1988. 

9:15  THE  LEWIS  B.  FLINN  LECTURE: 
a.m.  “PNEUMONIA  THERAPY 
UPDATE” 

F.  Marc  LaForce,  M.D.,  Professor  of 
Medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry; 
Physician-in-Chief,  Department  of 
Medicine,  Genessee  Hospital, 
Rochester,  New  York 

10:00  “OVERVIEW  OF  CURRENT 
THROMBOLYTIC  AGENTS” 

Sol  Sherry,  M.D.,  Distinguished 
Professor  Emeritus, 

Department  of  Medicine,  Temple 
University 

10:45  INTERMISSION 

11:15  ’’LASER  LAPAROSCOPY” 

James  H.  Dorsey,  M.D.,  Chairman, 
Department  of  Gynecology,  Greater 
Baltimore  Medical  Center;  Assistant 
Professor,  Johns  Hopkins  University 
School  of  Medicine 

12:00  “ETHICS  OF  EUTHANASIA” 

Noon  Robert  C.  Cassidy,  Ph.D.,  Associate 
Professor  of  Family  Medicine  and 
Director,  Medical  Ethics  Program, 
University  of  Medicine  and  Dentistry 
of  New  Jersey-Robert  Wood  Johnson 
Medical  School 

12:45  LUNCHEON  - GOLD  BALLROOM 
p.m. 

“THE  VOYAGER:  ONE  WORLD, 

ONE  FLIGHT” 

Jeana  Yeager,  Voyager  Pilot 

2:00  “EFFECTIVE  COMMUNICATION: 
DOES  IT  REALLY  MAKE  A 
DIFFERENCE?” 

Gordon  H.  Deckert,  M.D.,  David  Ross 
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Boyd  Professor,  Department  of  Psy- 
chiatry and  Behavioral  Sciences, 
University  of  Oklahoma  Health 
Science  Center;  Jane  Chew  Deckert, 
M.S.,  Medical  Physiologist- 
Professional  Patient  Simulator 

4:00  ADJOURNMENT 

As  an  organization  accredited  by  the  Accredita- 
tion Council  for  Continuing  Medical  Education 
(ACCME)  for  its  continuing  medical  education 
program,  Jefferson  Medical  College  designates 
this  activity  as  meeting  the  criteria  for  5 1/2 
hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  The 
program  has  been  reviewed  and  is  acceptable  for 
5 1/2  Prescribed  hours  by  the  American  Acade- 
my of  Family  Physicians. 

Suggestions  for  topics  for  next  year’s  meeting 
will  be  welcomed  by  the  incoming  President. 

Stephen  S.  Grubbs,  M.D. 

Chairman 

(The  report  was  filed  with  a special  commenda- 
tion to  Stephen  S.  Grubbs,  M.D.,  and  his  com- 
mittee.) 
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Public  and  Professional  Education  Committee 

During  the  past  fiscal  year  the  Public  and 
Professional  Education  Committee  held  one 
meeting,  on  March  15, 1988,  at  the  Sheraton  Inn 
in  Dover.  At  that  meeting  the  committee: 

1.  Was  advised  of  the  November  ’87  action 
of  the  Accreditation  Council  for  Con- 
tinuing Medical  Education  (ACCME) 
withdrawing  the  authority  of  the  Medi- 
cal Society  of  Delaware  (MSD)  to  ac- 
credit institutions  within  its  borders. 
This  action  left  intact  those  accredita- 
tions already  granted  to  Kent  General 
Hospital,  Beebe  Hospital  and  the  VA 
Hospital  for  the  periods  previously 
specified. 

2.  Reviewed  the  activities  of  the  Medical 
Society  of  Delaware,  acting  in  conjunc- 
tion with  Jefferson  Medical  College  and 
the  Medical  Center  of  Delaware  under 
the  DIMER  program,  in  planning  and 
conducting  monthly  CME  seminars  in 
five  hospitals  of  Delaware,  thereby  mak- 
ing available  approved  Category  I CME 
credit  for  all  Delaware  physicians. 


3.  After  considerable  discussion  recom- 
mended to  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware  that  we  ap- 
ply to  the  ACCME  for  authority  to  con- 
duct (sponsor  and  co-sponsor)  and 
accredit  our  own  Category  I CME  pro- 
grams, thus  assuring  the  continuation 
of  CME  programs  needed  for 
relicensure-even  independent  of  Jeffer- 
son and  DIMER  if  necessary.  (This  lat- 
ter action  was  subsequently  approved 
by  the  Board  of  Trustees,  and  is 
proceeding  at  the  present  time.) 

Because  leadership  of  this  committee  requires 
some  specialized  knowledge  and  information 
relative  to  CME  accreditation,  the  committee 
recommended  that  continuity  of  leadership  be  as- 
sured by  having  overlapping  two-year  terms  for 
each  of  two  co-chairmen.  (One  being  appointed 
each  year,  and  one  completing  the  term  each 
year).  The  Medical  Society  of  Delaware  sent  Dr. 
James  F.  Reamer  to  an  ACCME  meeting  in 
Chicago  to  acquire  this  knowledge,  as  it  has  Dr. 
Martz  in  years  past. 

E.  Wayne  Martz,  M.D. 

Co-Chairman 

(The  report  was  filed.) 
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Public  Laws  Committee 

From  early  February  through  mid- June,  the 
Public  Laws  Committee  met  six  times,  studied 
and  made  recommendations  on  7 1 pieces  of  legis- 
lation. Subject  matter  was,  as  always,  enormous- 
ly varied,  from  AIDS  (six  bills)  through  drugs 
(four  bills)  all  the  way  to  water. 

Of  the  38  bills  the  committee  and  the  Board  of 
Trustees  supported,  thirteen  passed  both  houses 
of  the  legislature  and  were  signed  by  the  Gover- 
nor, for  a batting  average  of  approximately  34%. 

All  of  the  meetings,  except  for  the  meeting  in 
April,  were  held  at  the  Academy  of  Medicine.  In 
April,  we  met  at  the  Kent  General  Hospital  in 
Dover. 

The  committee  members  wish  to  thank  the 
staff  of  the  Medical  Society  of  Delaware,  and  in 
particular  Mrs.  Beverly  Dieffenbach,  for  their 
support.  We  would  also  like  to  thank  Dr.  William 
A.  Rosenfeld  and  the  Administration  of  the  Kent 
General  Hospital  for  providing  us  a comfortable, 
convenient,  and  delightful  room  for  our  meeting 
in  April. 

Allston  J.  Morris,  M.D. 

Chairman 

(The  report  was  filed.) 
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Publications  Committee 

Volume  59  (1987)  of  the  Delaware  Medical  Jour- 
nal contained  37  original  papers,  20  letters  to  the 
editor,  39  editorials,  and  31  book  reviews.  Twenty- 
seven  papers  were  written  or  co-written  by  Dela- 
ware physicians;  three  others  were  written  by 
members  of  the  greater  Delaware  community  on 
subjects  of  interest  to  the  medical  profession.  Spe- 
cial issues  printed  in  Volume  59  were  Ethics 
(March),  the  Blue  Ribbon  Malpractice  Report 
(July),  Sports  Medicine  (September),  and  Cancer 
of  the  Upper  Body  (December). 

The  special  issue  format  of  the  Delaware  Med- 
ical Journal  is  well  received.  March  of  1988  fea- 
tured Pediatrics,  edited  by  Michael  Spear,  M.D., 
while  June  was  devoted  to  Geriatrics,  guested 
edited  by  Herbert  J.  Keating,  III,  M.D.  The  April 
symposium  on  AIDS,  co-sponsored  by  the  Medi- 
cal Society  of  Delaware,  Delaware  State  Bar  As- 
sociation, and  the  Delaware  State  Dental  Society, 
is  the  subject  of  the  August  special  issue,  co- 
published with  the  Delaware  State  Bar  Associa- 
tion’s journal,  and  the  second  issue  on  Ethics, 
again  guest  edited  by  Maurice  Liebesman,  M.D., 
came  out  in  September.  Also  to  come  is  a Rheu- 
matology special  issue  edited  by  James  H.  New- 
man, M.D.,  to  debut  in  November.  Future  special 
issues  include  Infectious  Disease,  edited  by  Dean 
Winslow,  M.D.;  Public  Health,  guest  edited  by  Ly- 
man J.  Olsen,  M.D.;  and  an  issue  devoted  to  the 
St.  Francis  Hospital,  guest  edited  by  Jo  Ann 
Rosenfeld,  M.D.  In  April,  a special  Bicentennial 
issue  of  the  Delaware  Medical  Journal  is  planned. 
Guest  edited  by  Anne  Shane  Bader,  Executive 
Director  of  the  Medical  Society,  it  will  concen- 
trate on  aspects  of  the  past  200  years  of  Dela- 
ware’s medical  history. 

In  February,  1988,  local  advertising  rates  were 
increased  approximately  20%  to  keep  pace  with 
rising  costs.  This  was  the  first  increase  in  two 
years,  and  has  met  with  little  or  no  resistance 
from  area  advertisers.  The  number  of  advertisers 
has  been  slowly  but  steadily  increasing,  and  very 
few  old  advertisers  have  cut  back  or  ceased  their 
association  with  the  Journal,  thus  keeping  our 
financial  base  solid. 

The  1988  Editorial  Board  is  composed  of:  Mehdi 
Balakhani,  M.D.,  Leroy  B.  Buckler,  M.D.,  J.  Wes- 
ley Clayton,  III,  M.D.,  Arthur  W.  Colbourn,  M.D., 
Robert  A.  Doughty,  M.D.,  Jay  S.  Feldstein,  D.O., 
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Robert  C.  Ferber,  M.D.,  Robert  W.  Frelick,  M.D., 
Robert  E.  Heckman,  M.D.,  Stephen  L.  Hershey, 
M.D.,  James  M.  Hofford,  M.D.,  Fred  T.  Kahn, 
M.D.,  Stephanie  Malleus,  M.D.,  R.  Walter  Powell, 
M.D.,  Jo  Ann  Rosenfeld,  M.D.,  Edward  R.  Sobei, 
D.O.,  William  L.  Sprout,  M.D.,  Jane  Straughn, 
M.D.,  and  Charles  W Whitney,  M.D.  The  editor 
wishes  to  express  her  thanks  to  each  of  them. 
They  have  provided  editorial  support  in  the  form 
of  manuscript  review,  book  reviews,  and  editori- 
al material.  Members  of  the  Publications  Com- 
mittee are:  Stephen  H.  Franklin,  M.D.,  Harry  M. 
Freedman,  M.D.,  William  J.  Holloway,  M.D., 
Joseph  F.  Kestner,  Jr.,  M.D.,  Robert  C.  Knowles, 
M.D.,  E.  Wayne  Martz,  M.D.,  James  P.  Marvel, 
M.D.,  James  H.  Newman,  M.D.,  P.  John  Pegg, 
M.D.,  and  John  S.  Wills,  M.D.  Their  contributions 
to  the  Journal  are  also  deeply  appreciated. 

Stephen  S.  Grubbs,  M.D.,  Grand  Rounds  Editor; 
Richard  F.  Gordon,  M.D.,  Medical  Classics  Edi- 
tor; William  L.  Jaffee,  M.D.,  Book  Review  Editor; 
John  S.  Wills,  M.D.,  View  Box  Editor;  and  Den- 
nis R.  Witmer,  M.D.,  Photographic  Editor,  con- 
tinue to  provide  excellent  material  for  their 
features. 


Members  of  the  Medical  Society  of  Delaware 
are  encouraged  to  contribute  and  to  encourage 
their  colleagues  to  contribute  to  their  Journal 
scientific  papers,  special  reports,  letters,  editori- 
als, and  of  course,  suggestions  for  the  improve- 
ment of  the  Journal.  Contributions  from  Medical 
Society  members  are  especially  welcomed.  We 
are  also  interested  in  receiving  information  con- 
cerning the  personal  achievements  of  Medical  So- 
ciety members. 

I have  resigned  as  Editor  of  Delaware  Medical 
Journal,  and  Dr.  E.  Wayne  Martz  has  been  ap- 
pointed the  new  editor.  I am  sure  everyone  among 
the  membership  of  the  Medical  Society  of  Dela- 
ware will  give  him  the  same  fine  cooperation  to 
which  I have  become  accustomed  over  the  years. 

Bernadine  Z.  Paulshock,  M.D. 

Chairman 

(The  report  was  filed  with  commendation  to  Ber- 
nadine Z.  Paulshock,  M.D.,  for  her  contribution 
to  the  Delaware  Medical  Journal  over  the  past  ten 
years.) 


NEW  CASTLE  • HEARING  • SPEECH  • VESTIBULAR  CENTER 
GOOD  HEARING  FOR  BETTER  LIVING  FOUNDED  IN  1978 


• COMPUTERIZED  HEARING  AID  DISPENSING 

• HEARING  TESTING  AND  CONSULTATION 

• CERTIFIED,  LICENSED  AUDIOLOGISTS 

• SPEECH,  LANGUAGE,  EVALUATIONS  AND  THERAPY 

• CONSULTING  PHYSICIAN  ON  STAFF 


700  North  Clayton  Street 
Wilmington,  Delaware  19805 


100  Christiana  Road 
New  Castle,  Delaware  19720 


Call:  (302)  654-HEAR  Call:  (302)  762-HEAR 


Owner:  Emilio  R.  Valdes  Jr..  M.D. 


60 


Del  Med  Jrl,  January  1989-Vol.  61,  No.  1 


Proceedings  of  the  House  of  Delegates,  1988 


DELAWARE  MEDICAL  JOURNAL 
Statement  of  Receipts  and  Disbursements 

11/01/86-10/31/87  11/01/87-10/31/88 


Robert  E.  Heckman,  M.D.  Bhaskar  S.  Palekar,  M.D. 
Richard  N.  Hindin,  M.D.  Michael  E.  Stillabower,  M.D. 
Janet  P.  Kramer,  M.D.  Raymond  R.  Strocko,  M.D. 
Garth  A.  Koniver,  M.D.  Jay  G.  Weisberg,  M.D. 


Balance  in  Checking 

Account  $ 329.75  $ 10,537.58* 

Total  Receipts  62,92.89  80,354.91 

Total  Disbursements  68,808.17  70,147.08 

Anne  Shane  Bader 
Business  Manager 

*August  and  September  journals  have  not  been  billed  as  of 
10/31/88.  The  estimated  billing  is  $6,800.00. 

(The  report  was  filed.) 

REPORT  OF  THE  NOMINATING  COMMITTEE 


Medical  Liability  Insurance  Committee 


James  Beebe,  M.D. 

Jeffrey  L.  Chait,  M.D. 

I.  Favel  Chavin,  M.D. 
Peter  R.  Coggins,  M.D. 
Ben  C.  Corballis,  M.D. 
Martin  J.  Cosgrove,  M.D. 

Stephen  R. 


John  J.  DiBonaventure,  D.O. 
Martin  Gibbs,  M.D. 
C.  Robert  Green,  Jr.,  M.D. 
Stephen  J.  Lawless,  M.D. 
James  P.  Marvel,  Jr.,  M.D. 
Maria  D.  Perez,  M.D. 
Permut,  M.D. 


Nominating  Committee 


Medical  Review  Committee 


A meeting  of  the  Nominating  Committee  was 
held  at  the  Delaware  Academy  of  Medicine  Build- 
ing in  Wilmington  on  October  12,  1988,  to  con- 
sider positions  to  be  filled  for  the  year  November 
1988  through  November  1989. 

The  following  nominations  were  made: 

President  - Henri  F.  Wendel,  M.D. 
President-Elect  - Ben  C.  Corballis,  M.D. 
Vice  President  - William  H.  Duncan,  M.D. 
Secretary  - James  P.  Marvel,  Jr.,  M.D. 
Treasurer  - Ali  Z.  Hameli,  M.D. 

Representative  to  the  Delaware 
Academy  of  Medicine  - Leonard  P.  Lang,  M.D. 

FOR  STANDING  COMMITTEES 
Budget  Committee 

Daniel  A.  Alvarez,  M.D.  Anthony  L.  Cucuzzella,  M.D. 
Joseph  E.  Belgrade,  M.D.  Thomas  E.  Dyer,  M.D. 
Jeffrey  L.  Chait,  M.D.  Ali  Z.  Hameli,  M.D. 

Peter  R.  Coggins,  M.D.  Thomas  S.  Vates,  Jr.,  M.D. 

Bylaws  Committee 

Rhoslyn  J.  Bishoff,  M.D.  Vincent  G.  J.  Lobo,  Jr.,  D.O. 
William  H.  Duncan,  M.D.  Norman  Taub,  M.D. 

Martin  Gibbs,  M.D.  Dene  T.  Walters,  M.D. 

Leslie  W.  Whitney,  M.D. 

Medical  Economics  Committee 
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On  Tuesday  January  10, 1989,  the  Medical  So- 
ciety of  Delaware  started  a new  venture  con- 
cerned with  the  politics  of  medicine  and 
government  in  the  state  of  Delaware.  The  Legis- 
lative Action  Committee  of  the  Society,  chaired 
by  Dr.  Steve  Permut,  has  taken  on  the  formida- 
ble task  of  having  a physician  present  in  Legis- 
lative Hall  in  Dover  during  all  sessions  of  the 
Delaware  State  Legislature  from  January 
through  June.  This  commitment  of  time  reflects 
the  growing  concern  of  medicine  with  the  ever  in- 
creasing interest  of  other  walks  of  life  in  how 
medicine  is  practiced  by  all  physicians  and  other 
allied  health  agencies  and  how  the  delivery  of 
medical  care  is  controlled  by  people  other  than 
physicians. 

The  many  laws  involved  with  health  matters 
now  require  constant  watch-dogging  on  the  part 
of  organized  medicine.  We  cannot  naively  assume 
that  since  medicine  is  a profession  in  which  the 
physical  and  mental  well  being  of  all  people  is  om' 
paramount  concern,  we  have  only  positive  ap- 
preciation to  expect  from  our  patients.  No  longer 
is  the  bond  of  doctor-patient  allegiance  unassail- 
able. In  fact,  attempts  to  control  all  aspects  of 
medicine  come  from  all  sides.  In  a 1988  AMA  sur- 
vey of  physicians  and  the  public  on  health  care 
issues,  the  specter  of  increasing  governmental 
and  third  party  payer  pressure  to  contain  health 
care  costs  again  raised  the  issue  of  decreasing 
physician  control  over  medical  treatment.  Of 
those  surveyed,  about  33%  felt  their  control  re- 
mained the  same,  and  about  6%  said  control  had 
increased,  but  51%  felt  their  control  over  patient 
treatment  decisions  had  declined. 


The  time  spent  in  Dover  is  educational  for  both 
legislators  and  the  physicians  in  attendance.  The 
legislators  often  have  questions  concerning  med- 
ical proposals  of  all  sorts  that  are  being  consid- 
ered. The  physicians  learn  on  site  how  our  laws 
are  formulated  and  will  have  direct  input  into 
this  process  rather  than  reactions  after  the  fact. 
The  Public  Laws  Committee  and  Medical  Socie- 
ty staff  have  been  reviewing  all  Delaware  legis- 
lation concerned  with  health  issues  for  many 
years,  and  of  course  we  have  Ned  Davis,  our  in- 
valuable legislative  specialist  in  Dover,  but  we 
have  never  had  the  ongoing  presence  of  physi- 
cians views  to  work  with  the  legislators  and  in- 
form them  of  our  views. 

The  response  to  this  program  has  been  positive 
on  both  sides.  Legislators  are  pleasantly  sur- 
prised to  meet  so  many  different  physicians  at 
times  when  crisis  medical  problems  are  not  on 
the  daily  docket.  I have  been  told,  “At  last  the 
physicians  consider  our  work  important  enough 
to  be  here  daily  to  assist  us  if  need  be,”  and  “Glad 
to  have  so  many  of  you  here  in  Dover.”  The  physi- 
cians who  have  attended  so  far  have  expressed  a 
personal  satisfaction  that  they  are  doing  a much 
needed  service  that  will  benefit  all  citizens  of 
Delaware. 

To  all,  may  I add  my  words  of  thanks  for  your 
participation. 


Henri  F.  Wendel,  M.D. 

President 
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HEMOPERFUSION  TREATMENT  OF 
MASSIVE  ISONIAZID  OVERDOSE 


Howard  Leibowitz,  M.D. 
Larry  Krevolin,  D.O. 
Allan  Schwartz,  M.D. 


Introduction 

It  is  the  purpose  of  this  paper  to  present  the  use 
of  charcoal  hemoperfusion  for  the  treatment  of 
massive  isoniazid  overdose  in  a patient  who  con- 
sumed a potentially  fatal  dose  of  30  gi*ams  of 
isoniazid  in  a purposeful  suicide  attempt. 

Isoniazid  is  used  for  the  treatment  of  tubercu- 
losis. A white  crystalline  powder,  it  is  a hydrazide 
of  nicotinic  acid.  Isoniazid  is  approximately  80% 
absorbed  after  oral  administration.  Peak  plasma 
concentrations  are  reached  in  1-1  1/2  hours. ^ 
Fifty  to  seventy  percent  of  the  initial  dose  of 
isoniazid  is  excreted  in  the  urine  within  2-3 
hours;  80%  of  the  initial  dose  is  excreted  within 
24  hours.  ^ Half-life  is  2 1/2  hours.^  The  usual 
dose  is  300  mg  per  day.  Isoniazid  is  metabolized 
into  six  or  more  metabolites,  most  of  which  are 
partially  or  totally  inactive.^ 

Death  from  isoniazid  overdose  has  occurred 
from  an  oral  dose  of  as  little  as  five  grams, ^ 
although  patients  have  ingested  as  much  as  30 

Dr.  Leibowitz,  formerly  a medical  resident  at  the  Medical  Center  of  Delaware 
is  now  in  group  practice  at  Newcomb  Hospital  in  Vineland,  New  Jersey.  He  is  also 
section  head  in  the  Department  of  Medicine  at  Omnicare  in  Vineland,  New  Jersey. 

Dr.  Krevolin  is  a Nephrologist  and  Assistant  Professor  of  Medicine  at  Hah- 
nemann University. 

Dr.  Schwartz  is  a Nephrologist  amd  Professor  of  Medicine  at  Hahnemann 
University. 
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grams  and  survived.^  ® A 15  year  old  girl  who  in- 
gested 30  grams  attained  a serum  level  of  only 
13.3  micrograms/ml  of  isoniazid  but  died  despite 
being  treated  within  one  hour  of  ingestion  with 
gastric  lavage  and  peritoneal  dialysis.'^ 

In  several  reports  in  the  British  and  American 
literature,  mortality  from  overdose  was  six  in  21 
patients  (29%).  Mortality  was  nine  of  42  patients 
(21%)  in  a review  from  Alaska.'* 

The  usual  manifestations  of  isoniazid  intoxica- 
tion include  recurrent  refractory  seizures  result- 
ing from  excessive  central  nervous  system 
stimulation  due  to  decreased  gamma- 
aminobutyric  acid  (GABA).®  In  addition,  lactic 
acidosis  secondary  to  the  seizures,^  polyneuropa- 
thy, hyperreflexia,  and  hyperpyrexia  have  been 
reported.  The  patient  may  rapidly  deteriorate 
into  coma  and  respiratory  paralysis.^®®  Other 
clinical  manifestations  include  hyperglycemia, 
hypotension,  acetonuria,*®  oliguria/anuria,  and 
acute  tubular  necrosis."*  ®'^ 

The  literature  reveals  a dialysance  of  isoniazid 
with  standard  aqueous  hemodialysis  in  vivo  of  76 
ml/min**  and  in  vitro  of  49  ml/min.*^  The  di- 
alysance with  peritoneal  dialysis  is  only  11 
ml/min.*®  Hemoperfusion  has  been  reported 
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only  once  for  the  treatment  of  isoniazid  overdose. 
A 33  year  old  patient  who  developed  severe 
isoniazid  intoxication  with  a prolonged  period  (5 
days)  of  stage  IV  hepatic  coma  was  treated  with 
hemoperfusion  five  times  and  survived.  The 
isoniazid  blood  levels  and  amount  of  isoniazid  re- 
moved by  the  hemoperfusion  procedure  were  not 
reported. 

Prior  reports  list  the  treatment  of  choice  for 
isoniazid  overdose  as  forced  diuresis  via  furose- 
mide,  and  perhaps  mannitol.  Sodium  bicarbonate 
has  been  infused  as  needed  to  correct  the  meta- 
bolic acidosis.  Massive  amounts  of  intravenous 
pyridoxine  in  a dose  of  one  gram  per  gram  of 
isoniazid  ingested  is  recommended  to  abort  and 
prevent  seizures.^  "^'^  Further  adjunctive  therapy 
with  dialysis  has  been  recommended  in  patients 
with  a potentially  lethal  dose,  seizures,  or  severe 
metabolic  acidosis,  or  markedly  decreased  renal 
function. 

We  present  successful  treatment  by  hemoper- 
fusion of  a patient  with  a massive,  potentially 
lethal  isoniazid  overdose,  and  the  first  reported 
determination  of  the  clearance  rate  of  isoniazid 
by  hemoperfusion. 

Case  Report 

This  was  the  first  Hahnemann  Medical  College 
and  Hospital  admission  of  this  previously 
healthy  18  year  old  man  who  attempted  to  com- 
mit suicide  by  ingesting  the  contents  of  a recently 
filled  isoniazid  prescription  containing  a total  of 
one  hundred  300  mg  tablets,  plus  an  unknown 
amount  of  aminophylline.  He  was  receiving  no 
other  medications  at  the  time  and  had  no  medi- 
cal problems  except  for  intermittent  mild 
asthma. 

In  the  emergency  room,  the  patient  had  three 
documented  grand  mal  seizures  which  were 
treated  with  a total riose  of  7.5  mg  of  intravenous 
diazepam.  Gastric  lavage  was  performed  and  ac- 
tivated charcoal  was  instilled  into  his  stomach. 
He  also  received  100  mg  of  intramuscular 
phenobarbital  and  44  mEq  of  intravenous  sodi- 
um bicarbonate. 

On  arrival  at  the  intensive  care  unit,  he  was 
slightly  lethargic.but  fully  oriented.  Physical  ex- 
amination was  unremarkable  except  for  a few 
end-inspiratory  wheezes.  Several  episodes  of 
vomiting  occurred.  One  gram  of  intravenous 
phenytoin  was  administered.  For  hydration,  5% 
dextrose  in  0.45%  saline  was  infused  at  200 
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ml/hour.  One  gi'am  of  intravenous  pyi’idoxine  was 
administered  twice.  He  also  received  30  grams  of 
oral  sorbitol  as  a cathartic. 

The  initial  arterial  blood  gas  examination  re- 
vealed a pH  of  7.17,  and  pC02  of  35  mm  Hg. 
These  were  interpreted  as  showing  a primary 
metabolic  acidosis  with  inadequate  respiratory 
compensation  (mixed  metabolic  and  respiratory 
acidosis).  Repeat  examination  revealed  pH  of  7.39 
and  pC02  of  38  mm  Hg.  The  initial  serum  elec- 
trolytes were  sodium,  142  mEq/L;  potassium,  4.2 
mEq/L;  chloride,  102  mEq/L;  and  bicarbonate,  12 
mEq/L.  The  initial  blood  urea  nitrogen  was  24 
mg/dl,  and  creatinine  3.1  mg/dl.  Follow-up  elec- 
trolytes were  sodium,  141  mEq/L;  potassium,  4.4 
mEq/L;  chloride,  103  mEq/L;  and  bicarbonate,  26 
mEq/L;  BUN  18  mg/dl;  and  creatinine,  1.5  mg/dl. 

Because  of  the  potentially  lethal  dose  of  isonia- 
zid ingested,  and  because  of  the  three  seizures  as 
well  as  metabolic  and  respiratory  acidosis,  the  de- 
cision was  made  to  commence  charcoal  hemoper- 
fusion using  300  gram  Gambro  absorb  a charcoal 
cartridge  with  heparin  anticoagulation  by  the 
standard  technique  via  two  percutaneous  venous 
Cheldon  catheters  in  the  femoral  vein.  Hemoper- 
fusion was  performed  for  three  hours;  levels  of 
isoniazid  were  performed  hourly. 

Results 

During  hemoperfusion,  the  serum  levels  of 
isoniazid  rapidly  decreased  from  15.3  mg/ml  at 
the  start  of  the  procedure  to  5.2  mg/ml  at  one 
hour,  7.0  mg/ml  at  two  hours,  and  3.9  mg/ml  at 
three  hours  (Fig.l).  The  increase  of  isoniazid  con- 
centration between  one  and  two  hours  probably 
occurred  because  of  ongoing  gastrointestinal  ab- 
sorption. 

With  a 300  gram  charcoal  cartridge,  and  a 
blood  flow  rate  of  170  ml/min,  the  calculated 
clearance  of  isoniazid  was  154.45  ml/min  using 
the  standard  formula:  c = (a-v)/a  x Q (c  = clear- 
ance ml/min;  a = arterial  blood  line  concentra- 
tion microgram/ml;  v = venous  blood  line 
concentration  microgram/ml;  Q = blood  flow  rate 
in  ml/min).  The  extraction  ratio  of  isoniazid  by 
hemoperfusion  was  90.85%  using  the  formula: 
extraction  ratio  = [(a-v)/a]  x 100.^^ 

Discussion 

Clearance  of  isoniazid  of  154.45  ml/min  by 
hemoperfusion  is  more  than  twice  the  dialysance 
of  isoniazid  reported  achievable  by  standard 
hemodialysis  tenchique.^°  The  98.85%  extrac- 
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tion  ratio  achieved  demonstrates  that  isoniazid 
can  be  readily  removed  by  the  standard  hemoper- 
fusion  technique  in  a single  pass.  The  best  previ- 
ously reported  extraction  ratio  of  isoniazid  was 
18.5%  using  a Kiil  ialyzer.^® 

Conclusion 

We  treated  a patient  with  a potentially  lethal 
acute  isoniazid  overdose  by  hemoperfusion  with 
excellent  results.  While  milder  cases  of  isoniazid 
overdose  may  be  treated  more  conventionally 
with  forced  diuresis,  relying  on  the  high  clear- 
ance of  isoniazid  by  the  normal  kidney,  hemoper- 
fusion may  be  recommended  over  a standard 
hemodialysis  in  the  treatment  of  isoniazid  over- 
dose with  large  life-threatening  doses,  severe  aci- 
dosis, recurrent  refractory  seizures,  or  impaired 
renal  function. 
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Medical  Classics 


FELIX  MARTMBANEZ 


Richard  F.  Gordon,  M.D. 


In  May,  1961,  while  a freshman  at  Rutgers 
University,  I received  a collection  of  three  essays 
bound  in  a small  red  book.  The  essays  were  enti- 
tled, “To  Be  a Doctor,”  ’’The  Young  Princes,”  and 
“The  Race  and  The  Runner.”  The  author  was  Dr. 
Felix  Marti-Ibanez,  who  at  the  time  was  Profes- 
sor and  Chairman  of  the  Department  of  the  His- 
tory of  Medicine,  New  York  Medical  College, 
Flower  and  5th  Avenue  Hospitals.  The  essays  had 

Dr.  Gordon,  editor  of  Medical  Classics,  is  a cardiologist  with  a private  practice 
in  Wilmington. 
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been  sent  to  me  by  my  uncle.  Dr.  Maurice  Gordon, 
an  internist  and  medical  historian,  for  the  un- 
spoken purpose  of  trying  to  guide  a confused, 
uninspired  freshman  History  major  into  the  no- 
ble field  of  Medicine. 

This  was  my  first  exposure  to  the  writings  of  Dr. 
Marti-Ibanez,  perhaps  one  of  the  most  prolific  es- 
sayists and  medical  historians  of  all  time.  The 
three  essays  I received  were  written  in  a flowery, 
inspired  prose,  rich  in  allusion  to  the  past  and 
promise  of  the  future: 

In  your  future  work  you  will  be  in  good  com- 
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pany.  The  great  physicians  of  history,  the  glori- 
ous figures  of  the  past  will  always  be  near  you. 
When  you  perform  a dissection,  a red  bearded 
young  man  with  flashing  eyes,  Andreas 
Vesalius,  will  be  peering  over  your  shoulder; 
when  you  make  a physiological  experiment,  the 
melancholy,  pensive  eyes  of  William  Harvey 
will  be  watching  you;  when  you  teach  medicine 
the  venerable  figure  of  William  Osier  with  his 
Apollonian  head  will  come  and  sit  like  a medi- 
cal Goethe  beside  you;  and  when  you  approach 
the  sickbed,  the  shades  of  Hippocrates,  Synden- 
ham,  and  Fleming  will  gather  round  to  coun- 
sel you.^ 

Very  heavy  stuff  indeed! 

Whether  or  not  the  essays  played  a role  in  my 
decision  to  pursue  medicine  is  pure  conjecture.  At 
the  least,  the  book  led  me  to  an  an  interest  in 
medical  history  and  prompted  me  to  learn  more 
about  the  author.  At  the  time.  Dr.  Marti-Ibanez, 
as  mentioned,  was  Chairman  of  the  Department 
of  History  at  New  York  Medical  College.  Some 
five  years  earlier,  he  had  founded  MD,  the  medi- 
cal news  magazine,  a publication  whose  purpose 
was  “to  offer  physicians  not  only  information  on 
the  progress  of  medicine  but  also  articles  on  a var- 
iety of  subjects  that  would  stimulate  their  in- 
tellectual interest.”  Under  Dr.  Marti-Ibanez’s 
direction,  this  objective  was  reached  in  an  ad- 
mirable fashion. 

Dr.  Marti-Ibanez  realized  the  strange  dilemma 
that  the  average  practicing  physician  finds  him- 
self in. 

As  an  intellectual,  the  physician  perforce  has 
intellectual  needs  that  his  time  consuming 
work  does  not  allow  him  to  satisfy.  He  is  thus 
forced  to  anesthetize  his  inner  vocations,  to  sti- 
fle his  intellectual  yearnings,  to  let  his  artis- 
tic gifts  grow  rusty,  to  bury  his  “unlived  lives” 
in  his  daily  work.  The  physician  also  lives  in  an 
enclosure  of  mirrored  walls  that  reflect  only  the 
never  changing  images  of  his  professional  in- 
terests; yet  what  he  really  needs  is  not  mirrors 
but  wide  open  windows  allowing  him  to  see  the 
sweeping  vistas  that  stretch  beyond  his  office 
or  hospital.^ 

To  attempt  to  overcome  this  problem,  Marti- 
Ibanez  came  well  prepared.  He  was  born  on  De- 
cember 25,  1911,  in  the  ancient  city  of  Cartage- 
na, in  southeastern  Spain,  a son  of  Professor  Felix 
Marti-Alpera,  a leading  Spanish  pedagogue  and 
author  of  numerous  books  on  education.  His  un- 


cle was  Vincente  Ibanez,  author  of  Four  Horse- 
men of  the  Apocalypse,  and  his  friends  included 
such  literary  greats  as  William  Soroyan  and  W. 
Somerset  Maugham  (whom  he  considered  the 
greatest  writer  of  the  century).  He  fought  in  the 
Spanish  Civil  War  on  the  side  of  the  Republic,  and 
many  of  his  humanistic  instincts,  were  fostered  by 
this  experience. 

It  is  in  his  writings  in  the  area  of  the  history 
and  the  future  of  medicine  that  Marti-Ibanez 
proves  most  illuminating.  He  was  a humanist 
scientist  of  the  highest  order.  In  these  days  of 
medical-legal  liability,  DRGs,  and  computerized 
technology,  it  is  refreshing  to  reflect  on  some  of 
his  writings: 

Neither  drugs  nor  surgeons’  scapels  effect  the 
healing  miracle;  that  miracle  occurs  because  a 
physician’s  or  a surgeon’s  hands  are  impelled 
by  a brain  in  which  not  only  the  spark  of 
knowledge  glitters  but  also  the  spark  of  faith  j 
in  that  knowledge.  From  the  dawn  of  time,  as  |i 
Paraselsus  proclaimed,  to  be  a physician  is  j 
meant  to  be  a chosen  one  of  the  gods,  since  the 
physician  is  a specialist  in  the  miracle  of  heal- 
ing and  when  he  cannot  heal  he  relieves,  and  i 
when  be  cannot  relieve  he  consoles  the  | 
patient.^ 

Marti-Ibanez’s  interest  in  the  importance  of 
medical  history  is  reflected  in  much  of  his  writ- 
ing for  his  magazine. 

I believe  MB’s  greatest  contribution  has  been 
to  infuse  the  physician’s  world  and  personali- 
ty with  a sense  of  History-History  without 
which  nothing  has  any  meaning- and  above  all 
the  history  of  medicine.  The  history  of  medicine 
is  of  interest  to  anyone  who  wishes  to  acquire 
a deep  understanding  of  the  glories  and  trage- 
dies, the  grandeur  and  wretchedness  of  human 
evolution  in  its  protracted  pilgrimage  through 
the  deserts  and  over  the  peaks  of  history.^ 

As  a Renaissance  man,  Marti-Ibanez  would  not 
have  been  expected  to  look  favorably  upon  the 
role  of  the  specialist  in  medicine.  This  fact  proved 
to  be  the  case,  much  to  my  consternation  as  a : 
cardiologist.  | 

The  specialist  in  any  career-however  vital, 
however  admirable-is  nevertheless  one  of  the 
most  tragic  figures  in  modern  history,  because  | 
often  he  renounces  learning  a little  about 
almost  everything  in  order  to  learn  almost 
everything  about  a little.  He  prunes  the  ideal  ! 
flowers  from  the  garden  of  his  dreams  in  order 
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to  leave  room  for  the  wholesome,  though  often 
dry,  fruits  of  knowledge.  At  times  specialization 
is  a contradiction  to  the  individual  vocation  of 
living  and  knowing  and  of  being  happy. 

Of  course,  there  are  exceptions.  Einstein  al- 
ternated working  on  the  equations  that  would 
shake  the  world  atomically  with  violin  playing; 
Fleming  alternated  exploring  the  lunar  land- 
scapes of  his  molds  with  his  sketching,  using 
bacterial  culture  broth;  Jung  and  Freud,  after 
plumbing  the  abysses  of  the  mind,  turned  to 
their  Egyptian  and  African  collections.... These 
are  exceptions.  But  I am  an  optimistic  man.  I 
believe  the  specialist  of  the  future  will  learn 
more  and  more  how  to  keep  his  career  from  res- 
tricting his  personal  project  of  living,  because 
to  live-fully  and  with  dignity,  renouncing 
nothing-is  more  important  than  to  follow  a 
career.  It  is  more  important  to  create,  that  is, 
to  live,  than  it  is  to  learn. ^ 

He  goes  on  to  say: 

The  ideal  thing  is  to  choose  and  to  live  one’s 
own  life  as  something  authentic  and  original, 
as  original  as  Rembrandt’s  Night  Watch,  of 
which  only  one  canvas  exists,  avoiding  the  type 
of  life  made,  so  to  speak,  on  an  assembly  line, 
like  those  mass-produced  counterfeit  Utrillos, 
with  their  uniform  world  of  blank  walls  and 
narrow  streets.  The  life  of  an  individual  should 
be  something  nontransferable  and  distinct 
from  anyone  else’s,  just  as  love  and  a career 
ought  to  be  distinct. 

However,  it  is  not  just  what  Marti-Ibanez  said 
that  made  him  so  captivating  a writer  and 
teacher,  but  like  many  other  great  writers,  also 
the  manner  in  which  he  expressed  himself.  The 
following  quote  describes  his  birthplace  of  Car- 
tagena: 

It  is  a small  city  bathed  by  the  shimmering 
azure  waters  of  that  limpid  Latin  lake  of  an- 
cient gods  and  Homeric  heroes  and  contains 
many  ancient  vestiges  of  the  old  Tartessian 
civilization  dating  back  several  thousands  of 
years.... After  rambling  for  hours  through  the 
hills,  I would  stretch  out  on  the  smooth  carpet 
of  pine  needles  beneath  the  trees,  through 
which  the  sun  pinned  golden  medals  on  the 
brown  breasts  of  the  mountains,  and  dreamily 
watch  the  white  clouds,  wandering  ships  of  fan- 
cy, slow-moving  and  plump,  like  a herd  of  cat- 
tle wearily  crossing  the  blue  meadows  of  the 
heavens.  As  I recall  those  moments,  I can  smell 
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the  mountain  lavendar,  thyme,  and  rosemary, 
and  each  scent  is  an  invitation  to  muse.® 

I suppose  much  of  his  writing  could  be  criticized 
for  its  romantic  and  stylized  prose,  and  its  im- 
practical and  improbable  yearnings.  And  yet,  it 
is  this  combination  of  the  humanist  and  vision- 
ary that  we  need  to  properly  balance  the  medi- 
cine of  today. 

Dr.  Felix  Marti-Ibanez  died  suddenly  of  a coro- 
nary occlusion  May  24,  1972,  in  New  York  City. 
His  magazine,  MD,  lives  on  as  part  of  his  legacy. 
It  is  hoped  that  other  creative  people  will  con- 
tinue in  his  footsteps,  stressing  historical,  ethi- 
cal, and  humanistic  aspects  of  medicine. 

In  one  of  his  essays.  Dr.  Marti-Ibanez  described 
how  he  read  and  wrote,  how  he  put  “The  ship  in 
the  bottle.”  It  ends, 

I wrote  this  essay  with  a pencil  and  a pad  of 
yellow  paper.  I look  at  them  both  tenderly.  For 
thanks  to  these  humble  tools,  pencil  and  paper, 
I am  a free  man.® 

References 
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FOR  SALE: 

1986  Mercedes  560SL 
Midnight  blue 
with  cream  interior. 

26,000  miles, 
excellent  condition 
For  more  information, 
please  call 

Angela:  652-3490. 
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Medical  Ethics 


COMMON  FALLACIES  MADE  IN  DEALING 
WITH  THE  TERMINALLY  ILL  PATIENT 


• YOU  CAN’T  QUIT  ONCE  YOU  START:  On 
the  contrary,  life-sustaining  treatment  can  be 
stopped  if  it’s  discovered  that  the  patient  doesn’t 
want  it,  he  said.  For  example,  CPR  should  be 
stopped  if  the  patient’s  family  produces  a living 
will  indicating  that  the  patient  doesn’t  want  the 
procedure.  If  it’s  continued,  “the  next  person  to 
be  there  will  be  the  lawyer,  bless  his  heart,”  he 
said. 

• IT’S  ILLEGAL  TO  STOP  LIFE- 
SUSTAINING  TREATMENT  WITHOUT  A 
COURT  ORDER:  “What  you  need  is  a court  or- 
der to  DO  something  that  is  unwanted,”  he  said. 

• DON’T  BE  THE  ONE  TO  GIVE  THE  LAST 
DOSE  OF  MORPHINE:  “The  person  who  gives 
the  last  dose  of  morphine  is  not  the  killer.  The 
morphine  is  not  the  killer.  It’s  the  disease  that  is 
killing  the  patient,”  he  noted.  “We  know  that 
death  can  be  accelerated  by  giving  sedatives.  This 
is  a choice  that  patients  may  choose.  In  my  case, 
if  I’m  dying  of  something  painful,  I want  to  go  a 
little  quicker  and  a little  less  painfully,  rather 
than  have  the  death  prolonged  just  so  I can  ex- 
perience every  awful  moment  of  it.” 


Dr.  Victoroff  is  associate  clinical  professor  in  the  Department  of  Family  Medi- 
cine at  The  University  of  Colorado  School  of  Medicine.  He  serves  as  chairman  of 
the  hospital  ethcis  committee  there.  He  shared  his  “fallacy  hall  of  fame”  - 
inaccurate  opinions  sometimes  heard  in  hospital  ethics  committee  meetings-in 
a presentation  on  primary  care  ethics  at  the  American  Academy  of  Family  Prac- 
tice’s State  Officers’  Conference  last  April  in  Kansas  City,  Mo.  This  material  is 
reprinted  with  permission  from  the  July  1988  AAFP  Reporter. 


Michael  S.  Victoroff,  M.  D. 

• A PATIENT  CANNOT  REFUSE  A TREAT- 
MENT: Whatever  it  is-fluids,  massage,  enemas, 
antibiotics-“they  can  refuse  it,”  he  said.  There 
are  exceptions,  such  as  the  court-ordered  extrac- 
tion of  a piece  of  evidence-a  bullet-from  an  al- 
leged felon.  Without  such  legal  sanction,  a 
physician  who  imposes  a procedure  on  a compe- 
tent patient  is  doing  so  illegally,  he  said. 

• AN  IV  SHOULD  BE  STARTED,  FOR  COM- 
FORT: Artificial  hydration  or  adjustment  of 
potassium  level  usually  doesn’t  have  anything  to 
do  with  comfort,  he  said.  “In  fact,  dehydrated 
death  is  one  of  the  more  merciful  deaths  that  we 
have-infinitely  more  merciful  than  polysurgery 
or  overhydration  death.” 

• A DOCTOR  CAN  USUALLY  TELL  WHAT  A 
PATIENT’S  WISHES  ARE:  Studies  have  indicat- 
ed that  only  about  50  percent  of  physicians  can 
accurately  predict  whether  patients  will  accept 
or  decline  a given  treatment,  even  if  they’ve 
known  the  patients  for  20  years,  he  said. 

• THEY  CAN’T  SUE  ME  FOR  SAVING 
THEIR  LIVES:  Physicians  who  insist  on  treat- 
ments, such  as  intensive  care,  that  patients  don’t 
want  are  setting  themselves  up  for  lawsuits,  he 
said. 

• THE  HIPPOCRATIC  OATH  REQUIRES  ME 
TO  SAVE  LIFE  WHENEVER  I CAN:  “The  oath 
doesn’t  say  anything  about  prolonging  life  to  the 
point  of  anguish,”  he  said.  “I’m  talking 
about... assisting  (the  patient)  with  having  the 
most  reasonable  kind  of  death  that  we  can  come 
up  with.” 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian  Medical  Center 

CARDIOLOGY  UPDATE 


designed  for  the  physician  and  provides  an  intensive  survey  of  the 
current  status  of  clinical  cardiology 


Wednesday 
March  1,  1989 
3:00  to  5:30  PM 


Controversy:  Should  All  Premature 
Ventricular  Beats  be  Treated  in  Patients 
with  Serious  Heart  Disease? 


MODERATOR:  Leonard  N.  Horowitz,  M.D. 
3:00-3:30  Yes  - Leonard  N.  Horowitz,  M.d. 


3:30-4:00  No  - Michael  S.  Feldman,  M.D. 


4:00-5:00  Case  presentations  - Fredric  Gerewitz,  M.D. 

Panel  discussion  - Nornam  Feinsmith,  M.D.,  Leonard  N. 
Horowitz,  M.D.,  Terry  Langer,  M.D., 

Adrian  S.Weyn,  M.D.,  Jan  R.  Weber,  M.D. 

Steven  J.  Nierenberg,  M.D. 


• No  Registration  Fee  • Reception  following  session 

• CME  Credits'  • Call  for  Reservation  662-8627 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parkin^z  A\  ailahlc  (at  discount  rate). 


The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  to  sponsor  continuing  education  for  physicians.  The  Univer- 
sity of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit 
hours  per  session  in  Category  I of  the  Physicians  Recognition  Award  of  the  AM  A. 


i*  ® 


When  you  recommend 
Glasrock  Home  Health  Care, 
everyone  breathes  easier. 


Glasrock  is  America’s  leading  home  respiratory  clock  care  to  help  your  patients  breathe  easier, 

company  with  over  300  local  facilities.  In  addition  to  You’ll  also  find  we  can  help  you  breathe  easier,  too. 
our  impressive  inventory  of  in-home  oxygen  and  with  follow-up  reports,  insurance  assistance  and 

durable  medical  equipment,  we  also  deliver  the  quick  response  to  requests.  Because  at  glasrock, 

highest  level  of  reliable,  conscientious,  round  the  we’re  not  just  at  yom*  side.  We’re  on  your  side. 


Glasrock  Home  Health  Care 


2610-B  Capitol  Trail 
Meadowood  II  Shopping  Center 
Newark,  DE  19711 
302-454-9976 


BOC  Health  Care 


SAY....  ACURA 

Your  prescription  for  feeling  great!  Faulkner  Acura  brings  out  the  best  in  you . . . with 
precision  engineering,  luxury  sports  sedan  appointments  and  response.  A total 
package  of  dependability  at  less  than  you’d  expect  to  pay  for  such  outstanding 
automotive  performance.  AH!  You’ll  love  it! 


EXTRA  SPECIAL  LEASING  OPTIONS  ON  SELECTED  ACURA  LS  MODELS 

SALES  • SERVICE  • LEASING 


DUPONT  HIGHWAY  - 
ONE  MILE  SOUTH 
OF  AIRPORT 


FAUIKNER 

ACURA 


323-1100 


Twenty-Third  Annual  Main  Line  Conference 

Thursday.  Friday  and  Saturday 
April  13,  14  and  15.  1989 

THE  AMERICAN  COLLEGE  • BRYN  MAWR,  PA. 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 


PROGRAM  INCLUDES: 

• Diabetes 

• Digitalis  Intoxication 

• Genitourinary 

• Geriatrics 

• Gynecology 

• Hypertension 

• Infections 

• Optimal  Tests 

• Optimal  Therapy 

• The  Back 

• The  Lower  Extremity 

• And  More 

• Plus  20  Concurrent  Clinics 

ACCREDITATION: 

AMA 

As  an  organization  accredited  by  the  Acc  reditation  Council  for  Continuing 
Medical  Education  (ACCME)  for  its  continuing  medical  education  program, 
Jefferson  Medical  College  designates  this  activity  as  meeting  the  criteria 
for  19  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association 

AAFP 

This  program  has  been  reviewed  and  is  acceptable  for  19  Prescribed  hours 
by  the  American  Academy  of  Family  Physicians. 

AOA 

Approved 


GUEST  SPEAKERS 

Stanley  J.  Brody,  M.D. 

Professor  of  Physical  Medicine  and 
Rehabilitation  in  Psychiatry 
Hospital  of  the  University  of 
Pennsylvania  School  of  Medicine 
Peter  L.  Friedman,  M.D.,  Ph.D. 

Director  of  Clinical  Electrophysiology 
Laboratory 

Cardiovascular  Division 
Brigham  and  Woman's  Hospital 
Boston,  MA 
Michael  Sugarman 
Physician  Management  Consultant 
New  York,  NY 

Frederick  S.  Sunderlin,  M.D. 

Vice  President  and  Director 
of  Medical  Education 
Associate,  Department  of  Endocrinology 
Geisinger  Medical  Center 
Kristene  E.  Whitmore,  M.D. 

Acting  Chairman,  Department  of  Urology 
Graduate  Hospital 

FOR  INFORMATION  WRITE: 

Harold  J.  Robinson,  M.D. 

Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pennsylvania  19010 

Registration  Fee:  $235.00 
(includes  3 luncheons,  cocktails  and  dinner) 


✓ > 

III  Rehabilitation  Consultants,  Inc. 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Owners: 

Robert  Catalano,  M.A.,  P.T. 

I.  Favel  Chavin,  M.D. 

Anthony  L.  Cucuzzeila,  M.D. 

Pierre  L.  LeRoy.  M.D. 

itaiov  Monteieone.MD  Rehabilitation  Consultants,  Inc. 


Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Ba\Tiard  Boulev^ard,  Wilmington 
(302)655-5877 

ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrv^sler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Since  1970 


J 


V. 


Hie  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists; 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.,  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Staii&ey 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


IS  THERE  A SOLUTION  TO  HIGH  HEALTH  CARE  COSTS? 


The  lead  editorial  in  the  News- Journal  of  Mon- 
day, February  6,  1989,  reads  in  part  as  follows: 
“What  we  do  know  is  that  there  are  37  million 
Americans  with  inadequate  access  to  medical 
care  because  they  lack  the  means  to  pay  for  it.” 
One  could  raise  several  questions  about  the  ac- 
curacy of  that  statement,  but  in  a nation  of  230 
million  people  this  represents  16%  of  the  popu- 
lation. The  editorial  goes  on  to  estimate  the  an- 
nual medical  bill  of  the  remaining  84%  as  550 
billion  dollars,  and  cites  a proposal  to  solve  the 
problem  by  an  additional  expenditure  of  fifteen 
billion,  a 2.7%  increase.  I suppose  there  may  be 
people  who  actually  believe  that  you  can  increase 
the  number  of  people  cared  for  by  15%  at  a cost 
increase  of  2.7%,  but  I personally  have  some  skep- 
ticism about  it. 

In  the  first  place  I think  we  need  to  consider 
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that  as  a group  these  37  million  probably  do  not 
represent  the  most  competent  segment  of  our  so- 
ciety. Bad  luck  is  not  the  only  reason  for  poverty, 
nor  is  poverty  the  only  reason  for  lack  of  access 
to  medical  care.  Consider  ignorance,  bad  judg- 
ment, alcohol,  drugs,  rural  isolation,  psychiatric 
maladjustments,  broken  homes;  but  whatever 
the  reason  for  their  lack  of  care,  one  thing  is  very 
clear.  As  a whole,  the  medical  care  of  these  peo- 
ple is  more  expensive  than  average,  not  less  so. 

Ten  or  twenty  years  ago  it  was  commonly  ac- 
cepted that  one  good  family  doctor  with  a single 
nurse/secretary  could  care  for  65  patients  a day. 
I believe  that  even  today,  many  good  primary  care 
physicians  are  doing  this  day  in  and  day  out. 
However,  in  a community  health  center  spon- 
sored by  the  government,  one  doctor  with  two 
nurses  (in  case  one  gets  sick),  a receptionist,  a 
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medical  records  clerk,  a billing  clerk,  a social 
worker,  a medical  educator,  a secretary,  and 
sometimes  even  a laboratory  assistant-all  work 
hard  to  see  30  patients  a day,  filling  out  all  the 
forms  required  by  the  Federal  Government,  the 
State  Government,  the  Health  Department,  third 
party  insurers,  the  Professional  Review  Organi- 
zation, and  the  Quality  Assurance  Program. 
Moreover,  30  patients  a day  exceeds  the  Federal 
guidelines  of  the  number  of  patients  they  expect 
the  doctor  to  see  per  day!  When  you  add  to  those 
costs  the  defensive  medicine  x-rays,  laboratory 
work,  and  documentation  made  necessary  by  our 
judicial  system  just  to  keep  the  doctor  out  of  the 
courtroom  and  on  the  job,  is  it  any  wonder  that 
the  cost  of  “medical  care”  is  going  up  faster  than 
inflation?  Until  our  society  regains  some  sanity 
it  will  continue  to  go  up.  Contributing  to  the  rise 
is  the  fuzzy  headed  thinking  that  sells  our  legis- 


lators a bill  of  goods,  talking  them  into  believing 
that  a 16%  increase  in  the  number  of  people 
served  can  be  achieved  with  a 2.7%  increase  in 
cost. 

If  we  conservatively  estimate  that  the  cost  of  an 
additional  37  million  deprived  and  difficult-to- 
serve  persons  will  be  twice  the  cost  of  the  aver- 
age competent  citizen,  let  us  run  through  a very 
simple  calculation.  One  hundred  ninety-three 
million  people  at  550  billion  dollars  is  $2,850  per 
person.  The  additional  37  million  at  twice  that 
cost  or  $5,700  each,  will  come  to  a total  of 
$210,900,000,000.  No  one  can  really  believe  that, 
or  rather,  they  don’t  want  to  believe  it,  so  they  will 
go  ahead  and  then  blame  the  doctors  for  the 
“rise”  in  health  care  costs. 

E. Wayne  Martz,  M.D. 

Editor 


HERE'S  ONE  DOCTOR 
WHO  WON'T 
PAY  HIS  MALPRACTICE 


PREMIUMS 
THIS  YEAR. 


The  Army  covers  that  for  him.  As  an  Army 
Physician,  there  are  a lot  of  worries  associated 
with  private  practice  that  he  won’t  have  to 
contend  with,  such  as  excessive  paperwork, 
arid  the  overhead  costs  incurred  in  mnning  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly 
rewarding  experience.  The  Army  offers  varied 
assignments,  chances  to  specialize,  to  further  your 
education,  and  to  work  with  a team  of  dedicated 
health  care  professionals,  plus  a generous  benefits 
package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your 
local  Army  Medical  Department  Counselor  for 
more  information. 

Call  Collect:  301-962-3033/3036 

ARMY  MEDICINE. 
BEALLYOUCANBE. 
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I DELEGATE'S  REPORT:  1988  INTERIM  MEETING  OF 
THE  AMA  HOUSE  OF  DELEGATES 


The  interim  meeting  of  the  AMA  House  of 
Delegates  was  held  in  Dallas,  Texas,  from  Decem- 
ber 4 through  December  7, 1988.  The  Medical  So- 
ciety of  Delaware  was  represented  by  Delegates 
Daniel  Alvarez,  M.D.,  Favel  Chavin,  M.D.,  Peter 
Coggins,  M.D.,  and  Alternate  Delegates  Alfonso 
Ciarlo,  M.D.,  and  Martin  Cosgrove,  M.D.. 

The  AMA  House  of  Delegates  seated  423 
delegates,  including  336  representing  state  med- 
ical associations,  77  representing  national 
specialty  societies,  and  10  section  and  service 
delegates  representing  students,  medical  schools, 
residents,  military  physicians,  the  USPHS,  and 
the  Veterans  Administration. 

Delegates  considered  66  reports  and  129  reso- 
lutions. The  greatest  time  and  effort  of  the 
delegates  was  devoted  to  the  meeting’s  major 
items  of  business,  the  Resource-Based  Relative 
Value  Scale.  In  fact,  a change  in  the  usual  agen- 
da was  made  so  that  the  Reference  Committee 
dealing  with  the  RBRVS  could  meet  on  Sunday 
afternoon  as  well  as  Monday  morning,  giving  all 
delegates  an  opportunity  to  listen  and  to  be 
heard.  It  appeared  to  the  Delaware  Delegation 
that  nearly  every  specialty  society  addressed  the 
Reference  Committee  in  regard  to  the  effects  of 
the  RBRVS  to  their  specialties.  In  spite  of  what 
seemed  to  be  arguments  that  were  self-serving  to 
the  various  specialties,  the  overwhelming  atti- 
tude was  that  the  Harvard  RBRVS  was  a good  ba- 
sis on  which  an  indemnity  payment  schedule 
could  be  founded. 

Consequently,  the  House  of  Delegates  subse- 
quently approved  several  recommendations 
regarding  the  RBRVS.  First,  the  AMA  reaffirmed 
its  policy  to  support  a fair  and  equitable  indem- 
nity payment  under  which  physicians  could  es- 
tablish their  own  fees  and  Medicare  could 
establish  payments,  using  an  appropriate  RVS 
based  on  resource  costs,  monetary  conversion  fac- 
tor, and  conversion  factor  multipliers.  Second,  the 
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House  officially  accepted  the  Harvard  RBRVS 
study  as  an  acceptable  basis  for  a Medicare  in- 
demnity payment  system,  but  noted  that  the 
study  would  require  expansion,  correction,  and 
refining.  Third,  the  AMA  was  instructed  to  work 
with  the  national  specialty  societies,  PPRC, 
HCFA,  and  Congress,  in  order  to  modify  the  Har- 
vard study  and  to  assist  its  implementation  in  a 
timely  fashion. 

It  is  the  impression  of  the  Delaware  Delegation 
that  much  more  work  will  be  necessary  before  the 
RBRVS  can  be  implemented.  There  are  bound  to 
be  numerous  concerns  by  the  various  specialties, 
but,  if  the  cooperative  spirit  of  the  Delegates  at 
the  Interim  Meeting  is  any  indication,  it  would 
appear  that  the  RBRVS  can  be  equitably  im- 
plemented with  the  input  of  the  profession.  This 
method  is  highly  preferred  to  one  in  which  the 
matter  could  be  entirely  decided  by  Washington. 
In  fact,  the  House  specifically  recognized  that  the 
AMA  is  the  only  organization  which  has  the 
resources,  experience,  and  broad  representation, 
to  represent  the  collective  interests  of  medicine. 
The  House,  therefore,  directed  the  AMA  to  take 
a strong,  positive  leadership  role,  including  all 
medical  specialties,  in  those  decisions  needed  for 
the  implementation  of  a new  fee  schedule. 

Other  points  recommended  by  the  House 
regarding  the  RBRVS  included  reaffirmation  of 
the  AMA’s  strong  support  of  the  physician’s  right 
to  decide  on  an  individual  claim  basis,  whether 
or  not  to  accept  assignment,  to  oppose  MAACs  or 
any  similar  limits,  and  to  discuss  fees  with  pa- 
tients. Further,  the  House  recommended  that  a 
Medicare  indemnity  payment  system  be  im- 
plemented through  a blending  transition  in  or- 
der to  minimize  disruptions  and  complexities. 
The  House  recommended  that  the  RBRVS  should 
recognize  geographic  differences  in  practice  costs, 
and  that  liability  insurance  premiums  should  be 
treated  separately  in  considering  costs.  In  addi- 
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tion,  although  specialty  differentials  should  be 
avoided,  in  cases  where  there  are  substantial 
difference  in  resource  costs  (practice  and  training 
costs),  specialty  differentials  should  be 
recognized. 

According  to  the  House  of  Delegates,  the 
RBRVS  should  not  be  used  by  Medicare  in  any 
way  which  would  result  in  freezing  or  cutting 
Medicare  expenditures  or  in  rationing  health 
care  for  Medicare  beneficiaries. 

In  other  business,  it  was  announced  that  the 
AMA  continues  to  work  on  pilot  programs  to  in- 
troduce the  RCT  (Registered  Care  Technologist). 
However,  a resolution  introduced  by  the  New 
York  Delegation  and  passed  by  the  House  calls 
for  the  AMA  to  continue  to  seek  other  possible  so- 
lutions for  the  nurse  shortage  and  to  attempt  to 
do  so  in  conjunction  with  the  various  nursing  or- 
ganizations, including  the  AMA. 

Of  note  regarding  the  AMA’s  goal  of  promoting 
good  health  for  Americans,  the  House  approved 
a resolution  asking  the  AMA  to  seek  legislation 
that  would  require  the  posting  of  signs  warning 
the  public  of  the  dangers  of  alcohol  to  pregnant 
women  wherever  alcoholic  beverages  are  sold. 
The  House  also  approved  a resolution  asking  the 
AMA  to  continue  telling  the  U.S.  Olympic  Com- 
mittee of  its  opposition  to  Boxing,  and  ask  that 
committee  to  transmit  a request  to  the  Interna- 
tional Olympic  Committee  that  Boxing  be  elimi- 
nated as  an  Olympic  sport. 

Perhaps  the  most  sensational  of  all  the  issues 
discussed  at  the  Interim  Meeting  was  a resolu- 
tion submitted  by  the  resident  Physicians  Section 
which  dealt  with  the  sexual  harassment  and  ex- 
ploitation between  medical  trainees  and  faculty 
supervisors.  After  much  debate  of  ethical  issues, 
the  House  approved  an  amended  resolution  that 
asks  the  AMA  to  study  the  problem  and  en- 
courage Residency  Review  Committees  to  estab- 
lish a mechanism  for  identifying  and  eliminating 
sexual  harassment  and  exploitation. 

Business  was  conducted  by  the  House  regard- 
ing ongoing  problems  with  liability  insurance, 
“Medically  Unnecessary”  statements  from  Medi- 
care, and  Nursing  Homes,  among  others.  In 
general,  there  was  no  other  really  new  policy  or 
any  great  change  in  policy  made  by  the  House. 

The  1989  Fiscal  Budget  of  the  AMA  was  consid- 
ered. It  included  operating  revenues  of 
$187,440,000  and  expenses  of  $185,060,000,  leav- 
ing an  estimated  $500,000  for  taxes  and 
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$1,880,000  or  1 percent  of  revenues. 

The  House  of  Delegates  was  addressed  by 
James  E.  Davis,  M.D.,  AMA  President  who  called 
the  proposed  Registered  Care  Technologist  an 
“idea  whose  time  has  come”,  and  asked  the  mem- 
bers to  give  it  a chance.  He  also  urged  physicians 
to  work  together  to  modify  and  implement  the 
RBRVS.  He  asked  physicians  to  “remain  unified 
and  not  split  into  warring  factions”  which  would 
do  much  harm  to  the  profession. 

A major  policy  speech  given  to  the  House  by 
Charles  F.  Rule,  of  the  Antitrust  Division  of  the 
United  States  Justice  Department,  was  received 
with  less  enthusiasm  than  that  of  Dr.  Davis.  Mr. 
Rule  warned  that  physicians  will  face  felony 
criminal  charges  if  they  fix  fees,  allocate  patient 
territories,  or  boycott  insurers.  He  said  that  ig- 
norance of  antitrust  laws  or  claims  that  actions 
were  taken  for  the  good  of  the  patient,  will  be  no 
defense.  His  entire  text  is  available  through  the 
Medical  Society  of  Delaware,  and  should  be  read 
by  every  physician.  If  there  were  any  thoughts 
that  physicians  are,  by  virtue  of  their  altruistic 
profession,  immune  from  prosecution,  Mr.  Rule’s 
speech  should  certainly  dispel  such  ideas. 
Although  the  text  is  explicit,  the  Delaware  Dele- 
gation believes  that  the  impact  created  by  its 
delivery  can  not  be  duplicated  when  read  from  a 
paper. 

As  always,  this  report  is  not  intended  to  cover, 
in  any  detail,  any  or  all  of  the  actions  of  the  House 
of  Delegates  at  the  1988  Interim  Meeting.  It  is 
only  submitted  as  a summary  of  those  issues 
which  seemed  most  important  to  the  profession 
and  any  which  might  have  special  significance 
for  the  Medical  Society  of  Delaware.  Those  in- 
terested may  refer  to  the  December  16  issue  of  the 
American  Medical  News  for  more  detailed 
reports. 

The  Delegates  and  Alternates  from  Delaware 
were  proud  to  represent  the  Medical  Society  of 
Delaware  at  the  Interim  Meeting.  They  would  be 
glad  to  respond  to  any  questions  or  suggestions 
from  members.  In  addition,  they  invite  any  mem- 
ber of  the  Medical  Society  of  Delaware  to  accom- 
pany them  to  the  next  meeting  in  Chicago  from 
June  18  through  June  22, 1989.  Any  member  of 
the  AMA  may  observe  the  House  and  may  speak 
in  the  Reference  Committee  Meetings  as  well  as 
in  corridor  discussions. 

Daniel  A.  Alvarez,  M.D. 

Delegate  to  the  AMA 
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FOR  SALE: 

Late  1986  BMW  325 
5 Speed,  Antilock  brakes, 
fully  loaded,  with 
cassette  player, 
29,000  miles, 
mint  condition 
Asking  $15,500 
For  more  information, 
please  call 

323-1528. 


FOR  SALE 

Medical  Examining 
tables:  general  and 
pediatric  with  scale. 
Mahogany  Cabinets 
and  other 

miscellaneous  office 
furniture.  For 
information  call 
798-0948. 


DESIGNING 
YOUR  RETIREMENT 

PROGRAM 

H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 

As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  complexities  of  designing — and  administering — retirement  plans. 

That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 

Creative  retirement  planning  provides  a brighter  future. 

mington  Financidl  Group 

201  Topkis  Building  • 100  Chapman  Road  • PO.  Box  8118  • Newark,  Delaware  19714  • (302)  731-7350 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


t:efQclor 


Pulvules® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  ceclor  should  8E  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrhea).  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever).  1.5%: 
usually  subside  within  a few  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  contusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  kkkbsli 

Additional  information  available  from  Pv  2351  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 


Call  Us... 

and  find  out  why  Delawareans  are 
choosing  Happy  Harry’s  as  their  source 

ot  Durable  Medical  Equipment .. 

The  Customer  Oriented,  Full-line  Supplier, 
bound  to  Quality  and  Service.., 

The  Exceptionally  Dependable, 

single  source  for  DME... 


HOME  HEALTH 

CARE  SERVICE 

EVERYTHING  FOR  YOUR 
16-A  TROLLEY  SQUARE 

P] 

PATIENT  S GOOD  HEALTH 
WILMINGTON,  DE  19806 

(302)  654-3019 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORTORATED 


Complete  Auidiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 


100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR.  NORMAN  B.  ROBINSON,  M.D. 


PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
pnysicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives: 

• Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

• Provide  insured  physicians  with  financial  protection. 

• Stabilize  rates  for  participants  in  the  program. 

•Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  tias  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
become  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

“CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.’’ 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  is  one  of  America’s  leading  financial  institutions. 

With  over  $19.6  billion  in  assets  and  $1 .9  billion  in  surplus 
they  have  the  size  and  resources  to  adequately  finance  - 
professional  liability  programs.  You  can  count  on  them  to:  > 
stay  in  the  market  and  be  there  when  you  need  them.  T 

CNA’s  financial  standing  and  stability  have  not  gone  ‘ •; 
unnoticed.  Continental  Casualty  Company,  CNA’s  t '■ 
primary  professional  liability  underwriter,  has  an  A-f-  i - 
rating  — the  highest  rating  available  from  A.M.  Best, 
the  definitive  source  for  information  on  insurance 
organizations.  This  rating  represents  a very  significant  ^ 
barometer  for  CNA’s  financial  and  operating  strength. 

I-' 

Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  coverage 
for  damages  arising  from  the  performance  of  or  failure 
to  perform  professional  services  in  your  capacity  as  a 
physician  or  surgeon,  or  the  performance  of  professional 
medical  services  by  any  person  or  organization,  includinc 
nurses,  nurse  anesthetists,  physician  assistants,  and 
others  for  whose  acts  or  omissions  you  are  legally  liable. 


Liability  limits  available: 
Per  Claim  Limits 


1.31,000,000 

2.31,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAIL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period: 

A.  death  or  total  and  permanent  disability  occurs;  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  I PA,  or  other  similar 
.dorganizations  but  only  for  such  liability  as  is  attributable 
:e  ftothe  CNA-insured  physicians’  negligence. 

' Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist 
: Medical  Aide 
R.N. 

L.P.N. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 
Medical  Laboratory  Technician 
Research  PhD 


Optometrist 
Pharmacist 
O.R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
jl  each  individual. 


ifii  Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 

Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured’s 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA. 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  coverage. 


Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

PO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 
1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 


Harry  S.  Wilson,  Inc. 
1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 


CNA 

For  All  the  (’ommitment.s  You  Make- 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 
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We  can  help  you 
get  to  the  heart 
of  the  problem 


When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


\ 


CONSULTANTS: 


Paul  C.  Pennock.  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon.  M.D. 
Arthur  W.  Colboum,  M.D. 
Michael  E.  Stillabower,  M.D. 
Barry  S.  Denenberg,  M.D. 
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DMGNOSTIC 

CENTER 


Suite  214 

Limestone  Medical  Center 
1941  Limestone  Road 
Wilmington,  DE  19808 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wilmington,  DE  19810 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1988 
PART  II 


REPORTS  OF  SPECIAL  COMMITTEES 


Committee  on  Aging 

The  Committee  on  Aging  remained  very  active 
during  the  past  year.  Monthly  meetings  were  well 
attended  by  the  regular  committee  members,  and 
key  personnel  from  outside  agencies  were  regu- 
larly in  attendance  including  such  guests  as 
Eleanor  Cain,  the  Director  of  the  State  Division 
of  Aging,  and  Norma  Shaw  from  the  State  AARP. 

In  December  the  Committee  on  Aging  co- 
sponsored a half-day  geriatric  medical  symposi- 
um along  with  the  Department  of  Family  Prac- 
tice and  the  Department  of  Medicine  of  the 
Medical  Center  of  Delaware.  This  program  had 
an  excellent  attendance  and  appeared  to  be  well 
received  by  the  medical  staff. 

A half-day  symposium  entitled  “Health  Care 
Issues  for  an  Aging  Population”  was  presented  in 
May.  This  program  centered  around  a panel  dis- 
cussion concerning  insurance  issues  including 
long-term  care.  Present  at  that  round  table  dis- 
cussion was  David  N.  Levinson,  the  State  Insur- 
ance Commissioner.  The  remainder  of  the 

Del  Med  Jrl,  February  1989-Vol.  61,  No.  2 


symposium  was  dedicated  to  specific  medical  is- 
sues including  a discussion  on  the  early  detection 
of  cancer  presented  by  Charles  Smart,  M.D.  from 
the  National  Cancer  Institute. 

This  committee  was  closely  involved  with  the 
activities  of  Dr.  Stephen  Permut,  Chairman  of  the 
New  Castle  Medical  Society  Community  Affairs 
Committee.  We  participated  actively  in  two  news 
conferences  involving  issues  related  to  the  aging. 

The  committee  plans  to  continue  our  close  liai- 
son with  the  Delaware  Chapter  of  the  AARP.  We 
are  presently  re-thinking  our  program  involving 
health  care  issues  for  the  aging  with  the  broad 
goal  of  developing  more  enthusiasm  within  the 
community,  perhaps  by  selecting  a specific  por- 
tion of  this  population.  At  any  rate,  we  will  con- 
tinue to  stress  the  public  awareness  of  the 
Medical  Society  of  Delaware’s  concern  for  the 
problems  of  the  elderly. 

Robert  G.  Altschuler,  M.D. 

Chairman 

(The  report  was  filed.) 
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Alternative  Methods  of  Health  Care 

^Delivery  and  Health  Planning 
This  committee  continues  to  serve  at  the  discretion 
of  the  President  of  the  Board  of  Trustees  of  the  Medi- 
cal Society  of  Delaware  and  has  had  no  formal  meet- 
ings in  1988.  However,  it  may  be  necessary  for  this 
committee  to  meet  during  the  coming  year  to  analyze 
the  various  Independent  Practice  Associations  in  Dela- 
w'are  and  to  make  recommendations  to  the  members 
of  the  Society  regarding  these  organizations.  This  mat- 
ter will  be  discussed  further  with  the  incoming  Presi- 
dent and  the  committee  may  again  become  active  in 
the  upcoming  year. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  adopted  with  the  Reference  Commit- 
tee’s recommendation  that  in  the  upcoming  year  the 
Committee  on  Alternative  Methods  of  Health  Care 
Delivery  and  Health  Planning:  1)  Collect  data  and  in- 
formation on  contracts  of  the  various  health  main- 
tenance organizations  (HMOs)  in  Delaware;  2)  Review 
these  contracts  and  distribute  to  the  membership  in- 
formation regarding  the  contracts  so  as  to  enable  the 
individual  physician  to  better  make  a judgment 
regarding  the  contracts  and  participation  within  the 
framework  of  those  contracts;  3)  Use  the  AMA’s  legal 


department  as  a source  of  review  for  recommendations 
regarding  particular  HMO  contracts;  and  4)  Inves- 
tigate the  possibility  of  the  committee  legally  acting 
as  an  ombudsman  in  deal  ing  with  the  various  HMOs. ) 

Ancillary  Professionals  Committee 

There  have  been  no  formal  meetings  of  the  An- 
cillary Professionals  Committee  during  the  past 
year. 

Last  year  the  committee  was  asked  to  inves- 
tigate state  licensure  of  ancillary  professionals 
to  determine  to  what  degree  licensure  protects 
the  public  and  to  what  degree  it  increases  per- 
sonal status  of  the  individuals  involved  and  the 
likelihood  of  third-party  reimbursement. 
However,  we  feel,  in  light  of  the  current  climate 
in  Dover  that  it  is  not  politic  to  pursue  this  mat- 
ter at  this  time. 

Physicians  who  have  specific  concerns  regard- 
ing ancillary  professionals  or  legislation  that  has 
been  proposed  are  encouraged  to  communicate 
with  the  committee. 

Ignatius  J.  Tikellis,  M.D. 

Chairman 

(The  report  was  filed.) 


‘ ‘And  in  whatever  part  of  the 
body  heat  or  cold  is  seated 
there  is  disease” 

Hippocrates 

Pierre  L.  LeRoy,  M.D.,  F.A.C.S.,  C.C.E., 
Medical  Director 


MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 
INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION 


The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 


FOR  MORE  INFORMATION 
CALL  OR  WRITE: 

R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laboratory 
(302)  738-0262 


* 25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 
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Charitable  Services  Committee 

During  the  past  year,  the  Charitable  Services  Com- 
mittee’s efforts  were  directed  toward  attempts  at  estab- 
lishing  a health  program  for  the  aged  and 
underprivileged  at  the  Claymont  Community  Center. 
Some  30  physicians  indicated  their  interest  in  assist- 
ing in  this  program,  which  would  include  family  prac- 
titioners, internists,  and  surgeons  as  well  as  surgical 
specialists.  The  problem  of  insurance  coverage  for  the 
effort  was  solved  through  the  Medical  Society  of  Dela- 
ware Insurance  Services. 

The  second  problem,  that  of  Public  Health  Nursing 
coverage,  continues  to  be  the  major  stumbling  block 
towards  the  delivery  of  health  care  at  the  Claymont  fa- 
cility at  this  time.  The  Division  of  Public  Health  has 
indicated  that  at  some  future  date,  requests  for  addi- 
tional nursing  positions  in  the  state  budget  may  allow 
for  coverage  for  the  program. 

As  far  as  the  international  aspect  of  charitable  serv- 
ices is  concerned,  there  is  consideration  of  development 
of  a program  in  Central  America  if  and  when  the  in- 
coming Congress  sees  fit  to  fund  the  effort. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed.) 

II 

Even  they  need 
to  recuperate. 

Let  ’em  Take-a-Break. 

Your  staff  helps  others  recuperate  everyday,  right? 

Once  in  a while  they  could  use  a rest.  too.  Let  us 
help  make  it  enjoyable.  We  offer  a full  range  of 
food  and  beverage  services  that  make  break-time 
convenient  for  you  and  your  employees. 

OUR  SERVICES  INCLUDE: 

Vending  Machines 
Business  Catering 
Bottied  Water  & Cooiers 
Food  Management 
Microwave/Refrigerators 
Goodies  Snack  Service 
and  of  course 
our  Coffee  Services 

WE  SPECIALIZE  IN  A WHOLE  LOT 
MORE  THAN  GREAT  COFFEE 


TAKEABREAKi 


413  Eighth  Ave.  • Wilmington,  DE  19805  658-8571 
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Cultural  and  Historical  Committee/ 

Subcommittee  for  the  200th  Anniversary  of  the 
Medical  Society  of  Delaware 


The  Subcommittee  for  the  200th  Anniversary 
has  had  two  meetings  during  1988  to  plan  activi- 
ties for  the  coming  year. 

The  committee  includes: 

Barbara  Benson,  Ph.D.,  Harold  J.  Laggner,  M.D 
Historical  Society  Joseph  C.  MacKnight,  M.D. 
John  C.  Bradford,  Sr.,  D.O.  James  E.  Marvil,  M.D. 
Peter  R.  Coggins,  M.D.  Ms.  Claudia  Melson, 

Martin  J.  Cosgrove,  M.D.  State  Curator 

Leslie  M.  Dobson,  M.D.  Edgar  R.  Miller,  Jr.,  M.D. 
William  H.  Duncan,  MD.  Bemadine  Z.  Fhulshock,  M.D. 
Robert  B.  Flinn,  M.D.  Henri  F.  Wendel,  M.D. 
Carol  Hoffecker,  Ph.D., 

University  of  Delaware 

There  was  agi’eement  that  a symbolic  session  of  the 
House  of  Delegates  would  be  held  at  the  State  House 
in  Dover  on  May  13, 1989.  The  first  meeting  of  the  in- 
corporated Society  was  held  in  Dover  on  May  25, 1789. 
The  re-enactment  of  the  first  House  of  Delegates  meet- 
ing will  include  the  same  number  of  people  who  met 
with  Dr.  James  Tilton  in  1789.  Dr.  Duncan  has  volun- 
teered to  round  up  enough  horses  and  carriages  to 
deliver  the  costumed  group  to  the  State  House.  Since 
the  State  House  can  accommodate  only  around  a 
hundred  people,  some  of  the  delegates  and  guests 
would  have  to  be  seated  outside  on  the  lawn,  with  a 
closed  circuit  TV  system.  The  meeting  would  begin  at 
5 p.m.  and  be  followed  by  cocktails  and  a buffet  at  Wood- 
burn.  May  14th  will  be  the  rain  date. 

Dr.  John  Munroe,  a medical  historian  and  former 
professor  at  the  University  of  Delaware,  has  been  sug- 
gested as  a luncheon  speaker  for  the  regular  House  of 
Delegates  meeting  in  November  1989. 

The  committee  thought  about  devoting  the  scientif- 
ic program  to  colonial  medicine  but  concluded  that  one 
or  two  lectures  would  be  appropriate.  Dr.  Coggins  will 
be  chairman  of  the  Scientific  Session  at  the  200th  An- 
nual Meeting. 

The  annual  dinner  dance  in  November  1989  will  be 
a costume  ball,  and  there  will  be  no  charge  for  those 
attending  in  costume.  (Costumes  are  available  from 
rental  agencies.)  A member  of  the  committee  is  look- 
ing into  getting  a dance  troupe  to  instruct  those  in- 
terested in  learning  the  minuet  at  the  dinner  dance. 
Other  ideas  included  a fife  and  drum  corps,  waitress- 
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es  in  colonial  costumes,  and  horse-drawn  carriages. 

There  will  be  a special  issue  of  the  Delaware  Medi- 
calJournal  in  April  1989.  Dr.  Martz  is  working  on  a 
history  of  early  hospitals,  and  Dr.  Duncan  will  be  con- 
tributing an  article  on  physician  veterans. 

A new  history  of  the  Medical  Society  of  Delaware  is 
being  written  by  a graduate  student  under  the  super- 
vision of  Dr.  Carol  Hoffecker  at  the  University  of 
Delaware. 

An  exhibit  at  the  University  of  Delaware’s  Morris 
Libraiy  has  also  being  scheduled  by  Alice  Schreyer,  As- 
sistant Director  of  Libraries  for  Special  Collections. 
This  will  include  an  opening  reception  the  evening  of 
May  11,  1989. 

The  committee  will  continue  to  meet  to  plan  for  the 
Society’s  200th  anniversary. 

Peter  R.  Coggins,  M.D. 
Henri  F.  Wendel,  M.D. 
Co-Chairmen 

(The  report  was  filed  with  note  of  the  fact  that  the  date 


of  the  opening  reception  at  the  University  of  Delaware’s 
Morris  Library  has  been  changed  to  May  15,  1989.) 


Environmental  and  Public  Health  Committee 

This  committee  has  met  four  times.  Each  meet- 
ing has  had  invited  experts  to  discuss  current 
public  health  programs  and  problems  in  Dela- 
ware. The  committee  has  been  concerned  about 
how  to  communicate  some  of  the  very  significant 
and  important  items  which  have  been  discussed. 
While  physicians  may  not  need  to  be  aware  of  and 
utilize  many  public  health  issues  in  daily  prac- 
tice, they  are  looked  upon  as  leaders  in  health  by 
the  public.  They  should  know  enough  about  com- 
munity health  problems  to  advise  patients  and 
be  able  to  take  advantage  of  the  resources  avail- 
able to  prevent  or  control  disease. 

Items  covered  included  rabies,  with  its  immedi- 
ate danger  to  Northern  Delaware;  the  licensing 
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A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist 

the  Air  Force  may  have  o special  practice  tor  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  potients.  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


TOLL  FREE 
1-800-423-USAF 
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of  those  responsible  for  taking  diagnostic  x-rays 
whether  it  is  in  the  dentist’s  office  or  a hospital; 
how  the  Bureau  of  Environmental  Health  is  or- 
ganized; how  to  study  cancer  clusters;  the  results 
of  radon  testing  in  Delaware;  the  results  of  the  Du 
Pont  Company’s  Wellness  Program;  and,  most  re- 
cently, the  outstanding  work  of  Delaware’s  Solid 
Waste  Authority. 

The  Board  of  Trustees  has  agreed  to  the  sugges- 
tion of  the  committee  that  the  Governor  be  re- 
quested to  implement  a Wellness  Program 
among  its  own  employees  as  an  example  for  in- 
dustry as  well  as  the  demonstrated  benefits  to  the 
individuals  and  the  associated  improved  job  per- 
formance. 

The  Solid  Waste  Authority  is  concerned  about 
the  problems  with  disposal  of  infectious  medical 
wastes,  especially  in  the  pick-up  and  trucking  of 
such  wastes  to  a disposal  site.  A committee  has 
been  formed  on  which  a member  of  the  Environ- 
mental and  Public  Health  Committee  has  agreed 
to  participate  as  a representative  of  the  Society. 

Delaware’s  leadership  in  recycling  is  an  unsung 
wonder  in  the  Small  Wonder  State.  Delaware  has 
the  world’s  most  comprehensive  solid  waste  recy- 
cling plant,  which  not  only  is  doing  an  outstand- 
ing job  but  it  is  also  self-supporting. 

An  outline  of  some  of  the  more  important  find- 
ings of  the  committee  is  attached  to  this  report. 

In  the  future  it  is  hoped  that  the  committee  will 
find  better  ways  to  communicate  health  concerns 
between  those  responsible  for  monitoring  and 
controlling  them,  the  general  public,  and  the 
health  professionals  of  the  state.  The  committee 
has  tried  to  be  responsive  to  community  health 
problems  brought  to  its  attention  by  members  of 
the  state  society  who  should  be  encouraged  to  use 
the  committee  as  a communication  link,  when 
needed,  to  those  able  to  mount  interventions  to 
resolve  community  health  problems. 

In  view  of  the  number  of  new  physicians  in  the 
state,  the  Medical  Society  of  Delaware  is  urged 
to  stimulate  a program  to  orient  physicians,  es- 
pecially those  new  to  the  area,  to  the  state’s 
health  resources  whether  they  be  public,  private 
or  voluntary  health  programs  or  agencies.  There- 
fore the  committee  is  requesting  action  by  the 
Board  of  Trustees  and/or  the  House  of  Delegates 
to  establish  a planning  committee  to  accomplish 
the  above  objective 

Robert  W.  Frelick,  M.D. 

Chairman 
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Leasing 

For  Professionals! 

In  our  business  as  in  your  profes- 
sion, service  is  of  the  utmost  impor- 
tance. That  is  why  we  offer  the 
following  services: 

• Free  loaner  car 

• Paper  work  and  delivery  of 
the  car  completed  in  the 
privacy  of  your  home  or 
office 

• Cash  or  trade  for  your 
current  car 

• All  makes  and  models 

• Separate  service  facilities 

• Lease  terms  from  12  to  72 
months 

• Extended  service  contracts 

• Small  Fleet  management 

We  do  all  of  this  for  you  because 
your  time  is  as  important  to  us,  as  it 
is  to  you. 

So  when  you  are  ready  for  your 
next  car  or  truck,  call  us.  Let  us 
show  you  how  our  service  sets  us 
apart  from  the  rest. 

From  the  ultimate  luxury  of  a Rolls  Royce 
to  the  economy  of  a Hyundai. . . 
“YOU  NAME  IT  WE  LEASE  IT” 

Delaware 
Auto  Leasing 

1605 Pennsylvania  Ave. , Wilmington 
Phone  (302)  656-3154 
FAX  Number  (302)  656-4709 
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(The  report  and  the  attachment  that  follows  was 
filed  with  commendation  to  the  State  of  Delaware 
for  leading  the  world  in  solid  waste  disposal.) 


Summary  of  Findings  of  the  Environmental  and 
Public  Health  Committee 

*There  is  a rabies  problem  in  Northern  Dela- 
ware. Legislation  requiring  the  immunization  of 
cats  and  dogs  throughout  the  state  has  passed  the 
House  and  Senate. 

^Radiation  protection  for  the  public  is  being  ac- 
complished through  licensing  and  inspection  of 
equipment  used  medically  and  industrially.  In 
addition,  an  effort  is  being  made  to  assure  that 
the  operators  of  the  equipment  are  fully  aware  of 
the  danger  of  radiation  and  know  how  to  manage 
the  equipment.  There  is  a real  problem  in  how 
best  to  do  this  for  dental  assistants,  since  the  den- 
tal profession  has  reservations  about  credential- 
ing  their  assistants. 

*The  Bureau  of  Environmental  Health  is  well 
organized  to  monitor  those  factors  which  may  af- 
fect individual  health.  For  example,  last  year  the 
Bureau  determined  that  a number  of  individuals 
attending  a public  function  who  developed  diar- 
rhea did  so  as  a result  of  contaminated  ice.  The 
source,  which  is  in  Pennsylvania,  has  been 
brought  under  control. 

*Cancer  clusters,  one  of  which  was  recently  in- 
vestigated in  the  Townsend  region,  are  inves- 
tigated by  State  Epidemiologist  Paul  Silverman. 
In  almost  all  instances,  such  clusters  have  been 
shown  to  be  random  events. 

*In  Pennsylvania  and  New  Jersey,  it  has  been 
demonstrated  that  naturally  occurring  radon, 
largely  from  granite-type  rock,  exposes  those 
whose  homes  are  situated  over  sources  of  this 
radioactive  gas.  So  far,  studies  in  over  1,000 
schools  and  homes  in  Delaware  have  revealed 
only  a few  scattered  instances  of  radon  levels 
above  the  level  of  4pCi/L,  which  has  been  consi- 
dered by  EPA  to  be  an  acceptable  standard.  This 
is  most  commonly  measured  by  assay  of  charcoal 
collecting  dish  left  for  a week  in  the  basement  of 
the  building  being  tested.  The  Division  of  Pub- 
lic Health  through  the  Division  of  Radiation  Con- 
trol is  continuing  these  tests  per  requests  of 
individual  home  owners.  So  far,  there  is  no  evi- 
dence that  Delaware  faces  the  same  potential 
threat  noted  along  the  Reading  Ridge  in  Pennsyl- 
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vania.  The  threat  to  health  is  through  the  de- 
velopment of  lung  cancer,  which  is  more 
dangerous  in  those  who  smoke. 

*The  Wellness  Program  at  the  Du  Pont  Com- 
pany has  succeeded  in  not  only  reducing  illness 
but  in  improving  the  “bottom  line”  financial 
health  of  the  company.  The  committee  urged  the 
Medical  Society  of  Delaware’s  Board  of  Trustees 
to  write  the  Governor  urging  a similar  program 
for  State  employees  as  an  example  to  other  em- 
ployers as  well  as  a method  of  promoting  a 
healthy  lifestyle  among  its  own  employees. 

*Delaware  has  the  largest  and  most  active  recy- 
cling plant  for  solid  waste  in  the  world  at  Pigeon 
Point  in  New  Castle  County.  By  having  an 
Authority  for  Solid  Waste  for  Delaware,  which  in- 
cidentally is  paying  its  own  way,  the  State  has  de- 
veloped a unique  organizational  approach  to  the 
solid  waste  problem  which  is  far  ahead  of  most 
communities.  This  includes  well  constructed 
landfills  in  Kent  and  Sussex  counties  and  plans 
for  a recycling  plant  in  Kent  County.  One  of  the 
best  commentaries  of  their  land  fill’s  engineer- 
ing is  that  the  land  values  have  gone  up  in  the 
vicinity  of  the  program  in  Kent  County. 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 

The  Health  Care  Group, 
140  W.  Germantown  Pike, 
Suite  200 

Plymouth  Meeting,  PA  19462 
(215)  828-3888 
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Ethics  Committee 

There  have  been  five  meetings  of  the  Society’s 
Ethics  Committee  since  the  last  House  of 
Delegates  Meeting.  The  committee  has  respond- 
ed to  a number  of  issues  raised  by  its  members. 
These  have  included  questions  about  physician 
advertising,  whether  patients  have  been  proper- 
ly notified  about  a physician’s  fiscal  interest  in 
a service  to  which  the  patient  is  referred,  the  ap- 
propriateness of  delaying  the  transfer  of  a pa- 
tient’s record  to  another  physician  until  the 
patient’s  bill  is  paid,  and  when  and  how  should 
living  wills  be  encouraged. 

The  committee  has  continued  to  sponsor  an 
Ethics  Page  in  the  Delaware  MedicalJ  ournal.  In- 
itially, some  of  the  more  pertinent  recommenda- 
tions of  the  AMA  on  a number  of  ethical  issues 
have  been  inserted  in  order  to  help  the  member- 
ship understand  the  current  medical  thinking  on 
a number  of  ethical  issues.  In  the  last  few  months 
an  effort  has  been  made  to  develop  locally 
produced  editorials  and  locally  agreed  upon  ethi- 
cal guidelines.  After  months  of  work,  the  commit- 
tee developed  guidelines  for  advertising,  which 
the  Board  of  Trustees  agreed  to  have  published. 
The  committee  has  been  able  to  review  and  edit 
most  of  the  locally  produced  material,  but  also 
plans  to  publish  some  hospital  policies  on  the  con- 
trol of  CPRs. 

The  committee  is  trying  to  serve  as  an  ethical 
reference  source  for  its  members  without  at- 
tempting to  become  a disciplinary  body.  Instead, 
education  and  persuasion  are  considered  to  be  a 
preferred  approach  to  the  solution  and/or  under- 
standing of  the  many  ethical  situations  found  in 
current  practice.  The  committee  agrees  that  most 
patients’  ethical  problems  can  be  resolved  with 
the  help  of  their  physicians.  As  a rule,  the  com- 
mittee does  not  need  to  be  involved  in  such  deci- 
sions but  hopes  it  will  be  approached  before 
solutions  to  medical  problems  are  sought  in  a 
court  of  law. 

The  committee  also  agrees  that  some  of  the 
major  problems  facing  medicine  today  involve  so- 
cial ethics.  These  include  such  items  as  the  phy- 
sician’s responsibility  toward  those  unable  to 
afford  medical  care,  the  rationing  of  care  and 
knowing  how  to  avoid  the  excess  use  of  technolo- 
gy to  prolong  a vegetative  state,  and  how  to 
stimulate  peer  review  control  of  practice,  includ- 
ing fees,  in  the  face  of  current  interpretations  of 
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federal  regulations  to  control  restraint  of  trade. 

The  committee  is  encouraging  studies  of  some 
of  the  problems  of  the  medically  indigent 
together  with  proposed  solutions.  The  committee 
has  been  concerned  about  how  to  best  control 
AIDS  while  recognizing  individual  rights.  Like- 
wise, some  of  the  ethical  issues  of  clinical 
research  have  been  discussed. 

Hopefully,  the  House  of  Delegates  will  recog- 
nize the  value  of  having  such  a medical  society 
committee  and  will  provide  additional  guidance 
to  its  efforts  to  serve  not  only  its  members  but  the 
general  public. 

Robert  W.  Frelick,  M.D. 

Chairman 

(The  report  was  filed.) 

Maternal  and  Child  Care  Committee 

The  neonatal  and  infant  mortality  rates  for 
Delaware  have  continued  to  slowly  decline, 
paralleling  and  averaging  about  one  point  higher 
than  the  national  average.  Our  current  infant 
mortality  rate  is  11.5,  basically  unchanged  in  the 
past  five  years.  These  figures  are  more  than  dou- 
bled in  the  black  population. 

These  disappointing  figures  reflect  the  inabil- 
ity of  our  improved  knowledge  and  technologies 
to  impact  upon  the  underlying  causes,  i.e.  poverty, 
adolescent  pregnancy,  substance  abuse,  environ- 
mental teratogens  and  lack  of  adequate  care. 
Despite  considerable  efforts  at  both  the  State  and 
Federal  levels,  these  problems  continue  to  signifi- 
cantly erode  efforts  to  improve  our  maternal  and 
child  care. 

Consider  these  disturbing  statistics: 

1.  Over  7%  of  our  babies  continue  to  be  born 
weighing  less  than  2500  grams. 

2.  25%  - 30%  of  women  in  Delaware  received 
less  than  adequate  prenatal  care  (Kessner 
Index). 

3.  13%  of  our  births  continue  to  occur  in 
teenagers. 

4.  40%  of  women  in  Delaware  have  inadequate 
or  no  private  health  insurance  coverage  for 
maternity  and  child  care. 

Efforts  are  underway  to  improve  access  to  care 
and  to  expand  Medicaid  eligibility.  There  are, 
however,  continued  problems  in  the  recruitment 
and  the  funding  of  physicians  and  supporting 
services  in  both  Kent  and  Sussex  Counties.  These 
manpower  problems  seem  to  be  getting  worse. 

We  urge  the  Medical  Societ}^  to  support  legis- 
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lative  initiatives  to  help  provide  adequate  prena- 
tal/obstetric and  infant  care  to  all  women  in 
Delaware. 

Robert  H.  Radnich,  M.D. 

Chairman 

(The  report  was  filed.) 

Medicine  and  Religion  Committee 

The  committee  has  met  a number  of  times  to 
organize  the  spring  and  fall  programs.  The  May 
1988  Physician  Clergy  Breakfast  was  held  at  the 
A.  I.  duPont  Institute.  It  was  attended  by  about 
100  physicians  and  clergy  and  other  interested 
persons.  At  that  time  we  addressed  the  medical 
issues  of  confidentiality  with  emphasis  on  caring 
for  patients  who  present  HIV  positive.  Much  give 
and  take  took  place  between  the  audience  and 
panel  discussants,  who  were  Frederick  Kozma, 
Ph.D.,  from  the  Medical  Center  of  Delaware 
AIDS  Clinic;  Jim  Welch,  R.N.,  AIDS  Program 
Director  of  the  Division  of  Public  Health;  and 


Professor  Barry  Furrows  from  the  Delaware  Law 
School. 

Currently,  we  are  preparing  for  the  upcoming 
November  Prayer  Breakfast  using  a music  pro- 
gram as  a bridge  between  religion  and  medicine. 

We  hope  that  the  Society’s  members  continue 
to  find  our  spring  and  fall  programs  enjoyable. 

Salvatore  Muleh,  M.D. 

Chairman 

(The  report  was  filed.) 

Medico-Legal  Affairs 

During  the  past  year  revision  of  the  Interprofes- 
sional Code  of  Conduct  and  Practice  has  been 
completed,  in  conjunction  with  the  Medical-Legal 
Affairs  Committee  of  the  Delaware  Bar  As- 
sociation, 

The  proposed  Interprofessional  Code  is  hereby 
submitted  to  the  House  of  Delegates  for  review 
and  approval. 

John  T.  Hogan,  M.D. 

Chairman 


LEASING 
YOUR  ASSETS 


A1  Heatwole, 

Vice  President 

Asset  Funding 
Associates 

As  an  executive,  you  would  be  unique  if  you 
were  aware  of  all  the  advantages  of  leasing. 

Probably  less  than  one  in  five  business  people 
realize  its  many  advantages — ranging  from  the 
preservation  of  capital  and  banking  credit  lines 

to  the  opportunity  for  state-of-the-art  equipment  and  tax  savings.  Whether  it  be 
cars  or  computers;  desks  or  bulldozers,  we  can  help  your  business  grow  faster  by 
making  necessary  equipment  affordable  and  available  through  leasing. 

You  could  get  the  most  for  your  money  with  the  leased  assets. 


y/ilmington  Financial  Group 

201  Topkis  Building  • 100  Chapman  Road  • P.O.  Box  8118  • Newark,  Delaware  19714  • (302)  731-7350 
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(The  proposed  Interprofessional  Code  was 
referred  back  to  the  Board  of  Trustees  for  addi- 
tional consideration  and  negotiation.) 


Mental  Health,  Alcoholism  and 
Drug  Abuse  Committee 

In  the  interests  of  the  public,  to  provide  more 
accessible  and  more  effective  mental  health  care 
and  substance  abuse  treatment,  this  committee 
of  the  Medical  Society  of  Delaware  has  sought  a 
collaborative  relationship  between  the  State 
services  and  the  private  sector  of  organized  medi- 
cine. For  the  preceding  several  years  this  has 
been  a fruitless  pursuit.  However,  the  recent 
changes  in  the  Division  of  Alcoholism,  Drug 
Abuse  and  Mental  Health  have  opened  a door  of 
opportunity. 

An  informal  visit  with  Mr.  Neil  Meisler,  the 
new  Director  of  the  Division,  provided  a cordial 
exchange  of  ideas  and  information.  We  discovered 
that  there  were  no  real  conflicts  of  interests  or 
goals.  That  led  to  a meeting  of  the  committee  at 
which  Mr.  Meisler  and  the  new  Director  of  the 
State  Hospital,  Martin  Cohen,  Ph.D.,  were  our 
guests.  The  meeting  did  not  bring  about  a dra- 
matic breakthrough,  but  there  has  evolved  a 
much  better  spirit  and  some  overt  action.  For 
example,  some  psychiatrists  in  the  private  sector 
are  now  participating  in  State  programs,  and  pa- 
tients of  private  psychiatrists  are  beginning  to 
have  access  to  State  services.  We  are  a little  more 
encouraged  than  a year  ago  and  hope  that  this 
committee  will  be  able  to  develop  further  collabo- 
ration. 

Norman  Taub,  M.D. 

Chairman 

(The  report  was  filed.) 

Pharmacy  Committee 

Do  we  as  physicians  know  the  current  prescrib- 
ing practices  in  our  community  (the  State  of  Dela- 
ware)? Before  embarking  on  such  a theme  to 
learn  how  we  as  a group  use  medicines,  the  Phar- 
macy Committee  is  bringing  this  thought  to  the 
House  of  Delegates. 

The  committee  envisions  sending  letters  to 
heads  of  departments  in  each  hospital  with  a 
questionnaire  to  learn  the  practices  in  medicine 


management  in  their  specialties.  A compilation 
of  this  information  would  be  prepared  for  publi- 
cation as  monthly  or  bi-monthly  articles  in  the 
Delaware  MedicalJ ournal  or  the  Society’s  News- 
letter. 

Your  Pharmacy  Committee  continues  to  be 
responsive  to  the  emergency  needs  created  by 
government  regulations,  newspaper  opinions, 
hospital  problems,  and  patient  questions. 

Finally,  Dr.  Charles  Laudadio,  with  ICI  Phai 
maceuticals,  has  brought  a proposal  for  the  con- 
sideration of  our  physician  membership.  A 
program  on  the  development  of  new  drugs,  from 
the  birth  of  a medication  to  its  final  FDA  ap- 
proval, has  been  suggested  for  interested  physi- 
cians. This  would  be  done  as  a breakfast  or 
luncheon  meeting  at  ICI,  with  the  possibility  of 
an  optional  tour  of  the  facility. 

Rhoslyn  J.  Bishoff,  M D. 

Chairman 

(The  report  was  filed  with  the  recommendation 
that  problems  referred  to  in  paragi’aph  two  and 
four  be  referred  in  more  detail  to  the  Board  of 
Tiustees.) 

Physicians'  Health  Committee 

Over  the  past  year,  the  Physicians  Health  Com- 
mittee has  met  quarterly,  with  additional  meet- 
ings as  necessary. 

At  the  time  of  this  writing,  the  committee  con- 
tinues to  follow  three  cases  from  the  previous 
year.  In  one,  reinstitution  of  licensure  has  not 
been  recommended  because  of  non-compliance 
thus  far  with  treatment.  A second  physician  re- 
mains in  practice  and  in  treatment.  The  third 
was  terminated  from  staff  membership  at  the 
hospital  concerned  in  Delaware,  and  is  no  longer 
practicing  in  this  state. 

Of  the  issues  raised  in  1988,  one  inquiry  result- 
ed in  no  evidence  of  a problematic  situation,  and 
in  a second  case,  the  committee  found  no  action 
to  be  necessary.  A third  concerned  the  recrudes- 
cence of  a psychiatric  disorder.  The  physician  has 
been  agreeable  to  ongoing  treatment,  and  while 
he  has  limited  his  practice,  continues  to  work.  Fi- 
nally, a successful  therapeutic  intervention  was 
able  to  be  made  to  a physician  in  a situational 
crisis. 

One  new  case,  the  details  of  which  remain  to  be 
gathered,  has  risen,  involving  recommendations 
concerning  licensure 
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Several  general  issues  have  been  addressed,  in- 
cluding: 

1.  optimal  frequency  and  necessary  content  of 
periodic  reports  from  the  treating  physician; 

2.  the  procedure  for  contacting  physicians 
about  whom  concerns  or  complaints  are 
received; 

3.  the  dilemma  of  the  treating  physician 
(usually  a psychiatrist)  also  functioning  as 
the  monitoring  physician. 

In  a special  meeting  called  to  discuss  policies 
and  procedures,  the  existing  treatment  contracts 
and  protocols  were  distributed  to  the  committee 
members;  these  are  in  the  process  of  revision. 

The  committee  has  a resident  member  this 
year,  and  has  appointed  a resident  to  fill  that  po- 
sition for  the  coming  year. 

A major  emphasis  of  the  committee  has  been 
that  of  physician  advocacy  and  constructive  reso- 
lution of  problems,  as  well  as,  where  possible, 
their  prevention.  Towards  that  end,  an  instruc- 
tional seminar  on  Retirement  Planning  for  Phy- 
sicians has  been  scheduled  for  Thursday,  Novem- 
ber 17,  1988.  The  hope  is  that  through  such 
educational  processes,  some  of  the  problems  of  ag- 
ing physicians,  whose  number  is  rapidly  increas- 
ing, may  be  prevented.  A similar  program  will  be 
planned  concerning  Residents’  Issues. 

The  committee  has  been  represented  at  the 
AMA  Conference  on  Impaired  Health  Profession- 
als in  1987  and  1988. 

Carol  A.  Tavani,  M.D. 

Chairman 

(The  report  was  filed.) 

Prison  Health  Care  Committee 

The  Prison  Health  Care  Committee  has  met 
three  times  this  year,  on  January  5,  April  20,  and 
July  6, 1988.  We  have  been  fortunate  to  have  wide 
representation  of  the  medical  profession  from  all 
regions  of  our  state,  and  we  continue  to  deal  with 
a number  of  ongoing  issues. 

We  have  investigated  a number  of  complaints 
filed  by  inmates  against  Correctional  Medical 
Systems  (CMS).  These  have  ranged  from  allega- 
tions of  improper  treatment  to  allegations  of 
neglect  and  professional  misconduct.  We  have  in- 
vestigated each  of  these  matters  on  an  individu- 
al basis  and  have,  at  least  on  one  occasion, 
interviewed  a physician  employee  of  Correction- 
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al  Medical  Systems  in  order  to  gain  further  infor- 
mation. We  have  been  able  to  resolve  all  of  these 
issues  favorably,  to  the  satisfaction  of  both  the  in- 
mate patients  and  the  physicians  involved. 

The  problem  of  AIDS  in  the  prison  has  occupied 
much  discussion  time  in  our  committee  meetings. 
To  the  best  of  our  knowledge,  the  state  of  Dela- 
ware does  not  have  a unified  or  concise  policy 
statement  on  AIDS  within  the  prisons  at  this 
point  in  time.  Routine  testing  of  inmates  for  the 
HIV  virus  is  not  done.  We  are  pleased  that  in- 
creased funding  has  been  allocated  for  AIDS  edu- 
cation and  that  ongoing  educational  efforts  are 
being  made  in  all  prisons  regarding  this  disease. 

A very  important  issue  has  been  the  manner  in 
which  inmates  needing  hospitalization  are  dis- 
tributed to  the  Delaware  hospitals.  All  hospitals 
in  the  state  have  been  polled  and  all,  except  the 
Medical  Center  of  Delaware,  have  agreed  to  ac- 
cept prisoner  patients  on  a routine  basis.  The 
Medical  Center  of  Delaware,  however,  has  agreed 
to  accept  prisoner  patients  on  only  an  “exception- 
al” basis.  The  Medical  Center  of  Delaware  has  de- 
fined “exceptional”  as  those  services  and 
treatments  which  can  be  rendered  only  at  the 
Medical  Center  of  Delaware  and  not  at  other 
hospitals  in  the  state,  for  example,  certain  types 
of  cardiac  surgery  such  as  valve  replacement  or 
coronary  artery  bypass  or  other  types  of  compli- 
cated neurosurgical  procedures  which  can  only 
be  handled  at  the  Medical  Center  of  Delaware. 

We  have  worked  hard  to  try  to  get  the  Medical 
Center  of  Delaware  to  agree  to  accept  any  and  all 
prisoner  patients,  but  they  have  been  unwilling 
to  do  so.  This  is  a many  faceted  problem.  CMS  ob- 
viously has  financial  incentives  to  use  hospitals 
other  than  the  Medical  Center  of  Delaware,  since 
other  facilities’  per  diem  rates  are  lower.  Further- 
more, the  transportation  of  patients  to  and  from 
the  prisons  is  not  the  responsibility  of  CMS,  but 
that  of  the  Department  of  Corrections,  and  long 
transport  times  and  arranging  of  schedules 
through  the  prison  transportation  system  are 
troublesome  problems.  Our  efforts  in  this  matter 
have  been  to  achieve  a fair  distribution  of  inmate 
patients  to  all  of  the  hospitals  in  the  state  and  to 
avoid  the  undue  burden  previously  borne  by  the 
downstate  hospitals. 

Furthermore,  by  regionalization  of  the  inmate 
prisoner  patient,  we  hope  to  avoid  some  of  the 
problems  with  the  Department  of  Corrections 
transportation  system. 
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We  have  also  dealt  closely  with  the  public 
defender’s  office  in  reviewing  the  cases  of  those 
inmates  whose  medical  problems  come  to  bear  on 
their  suitability  for  parole  or  continued  incarcer- 
ation. Specifically,  we  have  reviewed  the  files  of 
several  patients  who  might  be  suitable  for  medi- 
cal parole  or  early  parole  based  on  their  physical 
disabilities  and  the  potential  for  better  treatment 
outside  the  prison  health  care  system. 

Finally,  I personally  have  been  the  Medical  So- 
ciety of  Delaware’s  representative  to  the  Depart- 
ment of  Corrections  Health  Services  Advisory 
Board.  This  is  an  official  state  agency  charged 
with  the  task  of  overseeing  health  services  ren- 
dered to  inmate  patients  throughout  the  state. 
This  committee  has  official  status  within  the 
Department  of  Corrections  and  can  make  direct 
recommendations  to  the  Department  of  Correc- 
tions and  its  commissioner. 

The  members  of  the  Prison  Health  Care  Com- 
mittee and  I thank  you  for  the  privilege  of  deal- 
ing with  these  very  important  issues. 

Dennis  R.  Witmer,  M.D. 

Chairman 


(The  report  was  adopted  with  the  following 
recommendations  from  the  Reference  Commit- 
tee: 1)  That  the  Board  of  Trustees  issue  a public 
statement  regarding  the  current  policy  of  the 
Medical  Center  of  Delaware  of  accepting  both  in- 
patient and  outpatient  prisoners  on  an  “excep- 
tional basis,”  which  places  an  undue  hardship  on 
Delaware  hospitals  that  accept  prisoners  on  a 
routine  basis  and  on  prisoners  because  of  trans- 
fer to  various  parts  of  the  state  and  has  a nega- 
tive effect  on  the  prison  health  care  system;  and 
2)  That  the  Medical  Society  of  Delaware  compile 
a list  of  physicians  willing  to  treat  prisoners  in 
their  offices  and  in  the  hospitals.  The  Reference 
Committee  expressed  particular  appreciation 
and  commendation  to  this  committee  and  its 
chairman,  Dennis  R.  Witmer,  M.D.) 

School  Health  Committee 

The  School  Health  Committee  has  been 
tremendously  active  in  1988.  During  the  winter 
there  were  four  meetings  of  the  committee  to  dis- 
cuss the  problem  of  the  rising  number  of  cases  of 
AIDS  in  the  state  and  the  need  for  more  educa- 
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tion  aimed  specifically  at  teaching  people  to  avoid 
behavior  that  places  them  at  risk  of  contracting 
this  disease. 

The  committee  produced  a set  of  teaching  slides 
on  the  subject  of  AIDS.  Members  of  the  commit- 
tee have  been  addressing  groups  at  churches,  fire 
halls  and  schools  in  an  effort  to  inform  the  pub- 
lic about  the  ways  in  which  human  immunodefi- 
ciency virus  can  and  cannot  be  contracted.  On 
August  31, 1988,  the  committee  held  an  AIDS  in- 
service  program  for  1,400  employees  of  the  Bran- 
dywine School  District.  This  program  included  a 
20-minute  didactic  session  followed  by  breaking 
up  of  the  audience  into  32  separate  question-and- 
answer  groups.  One  or  more  physicians  attend- 
ed each  of  the  question-and-answer  sessions, 
which  were  stimulating  and  educational  both  for 
the  teachers  and  for  the  physicians. 

The  committee  has  been  invited  to  hold  another 
such  inservice  program  for  teachers  and  other 
employees  of  the  Red  Clay  School  District.  We  are 
hopeful  that  many  more  such  invitations  will 
follow. 

The  members  of  the  AIDS  Speakers’  Bureau  of 
the  School  Health  Committee  have  given  freely 
of  their  time  and  knowledge  in  a way  that  is  a 
credit  to  our  profession.  In  an  age  where  negative 
attitudes  toward  the  medical  profession  can  be 
found  in  the  pages  of  almost  any  daily  newspaper, 
it  was  very  good  to  see  an  article  about  32  physi- 
cians who  voluntarily  spent  four  hours  of  a Wed- 
nesday morning  sharing  their  knowledge  and 
experience  with  other  members  of  their  com- 
munity. 

Diana  Dickson-Witmer,  M.D. 

Chairman 

(The  report  was  filed  with  a request  by  the  chair- 
man for  more  volunteer  speakers.) 

Specialty  Societies 

Representatives  of  the  specialties  were  invited 
to  submit  reports  for  inclusion  in  the  House  of 
Delegates  handbook.  The  Medical  Society  of 
Delaware  is  interested  in  knowing  about  any  spe- 
cial interests  or  concerns  that  come  to  the  atten- 
tion of  the  various  specialty  groups. 

The  reports  that  were  submitted  follow. 

Martin  J.  Cosgrove,  M.D. 

Chairman 

(The  reports  that  follow  were  filed  with  the 
recommendation  that  all  specialty  society  reports 


generated  reflect  the  problems  and  practices 
statewide,  rather  than  emphasizing  the  local  sit- 
uation.) 


Delaware  Academy  of  Dermatology 


The  Delaware  Academy  of  Dermatology  held  its 
annual  professional  meeting  in  May  of  this  year. 
The  Academy  announces  the  initiation  of  two 
new  members.  Dr.  Fanny  Berg  and  Dr.  Joseph 
Andrews. 

On  May  21st  of  this  year  the  Delaware  Acade- 
rny  of  Dermatology  held  a well  attended  cancer 
screening  clinic  at  the  Wilmington  Hospital.  The 
screening  clinic  was  marked  by  a high  level  of 
participation  by  the  member  dermatologists. 
During  the  skin  clinic  a variety  of  cutaneous  car- 
cinomas were  detected. 

Most  member  dermatologists  continue  to  be  ac- 
tively involved  in  the  dermatology  clinic  at  the 
Wilmington  Hospital.  Many  of  the  staff  derma- 
tologists have  made  note  of  a steady  increase  in 
the  number  of  patients  seen  at  this  clinic. 

Members  of  the  Delaware  Academy  of  Derma- 
tology have  expressed  some  concern  about  possi- 
ble changes  in  the  Health  Plan  of  Delaware. 
Members  have  commented  that  they  encouraged 
their  patients  to  join  the  Health  Plan  of  Delaware 
because  it  permitted  their  patients  to  have  unres- 
tricted access  to  dermatologic  care.  If  indeed  the 
Health  Plan  of  Delaware  changes  to  become  a 
gatekeeper  system,  these  patients  would  no 
longer  be  entitled  to  receive  unrestricted  continu- 
ing dermatologic  care  as  we  promised  them. 

Eric  J.  Oliet,  M.D. 

President 


I 


I, 

I 
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Delaware  Chapter,  American  College  of  Physicians  i 

The  Delaware  Chapter  of  the  American  College  ' 

of  Physicians  has  been  relatively  inactive  over 
the  past  decade.  We  hope  to  correct  this  in  the 
next  few  years  and  improve  the  activities  and  the 
image  of  this  specialty  society. 

We  currently  have  120  members  in  the  State  of 
Delaware  and  are  actively  involved  in  recruiting 
new  members  including  medical  residents  as  as- 
sociate members. 

We  held  a regional  meeting  at  Rehoboth  Beach 
in  May  of  this  year  and  plan  two  meetings  for  the 
Delaware  Chapter  during  the  year  1989. 

There  are  no  specific  issues  or  concerns  that  we 
wish  to  call  to  your  attention  at  the  present  time. 
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We  will  communicate  with  the  Medical  Society 
of  Delaware  in  more  detail  in  the  future. 

William  J.  Holloway,  M.D. 

Governor 

Delaware  Chapter,  The  American  College  of 
Obstetricians  and  Gynecologists 

The  main  concern  to  the  Obstetricians/Gyne- 
cologists of  Delaware  is  the  malpractice  issue. 

The  sky-rocketing  cost  of  liability  insurance 
through  the  last  years  has  made  it  very  difficult 
for  some  doctors  to  continue  to  practice  medicine. 
As  you  are  aware,  in  the  last  few  years,  several  ob- 
stetricians/gynecologists have  retired  earlier 
than  they  would  have  liked  because  of  this 
problem.  As  of  now,  there  has  been  little  or  if  any 
relief  for  our  group  in  this  aspect.  We  have  heard 
that  a new  insurance  company  will  be  offering 
malpractice  insurance  in  Delaware  in  the  near 
future. 

Another  concern  to  our  members  involves  the 
health  care  industry,  as  I am  sure  you  are  aware 
as  all  the  specialties  are  having  problems  with 
the  various  health  care  providers.  This  is  not  just 
in  our  state,  but  everywhere.  I am  sure  you  have 
heard  both  of  these  complaints  in  the  past,  but 
again  it  does  appear  that  little  if  any  progress  has 
been  made  in  the  recent  years  in  either  issue. 

John  C.  Carlson,  D.O. 

Chairman 

Delaware  Radiologic  Society 

The  following  is  submitted  in  response  to  your 
request  for  a report  from  the  Delaware  Radiologic 
Society. 

The  Delaware  Radiologic  Society  officers  for 
1988  are: 

Leonard  Rosenbaum,  M.D.,  President 
Carlos  Pena,  M.D.,  Vice-President 
Garth  A.  Koniver,  M.D.,  Secretary -Treasurer 
Howard  T.  Harcke,  Jr.,  M.D.,  Councilor 
Herman  J.  Stein,  M.D.,  Alternate 

The  Society  will  sponsor  a meeting  on  October 
13, 1988,  at  which  Michdel  Mabry  from  the  Eco- 
nomics Department  of  the  American  College  of 
Radiology  will  speak  on  the  relative  value  scale 
process.  A scientific  meeting  is  planned  for  the 
spring  of  1989. 

Leonard  Rosenbaum,  M.D. 

President 
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Delaware  Obstetrical  Society 

The  educational  activities  of  the  Obstetrical  So- 
ciety have  been  mainly  addressed  to  the  problems 
of  an  aging  population  and  preventive  care  in 
both  obstetrics  and  gynecology.  The  effects  of  hor- 
monal replacement  therapy  on  degenerative  dis- 
eases of  the  bone  (osteoporosis)  and 
cardiovascular  system  have  been  addressed  in 
light  of  new  data. 

Medical  advances  afford  opportunities  to  serve 
our  patients  and  provide  both  immediate  and 
preventive  care  in  new  and  different  ways. 
Managed  health  care  in  its  various  forms,  includ- 
ing relative  value  scales,  HMO’s,  IPA’s,  and  modi- 
fied indemnity  plans,  also  present  problems  and 
challenges.  The  Insurance  Commissioner  has 
proposed  “wellness  programs”  that  impact  on  our 
specialty  and  will  have  to  be  worked  out  with  the 
various  carriers.  Delaware’s  increasing  popula- 
tion and  work  force,  in  addition  to  an  aging  popu- 
lation, will  present  new  opportunities  and 
responsibilities  for  our  specialty. 
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Our  Executive  Committee  is  also  looking  at  the 
problems  associated  with  a decreasing  number 
of  practicing  obstetricians  and  gynecologists  in 
the  last  four  years.  People  are  leaving  or  limiting 
their  practices  for  a variety  of  reasons  including 
age,  health,  increasing  costs,  availability  and  af- 
fordability of  malpractice  insurance,  relatively 
high  taxes,  and  relatively  low  fees.  Some  of  these 
factors  impair  recruitment  of  replacement  phy- 
sicians, despite  the  many  positive  and  desirable 
features  of  practicing  in  Delaware. 

Availability  and  affordability  of  malpractice  in- 
surance have  been  addressed  with  the  State  Med- 
ical Society,  the  Insurance  Commissioner  of  the 
State  of  Delaware,  and  counsel.  Consideration  of 
the  development  of  risk  retention  groups,  some 
forms  of  self-insurance,  and  linkage  with  other 
carriers  have  all  been  and  are  under  con- 
sideration. 

Affordability  has  led  to  serious  consideration 
of  fee  structures  and  involvement  with  third 
party  insurers.  Professional  fees  (but  not  the  costs 
of  practicing)  have  been  disproportionately  low- 


er in  Delaware  than  in  surrounding  states.  TWo 
large  group  practices  in  Delaware  disassociated 
with  one  of  the  largest  insurers  because  its  fees 
were  considerably  lower  than  those  of  other  in- 
surers and  HMO’s  in  our  state,  resulting  indirect- 
ly in  a subsidization  of  that  carrier. 

We  are  deeply  indebted  to  all  of  the  hospitals 
of  Delaware  and  the  superior  OB/GYN  services 
that  our  patients  enjoy  through  our  cooperative 
efforts  with  them.  The  Residency  Training  Pro- 
gram at  the  Medical  Center  of  Delaware  also  con- 
tinues to  provide  many  of  the  newer  practicing 
obstetrician-gynecologists  in  Delaware,  and 
much  of  the  continuing  education  in  New  Castle 
County. 

William  D.  Johnson,  M.D. 

President 

Psychiatric  Society  of  Delaware 

This  year’s  theme  for  the  Psychiatric  Society  of 
Delaware  is  destigmatization.  We  are  continuing 
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to  encourage  larger  participation  by  psychiatrists 
in  state  and  county  medical  societies. 

Larger  understanding  between  the  psychiatric 
and  non-psychiatric  medical  communities  has 
been  afforded  by  both  sharing  the  abuse  and 
questionable  practices  of  some  of  the  “managed 
care”  organizations  that  have  come  to  interfere 
with  free  choice  and  quality  care.  Payment  for 
treatment  of  mental  illness  by  insurance  compa- 
nies is  discriminatory. 

The  Psychiatric  Society  of  Delaware,  echoing 
the  voice  of  the  new  President  of  the  American 
Psychiatric  Association,  Paul  Fink,  M.D.,  is  de- 
termined to  join  in  his  efforts  to  bring  parity  be- 
tween mental  disorders  and  the  staphylococcus. 

The  Council  of  the  Psychiatric  Society  of  Dela- 
ware meets  monthly.  Committees  have  been 
formed  on  every  issue  affecting  the  practice  of 
medicine  today.  The  Council  has  added  a Resi- 
dent from  the  Delaware  State  Hospital  as  a vot- 
ing member.  Nagib  Mikheal,  M.D.  holds  this 
position. 

Noteworthy  have  been  the  efforts  of  the  Legis- 
lative Committee  amply  represented  at  the  An- 
nual Meeting  of  the  Joint  Commission  on 
Government  Relations.  Drs.  Harold  Graff  and 
Jorge  Pereira-Ogan  and  Jeni  Pereira-Ogan  at- 
tended. Dr.  Pereira-Ogan  has  been  appointed  to 
the  Governor’s  Task  Forces  on  Surrogate  Parent- 
ing and  Youth  Suicide  Risk.  Dr.  Graff  was  also  ap- 
pointed to  the  Task  Force  on  Youth  Suicide  Risk. 

The  Public  Affairs  Committee,  chaired  by 
Robert  Dumin,  M.D.,  has  been  working  very  hard 
to  have  another  successful  Mental  Illness  Aware- 
ness Week.  The  Psychiatric  Society  of  Delaware, 
in  cooperation  with  the  Alliance  of  the  Mentally 
111  of  Delaware  and  the  Mental  Health  Associa- 
tion in  Delaware,  co-sponsored  “The  Good,  The 
Bad,  and  The  Ugly,”  a speech  by  Laurie  Flynn, 
National  President  of  the  Alliance  for  the  Men- 
tally 111,  which  examined  Delaware’s  ranking  as 
48th  in  the  nation  in  delivery  of  services  to  its 
mentally  ill  citizens.  In  addition,  the  Wilming- 
ton Trust  Company  displayed  pamphlets  explain- 
ing myths  about  mental  illness  in  its  branch 
offices.  Local  bookstores  are  handing  out  book- 
marks with  information  concerning  Mental  Ill- 
ness Awareness  Week  and  where  the  public  can 
call  or  send  for  more  information.  At  the  Annu- 
al Meeting  of  the  Medical  Society  this  year,  the 
Psychiatric  Society  will  have  a booth  and  will  dis- 
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tribute  information  about  the  Myths  of  Mental 
Illness  and  will  display  a directory  of  services 
provided  by  allied  organizations. 

The  Fellowship  Committee  is  proud  to  report 
that  Mary  Lou  Hale,  M.D.,  was  inducted  as  a Fel- 
low of  the  American  Psychiatric  Association  in 
May,  1988.  The  Psychiatric  Society  would  like  to 
recognize  Evelyn  Ivey-Davis,  M.D.,  who  serves  as 
chairperson  of  the  Committee  on  Friends  of  the 
APA.  V.  Terrell  Davis,  M.D.  also  serves  on  that 
committee. 

I would  like  to  take  this  opportunity  to  salute 
and  thank  our  colleagues  in  Family  Practice  and 
the  other  specialties  for  their  tremendous  sup- 
port by  attending  the  multidisciplinary  seminars 
on  Geropsychiatry;  Adolescent  Suicide;  The  Fe- 
male Patient:  Psychiatric  Concerns;  and  Psy- 
chiatric Problems  in  the  Medically  111. 

Jorge  A.  Pereira-Ogan,  M.D. 

President 


Delaware  Urological  Society 

The  Delaware  Urological  Society  Annual  Con- 
vention took  place  on  September  9-10  in  Re- 
hoboth  Beach,  Delaware.  A very  successful  and 
active  urological  meeting  was  held,  which  includ- 
ed urologists  from  out  of  state  as  well. 

At  the  business  meeting  one  of  the  areas  of  im- 
mediate concern  was  extracorporeal  lithotripsy 
for  the  state  of  Delaware.  Should  we  be  able  to  ob- 
tain it,  Delawareans  would  no  longer  be  required 
to  travel  out  of  state  for  treatment.  The  lithotrip- 
sy committee,  chaired  by  Dr.  Raney,  will  be  follow- 
ing up  on  this  issue. 

Another  area  of  concern  for  members  of  the 
Delaware  Urological  Society,  which  has  been  dis- 
cussed numerous  times  at  the  business  meetings 
of  the  New  Castle  urologists  and  at  the  executive 
meeting  of  the  Delaware  Urological  Society,  is  the 
Medical  Society  of  Delaware’s  mandatory  mem- 
bership rule  that  a physician  must  belong  to  all 
three  societies  (AMA,  state,  and  county)  or  none 
at  all.  The  Delaware  Urological  Society  wishes  to 
go  on  record  as  opposing  this  ruling,  based  on  the 
concept  of  the  First  Amendment  to  the  US.  Con- 
stitution right  of  freedom  of  association. 

A similar  issue  to  freedom  of  association  is  the 
right  to  belong  to  groups  of  one’s  choosing.  This 
was  also  the  concern  of  some  of  the  members  of 
the  bar  of  the  state  of  Wisconsin.  In  the  case  of 

114 


Steven  Levine  versus  the  State  Bar  of  Wisconsin, 
he  contended  that  the  US.  Constitution  guaran- 
teed his  right  to  spurn  an  organization  as  much 
as  to  join  one.  The  chief  judge  of  federal  district 
court  in  Madison,  Wisconsin,  broke  new  ground 
in  1988  when  she  favored  Mr.  Levine’s  argument 
that  mandatory  membership  was  a significant  in- 
fringement on  his  rights. 

The  state  bar  of  Wisconsin  has  since  wisely 
adopted  the  court  ruling.  It  would  likewise  be  in 
the  best  interest  of  all  physicians  in  the  state  of 
Delaware  for  the  Medical  Society  of  Delaware  to 
adopt  the  “freedom  of  association,”  the  right  to 
belong  to  groups  of  one’s  choosing,  concept.  Fur- 
ther hesitation  on  the  part  of  the  Medical  Socie- 
ty of  Delaware  will  only  cause  more  division  and 
bad  publicity. 

Alex  M.  Raney,  M.D. 

Executive  Director 


Delaware  Society  of  Internal  Medicine 

I have  not  heard  from  any  of  my  constituents, 
but  naturally  everyone  is  concerned  about  the 
HMO’s,  PPA’s,  PPO’s,  etc.,  playing  the  doctors 
against  each  other  to  ultimately  reduce  their 
reimbursements. 

Susan  K.  Jonas,  M.D. 

President 


Delaware  Society  of  Anesthesiologists 

As  President  of  the  Delaware  Society  of 
Anesthesiologists,  I wish  to  submit  the  following 
report. 

1988  has  been  a rather  uneventful  year  as  far 
as  the  specialty  of  anesthesiology  is  concerned. 

Recruiting  of  young  highly  trained  anesthesiol- 
ogists has  been  quite  successful,  and  the  differ- 
ent departments  of  anesthesia  have  managed  to 
replace  their  retirees. 

One  group  of  anesthesiologists  is  negotiating 
their  third  party  reimbursement  contract.  The 
results  of  the  negotiations  may  affect  their 
recruiting  efforts. 

I know  of  no  pending  legislation  that  may  im- 
pact on  the  practice  of  anesthesia. 

Manuel  G.  Abello,  M.D. 

President 
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Delaware  Academy  of  Ophthalmology 

This  letter  is  written  in  response  to  your  in- 
terest regarding  special  concerns  of  our  gi’oup.  As 
you  probably  are  aware,  during  this  past  legisla- 
tive session,  there  was  in  the  Delaware  Senate  an 
optometric  therapeutics  bill.  In  its  original  form, 
the  bill  allowed  the  unrestricted  prescription  of 
all  medications  by  optometrists.  The  bill  was 
later  amended  to  exclude  Class  I medications. 
The  bill  was  voted  on  during  two  separate  occa- 
sions, and  on  neither  occasion  did  the  bill  receive 
enough  votes  for  passage.  Just  before  the  end  of 
this  last  legislative  session,  a Senate  resolution 
was  introduced  by  Senator  Herman  Holloway  re- 
quiring the  formation  of  a committee  to  draft  a 
compromise  bill.  This  committee  has  not  yet  met 
and  is  to  be  arranged  by  Senator  Cordrey. 

We  anticipate  that  in  this  next  legislative  ses- 
sion the  optometries  therapeutics  bill  will  again 
be  introduced,  although  in  some  slightly  differ- 
ent form.  We  have  very  much  appreciated  the 


support  of  the  Medical  Society  in  oui’  efforts  and 
will  certainly  continue  to  oppose  the  prescription 
of  medications  by  non-physicians. 

Benjamin  F.  Vilbert,  M.D. 

President 

Delaware  Society  of  Orthopaedic  Surgeons 

I wish  to  report  that  the  Executive  Committee 
of  the  Delaware  Society  of  Orthopaedic  Surgeons 
met  on  a number  of  occasions  during  this  past 
year.  Our  concerns  are  probably  the  same  as  the 
concerns  of  all  other  specialty  groups.  The  mal- 
practice problem  continues  to  be  a very  worri- 
some topic. 

We  have  also  been  concerned  about  the  bills  be- 
fore the  legislature  in  Dover  with  particular 
reference  to  tort  reform  and  the  bill  which  would 
allow  physical  therapists  to  initiate  treatment 
without  patients  having  to  consult  first  with  phy- 
sicians. 

Errol  Ger,  M.D. 

President 
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Delaware  Society  of  Nuclear  Medicine 

On  behalf  of  the  members  of  the  Delaware  So- 
ciety of  Nuclear  Medicine,  I wish  to  report  two  is- 
sues of  concern. 

The  creation  of  acceptable  procedures  for  the 
disposal  of  low-level  radioactivity  waste  con- 
tinues to  be  a national  and  local  issue.  Delaware 
is  working  toward  the  creation  of  an  Appalachian 
Regional  States  Compact  for  disposal  of  low-level 
radioactive  waste.  We  encourage  the  support  of 
the  Society  as  our  state  government  works  with 
Maryland,  West  Virginia,  and  Pennsylvania  in 
this  effort.  A successful  solution  will  ensure  that 
radioisotopes  will  continue  to  be  available  for 
medical  use. 

There  is  a nation-wide  shortage  of  nuclear 
medicine  technologists.  Delaware  is  fortunate  to 
have  an  in-state  training  program  which  has 
helped  meet  the  need  in  this  state.  We  urge  pub- 
lic support  of  local  educational  programs  that 
train  technologists,  not  only  in  nuclear  medicine 
but  in  other  medical  specialties  as  well. 

H.  Theodore  Harcke,  M.D. 

President 

RESOLUTIONS 

Resolution  88-1 

Introduced  by:  Board  of  Trustees 

Subject:  Authorization  for  Removal  of  Bony  Im- 
pacted Wisdom  Teeth 


Whereas,  medical  malpractice  insurance  has 
been  an  ongoing  problem  for  the  entire  commu- 
nity for  a number  of  years,  and  suits  have  been 
increasing  in  both  frequency  and  severity;  and 

Whereas,  the  members  of  this  medical  society 
should  reduce  unnecessary  exposure  to  potential 
litigation;  and 

Whereas,  Dentistry  is  not  taught  as  a standard 
medical  course  in  most  American  medical  schools 
and  is  not  given  in  continuing  medical  education 
programs  for  physicians,  except  on  a markedly 
limited  basis,  so  that  the  vast  majority  of  practic- 
ing physicians  have  no  adequate  training  in  den- 
tistry and  have  at  best  a minimal  exposure  to 
dental  problems;  and 

Whereas,  physicians  are  not  generally  trained 
nor  permitted  to  remove  bony  impacted  molar 
teeth;  and 
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Whereas,  impacted  bony  wisdom  teeth  do  not 
fall  under  the  category  of  emergency  medical  care 
but  clearly  under  the  field  of  dentistry;  and 
Whereas,  many  prepaid  health  care  plans  in- 
clude provisions  for  removal  of  bony  impacted 
wisdom  teeth  and  require  a referral  from  a 
licensed  practicing  physician;  and 
Whereas,  impacted  wisdom  teeth  are  usually 
removed  under  general  anesthesia,  thus  increas- 
ing risks  of  morbidity  or  mortality;  and 
Whereas,  should  a person  have  a fatality  or  a 
serious  morbidity,  it  is  highly  possible  that  the 
referring  physician  could  be  involved  in  the  liti- 
gation only  because  he  or  she  completed  the  refer- 
ral form;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  Delaware 
urge  all  insurance  companies  writing  health  care 
policies  within  our  state  to  exclude  from  the  med- 
ical/surgical part  of  the  insurance  contract  the  re- 
quirement for  physician’s  referral  for  bony 
impacted  wisdom  teeth;  and  be  it  further 
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Resolved,  that  insurance  companies  that  desire 
to  maintain  coverage  for  removal  of  bony  impact- 
ed wisdom  teeth  permit  the  patient  to  be  referred 
directly  to  the  oral  surgeon. 

(The  Reference  Committee  recommended  that 
this  resolution  not  be  adopted  and  that  a broad- 
er concept  be  adopted  by  the  Board  of  Trustees  so 
that  physicians  are  not  required  to  render  opin- 
ions in  areas  in  which  they  feel  they  do  not  have 
the  expertise  to  make  appropriate  decisions,  such 
as  dentistry. 

Resolution  88-1  was  not  adopted  by  the  House  of 
Delegates.) 

Resolution  88-2 

Introduced  by:  Board  of  Trustees 

Subject:  Authorization  for  Dental  Procedures 


Whereas,  under  “gatekeeper”  type  of  HMO 
health  care  programs,  tests  and  procedures  must 
be  authorized  by  the  primary  care  physician;  and 
Whereas,  such  authorizations  are  in  effect  a 
medical  opinion  by  the  primary  care  physician 
that  the  proposed  test  or  procedure  is  in  fact  med- 
ically necessary  and  sound;  and 
Whereas,  most  HMO  plans  provide  coverage  for 
certain  dental  and  oral  surgical  procedures  such 
as  removal  of  bony  impact  third  molars  but  in  ord- 
er for  such  procedures  to  be  covered,  they  must 
be  approved  by  the  primary  care  physician;  and 
Whereas,  evaluation  of  the  necessity  of  such 
procedures  is  well  outside  the  scope  of  the  under- 
graduate and  graduate  medical  education  of  most 
primary  care  physicians;  and 
Whereas,  these  physicians  are  being  asked  to 
render  a medical  opinion  regarding  the  necessi- 
ty of  such  procedures  without  the  knowledge  or 
training  to  do  so;  and 

Whereas,  to  render  a medical  opinion  in  an 
area  outside  the  scope  of  a physicians’  compe- 
tence is  inconsistent  with  good  medical  practice; 
and 

Whereas,  the  Medical  Society  of  Delaware  does 
not  support  the  rendering  of  opinions  regarding 
dental  procedures  by  its  members  unless  a given 
member  has  had  sufficient  training  in  this  area 
to  be  qualified  to  render  such  opinions;  now  there- 
fore be  it 


Resolved,  that  the  Medical  Society  of  Delaware 
request  that  health  insurance  carriers  and  HMO 
plans  not  ask  primary  care  physicians  to  render 
opinions  regarding  the  medical  necessity  of  den- 
tal procedures  that  are  normally  outside  the 
scope  of  their  training;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware 
request  that  if  dental  procedures  are  to  be  includ- 
ed in  the  benefits  of  medical  insurance  and  HMO 
plans  that  mechanisms  should  be  established  so 
that  such  procedures  can  be  evaluated  and  autho- 
rized by  qualified  dental  practitioners. 

(The  Reference  Committee’s  recommendation 
was  the  same  as  for  Resolution  88-1:  that  the  reso- 
lution not  be  adopted  and  that  a broader  concept 
be  adopted  by  the  Board  of  Trustees  so  that  phy- 
sicians are  not  required  to  render  opinions  in 
areas  in  which  they  feel  they  do  not  have  the  ex- 
pertise to  make  appropriate  decisions,  such  as 
dentistry. 

Resolution  88-2  was  not  adopted  by  the  House  of 
Delegates.) 

Resolution  88-3 

Introduced  by:  Board  of  Trustees 
Subject:  Meetings  of  the  Board  of  Trustees 

Whereas,  the  duties  and  responsibilities  of  the 
Board  of  Trustees  have  been  increased  manyfold 
in  the  past  several  years;  and 

Whereas,  the  number  of  members  on  the  Board 
of  Trustees  also  has  been  increased;  and 

Whereas,  the  problems  confronting  the  Medi- 
cal Society  of  Delaware  often  comprise  serious 
and  complex  legislative,  insurance,  financial,  and 
legal  matters;  now  therefore  be  it 

Resolved,  that  Article  VIII,  Board  of  Trustees, 
Section  3,  Meetings,  of  the  Medical  Society  of 
Delaware  Bylaws  be  amended  as  follows: 

1)  Line  3,  after  “session”  insert  “,  have  month- 
ly meetings  during  the  rest  of  the  year,”  and 

2)  Line  4,  after  “President”  insert  “(President- 
Elect  or  Vice  President)”  and 

3)  Line  5,  strike  “and  in  his  absence  the  Vice 
President  shall  preside,”  and 

4)  Line  6,  after  “three”  insert  “or  more”  and 

5)  Line  7,  strike  the  “Seven”  and  substitute 
“Sixty-six  and  two  thirds  percent  of  the”  and 
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6)  Lines  10-12,  add  a period  after  “preside”  and 
strike”,  and  in  his  absence  any  member  of  the 
Board  of  Trustees  agreeable  to  it  may 
preside.” 

(Article  VIII,  Section  3,  would  then  state; 

The  Board  of  Trustees,  if  warranted,  shall 
meet  on  the  day  preceding  the  annual  ses- 
sion, have  monthly  meetings  during  the  rest 
of  the  year,  and  at  such  other  times  as  neces- 
sity may  require.  The  President  (President- 
Elect  or  Vice  President)  may  call  a meeting 
of  the  Board  of  Trustees  on  the  written  re- 
quest of  three  or  more  members  of  the  Board 
of  Trustees. 

Sixty-six  and  two  thirds  percent  of  the 
members  shall  constitute  a quorum.  The 
President  shall  preside  at  the  meeting  of  the 
Board  of  Trustees,  and  in  his  absence  the 
President-Elect  shall  preside,  and  in  his  ab- 
sence the  Vice  President  shall  preside.) 

(The  Reference  Committee  recommended  that 
this  resolution  be  adopted.  Resolution  88-3  was 
adopted  by  the  House  of  Delegates.) 

Resolution  88-4 

Introduced  by:  Board  of  Trustees 

Subject;  Affiliate  Member  on  the  Board  of 
Trustees 


Whereas,  the  practice  of  Medicine  includes  phy- 
sicians of  all  specialties  and  all  ages;  and 
Whereas,  participation  is  needed  in  matters  of 
Medicine  concerned  with  the  law,  ethics,  policy, 
membership,  and  the  care  of  patients;  and 
Whereas,  traditionally.  Medical  Society  com- 
mittee assignments  have  been  to  more  senior 
physicians;  and 

Whereas,  participation  of  younger  physicians 
and  physicians  in  training  is  urgently  needed  in 
the  arena  of  medical  politics;  now  therefore  be  it 
Resolved,  that  Article  III,  Membership,  Section 
5,  Affiliate  Members,  of  the  Medical  Society  of 
Delaware  Bylaws  be  amended  as  follows: 

1)  Line  2,  strike  “,  interns,  or  residents”  and 
substitute  “or  postgraduate  trainees”  and 

2)  Lines  11-12,  strike  “vote  or”  and  after  “hold 
office”  strike  the  period  and  add  “unless 
otherwise  specified  in  these  Bylaws.”;  and  be 
it  further 


Resolved,  that  Article  VIII,  Board  of  Trustees, 
Section  2,  Composition,  be  amended  as  follows: 

1)  Line  5,  after  “societies,”  insert  “(3)  one 

representative  from  the  affiliate  members 

(postgraduate  trainees  only)”  and 

2)  Line  5,  change  “(3)”  to  “(4)”. 

(Article  III,  Section  6,  would  then  state: 
Affiliate  members  may  be: 

(a)  Medical  students  or  postgraduate 
trainees  serving  in  an  accredited  education- 
al program  recognized  by  this  Society  and 
other  house  physicians  with  restricted 
licenses. 

(b)  Former  members  of  this  Society  who  no 
longer  practice  and  reside  in  Delaware, 
provided  they  currently  maintain  active 
membership  in  the  state  medical  society  of 
their  new  state  of  residence. 

Affiliate  members  shall  not  be  required  to 
pay  membership  dues  and  shall  enjoy  the 
privileges  of  the  Society,  except  as  provided 
in  Section  8,  without  the  right  to  hold  office, 
unless  otherwise  specified  in  these  Bylaws.) 
(Article  VIII,  Section  2,  would  then  state: 

The  Board  of  Trustees  shall  consist  of  (1) 
the  Trustees  elected  by  the  component  soci- 
eties, the  number  of  which  shall  be  one 
trustee  per  one  hundred,  or  fraction  thereof, 
of  the  membership  but  not  less  than  two  per 
county,  (2)  the  presidents  of  the  county  soci- 
eties, (3)  one  representative  from  the  affiliate 
members  (postgraduate  trainees  only),  and 
(4)  the  President,  Vice  President,  President- 
Elect,  Immediate  Past  President,  Secretary, 
Treasurer,  Delegates  to  the  American  Medi- 
cal Association,  and  the  Editor  of  the  Socie- 
ty’s official  publication.) 

(The  Reference  Committee  recommended  that 
the  last  paragraph  in  Article  III,  Section  6,  be 
amended  as  follows  and  that  the  resolution  then 
be  adopted: 

Affiliate  members  shall  not  be  required  to 
pay  membership  dues  and  shall  enjoy  the 
privileges  of  the  Society,  except  as  provided 
in  Section  8,  without  the  right  to  vote  or  hold 
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office,  unless  otherwise  specified  in  these 
Bylaws. 

Resolution  88-4  was  adopted  with  the  above 
amendment  by  the  House  of  Delegates.) 

Resolution  88-5 

Introduced  by;  Martin  J.  Cosgrove,  M.D. 
Subject:  Seat  Belts 

Whereas,  every  year  many  Delaware  citizens 
continue  to  be  seriously  injured  or  killed  in  high- 
way accidents;  and 

Whereas,  it  has  been  proved  that  the  proper  use 
of  restraining  seat  belts  will  lessen  this  havoc; 
and 

Whereas,  the  Medical  Society  of  Delaware  is  vi- 
tally interested  in  the  health  of  all  of  the  citizens 
of  Delaware; 

Whereas,  mandating  the  use  of  seat  belts  in 
New  Castle  County  has  failed;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  Delaware 
call  upon  all  resources  to  urge  the  Delaware  State 
Legislature  to  require  the  use  of  seat  belts  in  all 
passenger  vehicles  operating  on  Delaware 
highways. 

(The  Reference  Committee  recommended  that 
the  fourth  Whereas  be  deleted  and  that  the  fol- 
lowing Substitute  Resolved  be  adopted: 

Resolved,  that  the  Medical  Society  of  Delaware 
call  upon  all  resources  to  urge  the  Delaware  State 
Legislature  to  require  the  use  of  shoulder  and  lap 
belt  restraints  for  all  occupants  in  all  passenger 
vehicles,  with  special  emphasis  on  school  buses, 
operating  on  Delaware  highways. 

Resolution  88-5  was  adopted  with  the  above 
amendments  by  the  House  of  Delegates.) 

As  a memorial  to  the  members  of  the  Society  who 
were  lost  through  death  during  the  past  year,  the 
assembly  rose  for  a moment  of  silence  as  the 
names  were  read: 

Guido  Ascanio,  M.D. 

Walter  L.  Bailey,  M.D. 
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George  J.  Boines,  M.D. 

Lester  A.  Bronheim,  M.D. 

Harry  A.  Carl,  M.D. 

Donald  F.  Coburn,  M.D. 

Francis  W.  Godwin,  M.D. 

F.  B.  Lane  Haines,  M.D. 

Homer  M.  Kimmich,  M.D. 

Charles  E.  Maroney,  M.D. 

Charles  M.  Moyer,  M.D. 

Martin  B.  Pennington,  M.D. 

Elton  Resnick,  M.D. 

Ervin  L.  Stambaugh,  M.D. 

Philip  R.  Walker,  M.D. 


ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 

RESOLVED,  That  each  and  all  of  the  Resolu- 
tions, acts,  and  proceedings  of  the  Board  of 
Trustees  of  the  Medical  Society  of  Delaware 
heretofore  had  been  adopted  since  the  last  meet 
ing  of  the  House  of  Delegates  of  the  Medical  So 
ciety  of  Delaware  as  shown  by  the  records  of  the 
minutes  and  all  the  acts  of  the  officers  and 
trustees  of  the  Society  in  carrying  out  and 
promoting  of  purposes,  objects  and  interests  of 
this  Society  since  the  last  House  of  Delegates 
meeting  are  approved  and  ratified  and  hereby 
made  the  acts  and  deeds  of  the  Medical  Society 
of  Delaware. 


(The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Soci- 
ety office  and  is  available  to  members.) 
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NEW  CASTLE  . HEARING  • SPEECH  • VESTIBULAR  CENTER 
GOOD  HEARING  FOR  BETTER  LIVING  FOUNDED  IN  ' 


• COMPUTERIZED  HEARING  AID  DISPENSING 

• HEARING  TESTING  AND  CONSULTATION 

• CERTIFIED,  LICENSED  AUDIOLOGISTS 

• SPEECH,  LANGUAGE,  EVALUATIONS  AND  THERAPY 

• CONSULTING  PHYSICIAN  ON  STAFF 

700  North  Clayton  Street  100  Christiana  Road 

Wiimington,  Deiaware  19805  New  Castle,  Delaware  19720 

Call:  (302)  654-HEAR  Call:  (302)  762-HEAR 

Owner.  Emilio  R.  Valdes  Jr.,  M.D, 


In  Brief 


NIH  CONFERENCE 
ON  THERAPEUTIC 
ENDOSCOPY  AND 
BLEEDING  ULCERS 


This  meeting  is  designed  to  discuss  the  continuing  problems  with  treatment 
techniques  for  patients  with  bleeding  ulcers.  The  conference  will  highlight  ex- 
perts assessing  the  safety  of  drugs,  devices  and  other  treatment  procedures. 
The  meeting  will  be  held  at  NIH  in  Bethesda,  Maryland  March  6-8  1989.  For 
more  information,  contact  NIH  at  (301)  496-1143  Bldg.  1,  Rm.  216. 


STRATEGIES  FOR  The  Strategies  for  Change  Conference  sponsored  by  the  National  Initiative 

CHANGE  for  Science  and  Technology  Education,  will  be  held  March  13-15,  1989  at  the 
Mayflower  Hotel  in  Washington,  D.C.  The  goal  of  this  conference  is  to  form  a 
coalition  effort  that  will  help  to  shape  the  future  of  science  and  technology  edu- 
cation. Each  participant  will  help  to  formulate  the  future  agenda  of  the  coali- 
tion. The  registration  fee  is  $225.  The  Mayflower  Hotel  can  provide 
accomodations  providing  you  reserve  as  soon  as  possible.  One  Category  I CME 
credit  will  be  available  for  each  hour  you  participate.  For  further  information, 
please  call  1-800-621-8355. 


ORAL,  HEAD,  AND  The  University  of  Delaware,  Jefferson  Medical  College,  the  Delaware  State 
FACIAL  PAIN  Dental  Society  and  the  Medical  Center  of  Delaware  are  hosting  “The  Clini- 

cian’s Approach  to  Oral,  Head,  and  Facial  Pain”,  on  Friday,  April  14.  Speakers 
will  include  Richard  Sternbach,  M.D.,  and  other  faculty  from  the  Scripps  Clinic, 
from  La  Jolla,  CA.  This  conference  meets  requirements  for  CME  Category  I 
hours.  For  more  information  on  costs  and  times,  please  contact  Sylvia  Brocka 
at  the  University  of  Delaware,  573-4400. 


CRANIOFACIAL 

PAIN 

CONFERENCE 


The  1989  Craniofacial  Pain  Conference  has  been  announced  by  the  Univer- 
sity of  Maryland  Dental  School  and  the  Craniofacial  Pain  Center  of  Philadel- 
phia. The  conference  will  be  held  March  10  at  the  TropWorld  Casino  in  Atlantic 
City,  New  Jersey.  This  conference  has  been  approved  for  7 Category  I CME 
hours.  The  fee  for  the  conference  is  $195.00.  For  more  information,  call  Clinitec 
Seminars,  1-800-543-8809. 


NEW  JERSEY 
ACADEMY  OF 
FAMILY 
PHYSICIANS 
ANNUAL  MEETING 


The  Thirty-Seventh  Annual  Meeting  of  the  New  Jersey  Academy  of  Family 
Physicians  will  be  held  March  9-12,  1989  at  Bally’s  Park  Place  Casino  in  At- 
lantic City,  New  Jersey.  The  programs  will  highlight  the  family  physician  as 
the  “supra-specialist”.  James  Jones,  M.D.,  President  of  the  American  Acade- 
my of  Family  Physicians  will  address  the  conference  at  a luncheon  on  Friday, 
and  will  preside  at  the  inaugural  ball.  Various  workshops  and  group  meetings 
are  planned.  16  Category  I credits,  and  16  A AFP  prescribed  hours  are  availa- 
ble. For  more  information,  call  the  executive  office  of  the  NJAFP  at  (609) 
896-9130. 
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In  Brief 


RHEUMATOLOGY  The  Delaware  Chapter  of  the  Arthritis  Foundation  and  the  Medical  Society 

UPDATE  of  Delaware  are  sponsoring  “Rheumatology  Update  1989”  on  Tuesday,  March 
7,  1989.  The  update  will  be  held  from  7:30  a.m.  - 12:00  p.m.  at  the  Delaware 
Academy  of  Medicine  in  Wilmington.  A luncheon  will  follow.  Cost  for  the  lunch- 
eon is  $10.00.  Attendance  at  the  seminar  will  be  by  reservation  only.  Faculty 
at  the  seminar  will  include:  John  Stobo,  M.D.  Professor  of  Medicine  at  Johns 
Hopkins  University,  John  Hardin,  M.D.,  Professor  of  Medicine  at  Yale  Univer- 
sity, and  Kenneth  Brandt,  M.D.,  Professor  of  Medicine  at  the  Indiana  Univer- 
sity School  of  Medicine.  This  program  is  accredited  for  3 hours  of  CME  Category 
I credits  and  for  3 AOA  credits.  For  more  information,  call  the  Arthritis  Foun- 
dation at  (302)  764-8254  or  1-800-292-9599. 


INTENSIVE  CARE  Harvard  Medical  School  is  holding  the  16th  Annual  Harvard  Medical  Shool 

MEDICINE  Course  on  Intensive  Care  Medicine.  The  theme  of  this  year’s  course  is  “Criti- 
cal Care  - From  Metabolism  to  Monoclonals”.  The  course  will  be  held 
at  the  Cambridge  Marriot  Hotel,  Cambridge  MA,  April  17-20.  For  more  infor- 
mation, contact  Bart  Chernow,  M.D.,  Course  Director,  Dept,  of  Anaesthesia, 
Harvard  Medical  School/Mass.  General  Hospital,  32  Fruit  Street,  Boston,  MA 
02114,  phone  (617)  726-2858. 


MEDICAL  ACUPUNCTURE  1989 
HISTORICAL  AND  SCIENTIFIC  PERSPECTIVES, 
MODERN  CLINICAL  APPLICATIONS 


7-8-9  April  1989 


JEFFERSON  MEDICAL  COLLEGE 
PHILADELPHIA,  PENNSYLVANIA 


AAMA  and  Jefferson  Medical  College  are  pleased  to  present  an  international  symposium  designed  to  be  of  value  to  all  physi- 
cians interested  in  acupuncture,  whether  just  getting  oriented  or  already  having  a decade  of  experience.  We  have  invited  a 
small  group  of  world-class  lecturers,  and  have  scheduled  enough  time  for  them  to  develop  their  topics  and  to  respond  to 
questions. 


THE  LECTURERS 
PROF.  PAUL  UNSCHULD: 

PROF.  BRUCE  POMERANZ: 
DR.  DANIEL  BENSKY: 

DR.  CLAUDE  ROUSTAN; 

DR.  MICHAEL  SMITH: 


...  THE  PROGRAM 

Historical  Background  and  Cultural  Basis  of  Traditional 
Chinese  Medical  Thought 
The  Neurophysiology  of  Acupuncture 
Integrating  Acupuncture  into  a Modern  Medical  Practice,  a 
Clinical  Workshop 

Classical  Acupuncture  Techniques  for  Pain  Management 
and  General  Medical  Problems,  a Clinical  Workshop 
Acupuncture,  Addiction,  and  AIDS 


For  further  informatin  contact: 

The  Office  of  Continuing  Medical  Education 
1025  Walnut  Street,  Room  G3 
Philadelphia,  PA  19107 
(215)  928-6992 

PLEAE  MARK  YOUR  CALENDERS  NOW! 
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RBRVS 


“RBRVS”  (Resource  Based  Relative  Value  Scale), 
one  of  the  newer  approaches  to  the  economics  of 
medical  service,  is  the  result  of  a study  commis- 
sioned by  the  Federal  Government  several  years 
ago  and  awarded  to  Harvard  University 
economists.  This  study  took  over  two  years  to  ar- 
rive at  its  present  conclusions  and  recommenda- 
tions, and  is  still  far  from  complete.  Dr.  William 
Hsiao,  Ph.D.  the  head  of  the  research  group,  and 
his  associates  sought  and  received  input  from 
several  organizations  on  the  structure  best  suit- 
ed for  such  a project.  Many  of  the  methods  used 
are  novel  in  their  approach  to  medical  data  ac- 
cumulation and  assessment.  As  a result,  some  of 
the  conclusions  may  be  subject  to  wide  criticisms 
by  the  affected  groups,  both  medical  and  public. 
Relative  value  systems  per  se  are  not  new:  they 
have  been  structured  in  many  ways  by  many  in- 
surance companies  for  many  years. 

There  have  been  wide  variations  in  compensa- 
tion for  different  medical  specialty  groups,  with 
Internal  Medicine,  Pediatrics,  and  Family  Medi- 
cine (cognitive  orientation)  on  the  lower  side  of 
the  scale,  and  procedure  oriented  practices  such 
as  Ophthalmology,  Radiology,  and  Cardiovascu- 


lar Surgery  on  the  higher  side  of  the  scale.  I be- 
lieve there  was  little  concern  about  the  difference 
until  it  was  shown  by  William  Roper,  M.D.,  of 
HCFA  that  the  inflation  rate  for  medical  services 
was  much  greater  than  the  rate  of  growth  for  the 
general  economy.  Dr.  Roper  stated  that  between 
1975  and  1987,  Medicare  spending  for  physician 
services  grew  at  the  compounded  annual  rate  of 
15%,  while  the  per  capita  gross  national  product 
grew  at  only  7.9%.  These  observations  automat- 
ically led  to  the  assumption  that  the  increase  in 
costs  was  primarily  the  fault  of  physicians:  part- 
ly true  and  partly  false.  The  assumption  that 
these  increases  are  generated  by  all  physicians 
fees  is  untrue.  They  are  generated  by  physicians 
who  are  responsible  for  hospital  admissions  of 
elderly  sick  patients  whose  families  have  grown 
accustomed  to  “medical  technology  miracles” 
that  are  touted  to  solve  all  problems.  Such  salva- 
tions are  not  always  possible,  but  the  cost  of  us- 
ing these  technologies  is  monumental.  Studies  in 
the  past  have  shown  the  75  - 80%  of  the  Medicare 
dollar  is  spent  in  the  last  several  weeks  of  the  pa- 
tient’s life  - supported  by  very  expensive 
machinery  in  intensive  care  units,  the  most 


Del  Med  Jrl,  March  1989-Vol.  61,  No.  3 


131 


President’s  Page 

expensive  in-hospital  setting. 

I have  no  quarrel  with  the  facts  that  show  the 
cost  of  medical  care  in  the  United  States  is  exor- 
bitant compared  to  other  parts  of  the  world  - but 
lay  not  all  the  blame  at  the  foot  of  the  physician. 

In  a recent  AMA  interview,  Dr.  James  Todd  of 
the  AMA  spoke  of  “budget  neutrality”:  spend 
neither  more  nor  less  than  is  being  spent  at 
present,  but  shift  the  distribution  of  the  dollar 
from  high-cost  procedural  specialists  to  lower  cost 
cognitive  specialists. 

At  the  meeting  of  the  AMA  House  of  Delegates 
in  Dallas,  Texas  in  December  1988,  a great  deal 
of  time  was  spent  debating  this  issue.  Final 
recommendations  include  the  following: 

1.  The  AMA  reaffirm  its  current  policy  in  sup- 
port of  a Medicare  indemnity  payment  sched- 
ule in  which  physicians  determine  their  own 
fees  and  Medicare  establishes  its  own  pay- 
ment schedules; 

2.  The  new  Hsiao  RBRVS  when  properly  re- 
fined will  provide  an  acceptable  basis  of 
Medicare  indemnity  payment; 

3.  The  implementation  of  the  RBRVS  system 
will  be  phased  in  slowly  so  as  not  to  be  dis- 
ruptive; 

4.  Physicians  will  be  able  to  continue  balance 
billing  on  selected  Medicare  patients; 

5.  The  AMA  will  continue  to  support  state  med- 
ical society  voluntary  assignment  programs 
for  low  income  Medicare  patients; 


6.  Geographic  payment  variation  and  specialty 
differentials  should  be  addressed  together  to 
further  assure  more  uniform  involvement; 

7.  The  AMA  will  strongly  oppose  any  attempt 
by  the  government  to  use  the  initial  im- 
plementation or  subsequent  payment  system 
discussion  to  cut  Medicare  physician  service 
expenditures  as  a method  of  lowering  feder- 
al budget  costs. 

Quite  obviously,  much  discussion  will  be  forth- 
coming when  this  issue  is  debated  in  Congress. 
The  State  Medical  Society  has  already  begun 
meeting  with  members  of  Congress,  and  we  are 
planning  a great  deal  of  input  as  these  talks 
progress.  This  is  an  excellent  opportunity  to 
structure  a fair  and  equitable  payment  system  for 
all  parties;  if  it  is  not  done  well,  then  many  bit- 
ter feelings  and  disappointments  on  the  part  of 
the  medical  community  and  the  public  will  en- 
sue. 

Ultrasophisticated  life  support  systems  that 
prolong  existence  rather  than  life  are  the  norm 
in  all  American  medical  institutions.  Until  all 
parties  are  willing  to  accept  the  fact  that  death 
with  dignity,  without  such  technology,  is  an  ac- 
ceptable alternative,  the  cost  of  medical  care  will 
continue  to  escalate. 


Henri  F.  Wendel,  M.D. 

President 
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For  over  half  a century  the  name  Mansure  & Prettyman  has 
been  the  hallmark  of  enduring  excellence  in  fashions  for  men. 

It  is  your  assurance  of  quality,  value  and  service 
equal  to  the  demands  of  today ’s  most  discriminating  man. 
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200th  ANNIVEDSADY 
MEDICAL  5.0CIETY  OF  DELAWARE 
1789  - 1989 


The  Medical  Soci- 
ety of  Delaware 
cordially  invites 
its  members  to 
participate  in  its  200th 
Anniversary  Celebra- 
tions to  be  held  through- 
out the  year. 

Please  look  for  your  invi- 
tations in  the  mail. 


CELEBRATIONS 

Saturday,  May  13th  1989* 

5:00  p.m.  Re-enactment  of  the  first  meeting  of  the 
President  and  Fellows  of  the  Medical  So- 
ciety of  Delaware,  at  the  State  House,  on 
the  Green,  Dover,  Delaware. 

6:00  p.m.  Cocktails  and  Hors  d’ouevres  at  Wood- 
burn  (the  Governor’s  Residence)  Kings 
Highway. 

Monday,  M'\y  15th,  1989 

An  exhibition  jointly  sponsored  by  the  University 

of  Delaware  Library  Associates.  A reception  will 

be  held  from  5:30-7:00  p.m. 

Saturday,  November  18,  1989 

Prayer  Breakfast 

Scientific  Session 

Dinner/Dance 

Fife  and  Drum  Corps 
Instruction  in  the  minuet 


*Raindate  May  14th,  1989 


Wle  can  help  you 
get  to  the  heart 
of  the  problem 


When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 


We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


OIRDMC 

DMGNOSnC 

CENTER 


\ 


CONSULTANTS: 


Paul  C.  Pennock,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F,  Gordon,  M.D. 
.Arthur  W.  Colbourn,  M.D. 
Michael  E.  Stillabower,  M.D. 
Barry  S.  Denenberg,  M.D. 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wilmington,  DE  19810 


Suite  214 

Limestone  Medical  Center 
1941  Limestone  Road 
Wilmington,  DE  19808 
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LEAD  POISONING  IN  WILMINGTON,  DELAWARE,  1974-1984 


Elizabeth  M.  Craven,  M.D. 
Louella  Metzger,  B.A. 
Eugenia  Sarafidis  Walsh,  B.A. 

Joseph  Handler 


Introduction 

This  report  is  a ten  year  study  of  lead  poison- 
ing at  the  Medical  Center  of  Delaware  in  Wil- 
mington, Delaware,  from  1974  to  1984.  The  cases 
reported  were  found  as  a result  of  screening 
procedures  performed  at  the  Pediatric  Outpatient 
Department  of  the  Medical  Center  of  Delaware 
and  the  Lead  Screening  Program  of  the  Delaware 
Public  Health  Department.  Initial  screening  for 
lead  poisoning  was  done  by  determination  of 
hemoglobin,  hematocrit,  and  free  erythrocyte 
protoporphyrin  (FEP)  level,  using  a finger  stick 
technique  (0.1  ml  blood). ^ Most  of  the  patients 
were  asymptomatic  at  the  time  of  therapy.  By 
contrast,  most  of  the  patients  admitted  during  a 
prior  ten  year  period  demonstrated  serious  symp- 
toms and  signs.^ 

Dr.  Craven  is  director  of  the  Pediatric  Outpatient  Department  of  the  Medical 
Center  of  Delaware,  and  a Clinical  Professor  of  Pediatrics  at  Jefferson  Medical 
College  in  Philadelphia. 

Mrs.  Metzger  is  director  of  the  Childhood  Lead  Poisoning  Prevention  Program, 
Division  of  Public  Health  and  Social  Services  of  the  State  of  Delaware. 

Mrs.  Walsh  is  a third  year  medical  student  at  Jefferson  Medical  College  in 
Philadelphia. 

Mr.  Handler  is  a senior  at  the  University  of  Virginia  in  Charlottesville. 
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Screening  and  Hospitalized  Patients 

Chart  reviews  paid  attention  to  presenting 
symptoms  and  signs,  blood  and  urine  studies,  GI 
and  long  bone  x-rays,  methods  of  treatment,  and 
follow-up  after  discharge.  The  City-County 
Health  office  provided  evaluations  of  the  pa- 
tients’ home  situation  and  sources  of  lead,  and 
referred  them  for  abatement.  The  Department  of 
Social  Service  of  the  Medical  Center  of  Delaware 
provided  a profile  of  the  child’s  socioeconomic 
status. 

During  these  years,  a total  of  15,879  children 
from  the  City  of  Wilmington  were  screened,  and 
96  children  (.0006%)  were  admitted  and  treated 
with  chelating  agents  as  recommended  by  the 
CDC.^  In  the  treated  group,  there  were  73  black 
children  (76%),  16  Puerto  Ricans  (17%),  and  seven 
whites  (7%).  Their  ages  ranged  from  nine  months 
to  seven  years,  with  26  children  (27%)  between 
the  ages  of  two  and  three.  There  were  46  boys  and 
50  girls.  Twelve  of  the  patients  (12.5%)  had  sib- 
ings  who  had  been  treated  for  lead  poisoning.  Ad- 
missions were  most  frequent  in  the  summer 
months  (77%  occurred  from  July  to  September). 
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Lead  Poisoning  - Craven 


Presentations  of  the  poisoning  on  admission  were 
reviewed  in  detail;  the  findings  are  summarized 
in  Table  1. 


TABLE  1 

SIGNS  AND  SYMPTOMS 


1974-1984 

1961-197U 

No  Screening 

Screening 

Program 

Admissions 

96 

23 

Seizures 

3 ( 3%) 

9 (39%) 

Pica 

45  (47%) 

20  (87%) 

Vomiting/Diarrhea 

5 ( 5%) 

13  (56.2%) 

Irritability 

5 ( 5%) 

12  (52.2%) 

Loss  of  Appetite 

8 (8%) 

8 (31.7%) 

Fatigue 

4 (4%) 

- 

GI  Pain 

11  (11%) 

- 

Laboratory  and  X-ray  Data 

Hemoglobin  levels  ranged  from  7.3  to  14.1  gm 
with  an  average  of  12  gm.  Seventeen  patients, 
whose  hemoglobin  was  below  10  gm  also  had  iron 
deficiencies  or  sickle  cell  anemia,  predisposing 
them  to  greater  absorption  of  lead  from  the  GI 
tract.  FEP  values  ranged  from  107  to  2395  ug/dl, 
with  an  average  of  911  ug/dl.  Routine  urinalyses 
were  mildly  abnormal  in  four  of  the  patients. 
Blood  lead  levels  ranged  from  50  to  119  ug/dl, 
with  an  average  of  69  ug/dl. 

X-rays  of  the  abdomen  were  positive  for  paint 
flakes  in  only  12  patients  (12.5%),  while  41  pa- 
tients (43%)  had  heavy  metal  lines  on  long  bone 
x-rays. 

Treatment 

Six  patients  who  had  lead  levels  above  70  ug/dl 
were  treated  with  BAL-EDTA..  Three  with  lead 
levels  greater  than  120  ug/dl  required  two  courses 
of  five  day  chelation  during  their  first  admission. 
Ninety-three  patients  (97%)  required  only  a five 
day  course  of  EDTA.  Upon  discharge,  32  patients 
(33%)  required  supplemental  penicillamine 
(Cuprimine,  Merck  Sharp  & Dohme)  (40 
mg/kg/day)  by  mouth  while  monitoring  CBC, 
FEP,  Pb,  and  urine  as  outpatients.  No  drug  com- 
plications or  side  effects  were  noted.  There  were 
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no  deaths  due  to  lead  poisoning  during  this  peri- 
od, in  contrast  to  the  previous  decade,  when  two 
deaths  were  reported. 

Environmental  Status 

Public  Health  inspectors  collected  samples  of 
paint  and  plaster,  or  took  instantaneous  reading 
with  portable  instruments  of  lead  levels  in  the 
homes.  Most  cases  were  felt  to  be  due  to  ingestion 
of  paint  chips  and/or  dust  as  documented  by  the 
inspections.  Eighty-four  homes  housed  the  96 
children.  These  homes  were  reported  to  the 
Department  of  Licenses  and  Inspections  for  en- 
forcement of  the  City  of  Wilmington  housing 
code.  Some  homes  were  condemned  and/or  torn 
down,  some  were  abated  with  City  assistance, 
while  others  were  remodeled  by  the  families 
themselves.  Funding  for  proper  repair  was  a 
problem,  as  95%  of  these  families  were  classified 
as  indigent. 

Current  Intellectual  Status 

A separate  study  details  the  intelligence  of 
seven  patients  following  treatment,  when  they 
were  of  school  age.'^  Testing  was  done  using  nor- 
mal siblings  of  the  patients  as  controls.  No  sig- 
nificant differences  in  IQ  were  found.  Evaluation 
of  the  multiple  variables  relating  to  IQ  and  lead 
poisoning  has  continued  to  present  problems.® 

Summary 

This  paper  demonstrates  the  efficacy  of  screen- 
ing for  lead  poisoning  by  determining  FEP  for  a 
rapid,  accurate  identification  of  children  at  risk 
and  in  need  of  treatment.  Early  detection  and 
prompt  treatment  significantly  reduces  morbidi- 
ty and  mortality.  With  improvements  in  chil- 
drens’ environments,  screening  procedures  and 
treatment  regimes,  lead  poisoning  should  even- 
tually become  obsolete. 
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A PRELIMINARY  REPORT:  A PATIENT/SIBLING  COMPARISON 
OF  IQ  FOLLOWING  TREATMENT  FOR  LEAD  POISONING 


Elizabeth  M.  Craven,  M.D. 
Diana  H.  Terrell,  Ph.D. 
Eugenia  Sarafidis  Walsh,  B.A. 


Introduction 

Widespread  screening  for  lead  poisoning  and 
public  awareness  has  greatly  reduced  the  num- 
ber of  children  with  symptomatic  lead  poisoning 
and  encephalopathy.  The  long  term  effects  of 
asymptomatic  lead  poisoning  and  intelligence 
has  produced  a plethora  of  literature.^  In  a study 
by  Sachs,  no  significant  difference  in  mean  IQ 
score  was  found  between  47  treated  patients 
and  their  siblings.^  This  pilot  study  served  to 
compliment  those  findings. 

Selection  of  Patients 

From  a review  of  patients  treated  for  lead 
poisoning  in  the  Pediatric  Outpatient  Depart- 
ment of  the  Medical  Center  of  Delaware  between 
1974  and  1984,  96  children  were  possible  candi- 
dates for  complete  IQ  testing.®  Selection  for  test- 
ing required  the  patients  currently  to  have  no 
biochemical  evidence  of  lead  poisoning,  to  be  of 
school  age,  and  to  have  no  history  of  prematuri- 
ty, mental  retardation  or  neurological  problems 

Dr.  Craven  is  Director  of  the  Pediatric  Outpatient  Department  at  the  Medical 
Center  of  Delaware,  and  a Clinical  Professor  of  Pediatrics  at  Jefferson  Medical 
College  in  Philadelphia. 

Dr.  Tterrell  is  a clinical  psychologist  at  Delaware  Family  Center,  Wilmington. 

Mrs.  Walsh  is  a third  year  medical  student  at  Jefferson  Medical  College  in 
Philadelphia. 


prior  to  therapy.  This  initial  pilot  study  includ- 
ed seven  such  patients. 

The  control  populations  were  siblings  next  in 
age  to  those  treated,  and  with  the  same  prereq- 
uisites as  previously  mentioned.  The  age  range 
in  both  groups  was  from  six  to  13  years  of  age.  The 
treated  group  included  five  boys  and  two  girls. 
The  subjects  were  given  a psychological  evalua- 
tion which  included  the  following  tests:  Wechs- 
ler  Intelligence  Scale  for  Children  - Revised 
(WISC-R);  Wide  Range  Achievement  Test 
(WRAT);  and  the  Beery-Buktenica  Visual  Motor 
Integration  Test.  These  tests  were  individually 
administered  to  the  subjects  in  the  Outpatient 
Department  of  the  Medical  Center  of  Delaware. 

Results 

A comparison  of  the  treated  and  control  groups 
on  all  test  scores  yielded  no  significant  differ- 
ences between  the  two  groups.  Full  scale  scores, 
verbal  scores,  performance  scores,  and  individu- 
al sub-tests  and  the  WISC-R  were  analyzed  and 
there  were  no  significant  differences  between 
groups  on  these  measures. 

A summary  of  these  results  is  presented  in  Ta- 
ble 1.  T-tests  on  these  scores  as  well  as  all  sub- 
tests of  the  WISC-R  showed  no  significant 
differences. 
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TABLE  I 


Groups 

Treated  Group  Control  Group 


Measure 

WISC-R  Verbal 
WISC-R  Performance 
WISC-R  Full  Scale 
WRAT  Reading 
WRAT  Spelling 
WRAT  Arithmetic 
BEERY 


Mean  SD  Mean  SD  T 

80.43  10.01  82.43  10.66  -.36 

92.14  9.96  89.00  13.09  .51 

85.14  8.93  83.96  7.49  .29 

93.00  12.46  90.00  20.56  .33 

88.57  19.74  92.86  22.95  -.37 

92.57  16.55  86.29  18.65  .67 

9.29  5.02  8.71  3.20  .25 


Discussion 

These  preliminary  results  suggest  that  those 
patients  treated  for  asymptomatic  lead  poisoning 
and  their  siblings  appeared  to  be  functioning  in- 
tellectually at  similar  levels.  Both  the  treated 
and  control  groups  appeared  to  have  verbal  and 
nonverbal  intelligence  developing  at  similar 
rates.  In  addition,  an  assessment  of  academic 
achievement  on  the  Wide  Range  Achievement 


also  yielded  no  significant  differences  in  reading, 
spelling,  or  arithmetic  skills  between  treated  and 
control  groups.  Both  verbal  and  nonverbal  abili- 
ties were  investigated  and  development  in  both 
of  these  areas  appeared  to  be  progressing  at  a 
similar  pace. 

Conclusion 

While  the  number  of  subjects  in  this  pilot  study 
was  small,  the  results  do  suggest  that  no  signifi- 
cant differences  in  intellectual  or  academic  func- 
tioning were  found  in  treated  and  control  groups. 
The  small  sample  limits  the  conclusions  which 
can  be  drawn.  However,  it  supports  the  results  by 
Sachs. 
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POLYMYOSITIS/DERMATOMYOSITIS:  A CASE  PRESENTATION 
AND  REVIEW 


James  H.  Newman,  M.D. 


CASE  HISTORY 

A 46  year  old  white  man  developed  insidious 
proximal  muscle  weakness  without  pain  in  May, 
1986.  This  was  first  brought  to  medical  attention 
in  September,  1986,  when  dermatomyositis  was 
diagnosed  on  the  basis  of  proximal  weakness, 
CPK  elevation  greater  than  10,000  (normal  less 
than  230),  typical  EMG  and  histology  findings, 
and  characteristic  rash.  Prednisone,  80  mg  daily 
in  divided  doses  was  started.  Five  months  later, 
his  weakness  was  worse,  and  CPK  was  still 
elevated  at  4,000.  A rheumatology  consultation 
was  obtained.  Methotrexate,  10  mg  orally  given 
once  weekly  was  added  to  his  regimen,  and  con- 
tinued for  six  weeks  without  appreciable  im- 
provement. Admission  to  the  Medical  Center  of 
Delaware  was  advised. 

While  in  the  hospital,  all  prior  evaluations 
were  reviewed  and  the  diagnosis  of  dermatomyo- 
sitis confirmed.  Prednisone  was  increased  to  120 
mg  daily  with  a fall  in  CPK  from  3,000  to  1,200. 
Weekly  intravenous  methotrexate  at  a dose  of 
20-30  mg  was  added.  Prednisone  was  gradually 

Dr.  Newman  is  a rheumatologist  with  a private  practice  in  Wilmington. 


tapered  over  three  months  to  10  mg  daily.  CPK 
level  rapidly  fell  to  500-600  and  plateaued.  The 
man’s  strength  gradually  improved  from  Grade 
3 to  Grade  5 (normal).  The  patient  remains  well 
and  asymptomatic  on  weekly  IV  pulse 
methotrexate  and  low  dose  prednisone. 

POLYMYOSITIS/DERMATOMYOSITIS 

Rheumatoid  arthritis,  systemic  lupus 
erythematous,  scleroderma,  Sjogren’s  syndrome, 
mixed  connective  tissue  disease,  polymyosi- 
tis/dermatomyositis,  and  the  vasculitic  syn- 
dromes are  considered  by  rheumatologists  to  be 
the  family  of  connective  tissue  disorders.  With 
the  exception  of  specific  vasculitic  disorders,  poly- 
myositis and  dermatomyositis  are  the  least  com- 
mon of  the  connective  tissue  family.  Polymyositis 
is  a progressive  proximal  muscle  disorder  charac- 
terized predominately  by  weakness,  which  is  the 
major  cause  of  disability,  and  for  which  there  is 
no  known  etiology.  Because  polymyositis  is  so  un- 
common, we  know  less  about  its  natural  history 
and  pathophysiology  than  any  of  the  other  con- 
nective tissue  syndromes. 
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Based  on  the  work  of  Dr.  Bohan  and  Dr.  Peter, 
inflammatory  myopathy  is  classified  into  sever- 
al categories.^  These  include  polymyositis,  der- 
matomyositis, polymyositis/dermatomyositis 
associated  with  malignancy,  childhood  der- 
matomyositis, and  polymyositis  associated  with 
other  connective  tissue  disease.^  Drs.  Bohan  and 
Peter  have  also  attempted  to  provide  us  with 
criteria  for  diagnosis  of  inflammatory  my- 
opathies. 


Figure  1 

CLASSIFICATION  OF  INFLAMMATORY 
MYOPATHY^ 

1.  Polymyositis 

2.  Dermatomyositis 

3.  Polymyositis/dermatomyositis  with 
malignancy 

4.  Childhood  dermatomyositis 

5.  Polymyositis  associated  with  connective  tis- 
sue disease 


Figure  2 

CRITERIA  FOR  DIAGNOSIS' 

1.  Proximal  muscle  weakness 

2.  Muscle  enzyme  elevation 

3.  EMG-NCV  abnormalities 

4.  Characteristic  muscle  histopathology 

5.  Typical  rash 


They  suggest  that  proximal  muscle  weakness, 
elevation  of  muscle  enzymes,  typical  EMG  nerve 
conduction  study  abnormalities,  abnormal  histol- 
ogy consistent  with  polymyositis,  and  in  the  case 
of  dermatomyositis,  typical  rash  should  all  serve 
as  criteria  for  the  diagnosis.^  Four  criteria  would 
constitute  a definite  diagnosis,  three  would  con- 
stitute probable  disease,  and  two,  possible  dis- 
ease. While  there  has  never  been  universal 
agreement  on  these  criteria,  they  are  more  or  less 
internationally  accepted  by  rheumatologists  at 
this  time. 
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Polymyositis  and  dermatomyositis  occur  more 
commonly  in  women  and  in  blacks,  with  black 
women  being  affected  most  frequently.  It  is  an  un- 
common disease  with  a prevalence  of  five  new 
cases  per  million  population  per  year.^  It  has  a 
bimodal  age  occurrence  with  the  first  peak  occur- 
ring in  childhood  and  the  second  peak  between 
the  ages  of  50  and  70.  We  will  discuss  adult  poly- 
myositis and  dermatomyositis  in  this  review. 

The  most  common  presenting  clinical  features 
of  this  disease  are  proximal  muscle  weakness, 
dysphagia  and  abnormalities  of  speech,  symp- 
toms of  intersitial  lung  disease,  and  arthritis. 

A rash  is  seen  almost  exclusively  in  der- 
matomyositis. Typically,  the  rash  affects  the  face, 
neck,  and  the  V of  the  chest  with  a similar  dis- 
tribution over  the  upper  back.  It  also  commonly 
affects  the  the  elbows,  backs  of  the  hands,  MCP, 
PIP,  and  DIP  joints,  and  frequently  the  knees. 
When  the  rash  takes  on  a silvery  plaque  appear- 
ance over  the  knuckles  of  the  hands,  elbows,  and 
knees,  it  is  referred  to  as  Gottron’s  papules.  Fre- 
quently, the  rash  is  inflammatory.  A heliotropic 
or  violaceous  and  telangiecatic  rash  can  be  seen 
over  the  eyelids,  but  this  remarkable  feature  is 
not  restricted  to  dermatomyositis,  and  may  also 
be  seen  in  allergic  reactions,  sarcoidosis,  and 
trichinosis.  Also  common  are  nailfold  capillary 
changes  as  can  be  seen  in  mixed  connective  tis- 
sue disease  and  scleroderma,  with  loss  of  some 
vessels  and  dilated  capillary  loops  elsewhere.  In 
some  patients  rash  precedes  the  muscle  disease 
by  months  and  even  years.  ^ 

Clearly,  the  most  common  feature  of  polymyo- 
sitis is  muscle  weakness.  Myalgia  or  muscle 
tenderness  is  extremely  uncommon.  Weakness 
may  present  abruptly  and  be  so  severe  as  to  pre- 
vent the  patient  from  rising  from  bed  or  even  lift- 
ing the  neck.  The  body  seems  to  flop,  and  in  fact 
has  been  referred  to  as  the  Raggedy  Ann  syn- 
drome. More  commonly,  the  development  of  weak- 
ness is  slow  and  insidious,  and  it  may  be  months 
before  the  patient  brings  it  to  medical  attention. 
In  this  instance,  questions  such  as,  “Can  you  lift 
something  from  a shelf  above  your  head?”  or,  “Do 
you  have  difficulty  rising  from  a deep  chair  or 
from  a bathtub?”  may  elicit  the  important  histo- 
ry of  proximal  weakness. 

As  previously  mentioned,  pain,  tenderness,  and 
muscle  swelling  are  extremely  uncommon  except 
in  severe  and  aggressive  cases,  and  are  usually 
associated  with  profound  CPK  elevation  into  the 


many  thousands. 

Muscle  atrophy  is  a late  manifestation  of  poly- 
myositis and  does  not  occur  initially  even  when 
there  is  significant  elevation  of  muscle  enzymes 
and  weakness.  Distal  muscles  are  rarely  affected. 

Muscle  involvement  of  the  pharynx  and  upper 
esophagus  can  impair  swallowing  and  cause  dys- 
phagia. Weakness  of  the  palate  can  result  in 
nasal  speech.  Occasionally,  respiratory  muscles 
are  affected  so  that  patients  may  hypoventilate 
and  even  experience  respiratory  failure. 

An  important  component  in  evaluating  and  fol- 
lowing patients  is  grading  muscle  strength  by 
physical  examination.  The  patient’s  muscle 
strength  should  be  measured  close  to  the  fulcrum 
of  motion  rather  than  away  from  it.  This  gives  the 
patient  the  advantage  and  gives  a more  reliable 
indication  of  muscle  weakness.  Most  rheumatol- 
ogists use  a one-to-five  scale  (Table  X ).^ 

TABLE  I 

Grade  1:  Palpable  contraction.  No  evident 

motion. 

Grade  2:  Are  of  motion  produced  only  with 

gravity  eliminated. 

Grade  3:  Are  of  motion  against  gravity. 

Grade  4:  Are  of  motion  produced  against 

manually  applied  load. 

Grade  5:  Are  of  motion  produced  against 

considerable  load  through  or  at  the 
end  of  the  arc. 


Dysphagia  occurs  in  10-15%  of  patients.  It  is 
traditionally  thought  to  result  from  involvement 
of  skeletal  muscles  in  the  pharynx  and  upper 
esophagus.  Recent  studies  have  indicated  that 
most  dysphagic  symptoms  result  from  hypomo- 
tility  and  gastroesophageal  reflux  in  the  distal 
esophagus.'^  The  clinical  symptoms  seem  to  be  in 
excess  of  histologic  abnormalities  as  document- 
ed on  post  mortem  examination.  Patients  can 
have  disordered  peristalsis  and  weakness  of  the 
skeletal  esophagus  as  well  as  of  the  pharynx. 
This  can  also  result  in  dysphagia,  vallecular  pool- 
ing, and  even  aspiration.  Aspiration  is  most  nota- 
bly seen  with  spasm,  contracture,  and  fibrosis  of 
the  cricopharyngeal  musculature.  If  diagnosed, 
simple  surgical  division  of  this  muscle  can  com- 
pletely relieve  the  symptom  and  prevent  life- 
threatening  aspiration. 
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Five  to  ten  percent  of  patients  with  polymyosi- 
tis will  have  accompanying  interstitial  lung  dis- 
ease. This  takes  the  form  of  interstitial  fibrosis 
occurring  predominately  at  the  lung  bases.  It 
typically  presents  with  dyspnea  on  exertion,  and 
dry  cough.  Physical  findings  reveal  dry  rales  at 
both  bases.  Chest  x-ray  shows  interstitial 
changes;  pulmonary  function  studies  show  a re- 
strictive pattern  with  diminished  diffusion  capac- 
ity and  diminished  lung  volumes.  Authors 
reviewing  this  entity  point  out  that  it  may  pre- 
cede myositis  in  as  many  as  50%  of  patients.® 
They  report  a variable  response  to  corticosteroids 
with  as  many  as  50%  improving.  It  is  thought 
that  response  to  steroid  varies  with  the  degree  of 
active  inflammation  in  the  lungs.  The  develop- 
ment of  pulmonary  fibrosis  in  polymyositis  is  as- 
sociated with  the  presence  of  the  extractable 
nuclear  auto-antibody,  anti  jo-1.  It  also  has  been 
noted  that  there  is  increased  frequency  of  poly- 
arthritis in  patients  with  interstitital  fibrosis. 

Other  pulmonary  complications  of  polymyosi- 
tis include  hypoventilation  due  to  weakness  of 
the  respiratory  musculature,  including  the  di- 
aphragm, which  can  lead  to  infection  as  well  as 
respiratory  failure.  As  previously  noted,  aspira- 
tion resulting  in  chronic  pneumonia  can  also  be 
a problem.  Since  patients  with  this  illness  are  fre- 
quently treated  with  prolonged  high  dose  cor- 
ticosteroids and/or  immunosuppressive  and 
cytotoxic  agents,  opportunistic  infection  is  also  a 
problem.  Finally,  several  agents  used  in  the  treat- 
ment of  this  disease  can  themselves  cause  pulmo- 
nary toxicity:  this  is  especially  true  of 
methotrexate,  which  can  cause  an  allergic  pneu- 
monitis. Contrary  to  other  connective  tissue  syn- 
dromes, pleurisy  and  pleural  effusion  are 
uncommon  in  polymyositis. 

The  cardiac  muscle  can  also  be  involved  in  poly- 
myositis. This  involvement  is  predominately 
reported  from  the  Mayo  Clinic  experience.^  My- 
ocarditis and  congestive  heart  failure  have  been 
proven  pathologically  and  are  thought  to  occur 
clinically  in  5-10%  of  patients.  EKG  changes  with 
conduction  disturbances  and  non-specific  ST-T 
changes  are  seen  in  as  many  of  50%  of  patients. 
Conclusions  regarding  cardiac  involvement  are 
complicated  by  the  fact  that  many  patients  with 
this  disease  are  in  an  age  range  when 
atherosclerotic  and  vascular  diseases  are  known 
to  occur. 

An  uncommon  but  severe  manifestation  of 
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polymyositis  in  adults  is  calcinosis,  resulting 
from  calcification  of  inflamed  muscles.  Calcino- 
sis frequently  leads  to  induration  and  contrac- 
ture of  muscles  with  joint  contracture  and  severe 
disability.  Calcareous  material  can  drain  spon- 
taneously through  the  skin  and  can  be  associat- 
ed with  marked  inflammation  and  systemic  signs 
and  fever.  There  is  no  satisfactory  treatment  for 
calcinosis,  although  colchicine  is  said  to  reduce 
the  inflammatory  component.  In  addition,  surgi- 
cal removal  of  large  calciiun  deposits  has  been  ad- 
vocated. 

Occasionally,  polyarthritis  can  be  the  present- 
ing manifestation  of  this  disease.  This  has  been 
primarily  pointed  out  by  Schumacher  and  others 
at  the  University  of  Pennsylvania.®  This  arthri- 
tis is  symmetric  and  rheumatoid-like  in  appear- 
ance, but  tends  not  to  be  erosive,  and  is  frequently 
alleviated  by  the  steroid  treatment  used  to  con- 
trol muscle  disease. 

The  laboratory  evaluation  of  polymyositis  be- 
gins with  the  measurement  of  muscle  enzymes. 
These  include  CPK,  aldolase,  SGOT,  and  LDH. 
CPK  is  the  most  sensitive  of  these  muscle  en- 
zymes for  measuring  activity  of  disease.  CPK  will 
fall  in  response  to  therapy  before  noticeable  im- 
provement in  muscle  strength,  and  will  rise  when 
therapy  is  withdrawn  long  before  weakness 
recurs. 

The  CPK  and  other  muscle  enzymes  are  nor- 
mal in  approximately  5%  of  patients  with  poly- 
myositis. In  chronic  disease  lasting  longer  than 
three  years,  the  muscle  enzymes  normalize  even 
while  active  myositis  is  continuing.  It  is  frequent- 
ly hard  to  completely  normalize  CPK  during  the 
course  of  the  therapy  of  polymyositis  because 
muscle  regeneration  is  associated  with  an  elevat- 
ed CPK,  and  regeneration  is  part  of  the  healing 
process  of  the  myopathy.  Regenerating  muscle 
will  elevate  both  CPK-MM  and  CPK-MB  frac- 
tions; this  should  not  be  taken  as  a sign  of  cardi- 
ac involvement.  Muscle  enzymes  and  especially 
CPK  can  also  rise  after  exercise.  This  is  particu- 
larly true  of  inflamed  muscle,  and  should  be 
taken  into  consideration  when  evalu- 
ating a patient’s  CPK. 

Some  drugs  have  been  shown  to  increase  the 
clearance  of  CPK.  These  include  barbiturates, 
benzodiazepines,  and  narcotics. 

Myoglobinemia  occurs  in  the  majority  of  pa- 
tients. Myoglobinuria  is  extremely  uncommon, 
occurring  only  in  the  most  severe  cases.  It  can  be 
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I associated  with  renal  failure. 

I The  sedimentation  rate  is  an  especially  poor 
tool  to  measure  disease  activity  in  polymyositis. 
It  is  frequently  only  modestly  elevated  and  does 
not  correlate  with  the  activity  of  the  disease. 

, Auto-antibodies  which  are  routinely  screened 
for,  are  frequently  negative  in  polymyositis. 
When  seen,  antinuclear  antibodies  are  most  fre- 
quently found  in  polymyositis  associated  with 
other  connective  tissue  disorders.  They  occur  in 
roughly  30%  of  idiopathic  polymyositis,  der- 
matomyositis,  and  myopathy  associated  with  ne- 
oplasia. This  is  not  true,  however,  for  the 
extractable  nuclear  antibody-antigen  system 
anti  jo-1,  which  occurs  more  frequently.® 

EMG  nerve  conduction  studies  are  abnormal  in 
70-90%  of  patients.  Notable  abnormalities  in- 
clude short  duration,  low  amplitude  polyphasic 
potentials  after  voluntary  muscle  contraction. 
Fibrillation  potentials  are  seen  at  rest.  These  are 
normally  associated  with  neuropathic  disease 
and  are  felt  to  represent  inflammatory  involve- 
ment of  the  terminal  neural  elements.  Patients 
with  polymyositis  also  show  insertional  irritabil- 
ity and  positive  sharp  waves. 

Muscle  biopsy  changes  are  not  constant,  being 
seen  in  only  65-86%  of  patients.  Typical  findings 
include  necrosis  of  both  type  1 and  type  2 nerve 
fibers,  degeneration,  phagocytosis,  regeneration, 
and  both  perivascular  and  interstitial  inflamma- 
tion with  mononuclear  cells. 

It  is  presumed  that  the  pathophysiology  of  in- 
flammatory myopathy  stems  from  a disordered 
immune  response.  The  presence  of  serologic  ab- 
normalities such  as  anti  jo-1  suggests  a role  for 
humoral  immunity.  Other  lines  of  evidence  sug- 
gest a possible  role  for  activation  of  complement, 
although  complement  levels  are  rarely 
decreased.  There  is  a good  deal  of  experimental 
evidence  for  cell  mediated  immune  responses 
playing  a role  in  inflammatory  muscle  disease. 
No  immunogenetic  associations  have  been  made. 
In  general,  it  is  felt  that  disordered  immune 
responses  play  a significant  role  in  perpetuating 
inflammatory  myopathy. 

A major  controversy  regarding  polymyosi- 
tis/dermato myositis,  is  its  possible  association 
with  malignancy.  This  has  been  noted  in  the  liter- 
ature for  more  than  100  years,  but  still  remains 
unclear.  The  controversy  is  based  on  the  follow- 
ing observations.  First,  until  the  past  decade, 
there  were  no  criteria  that  were  universally  ap- 
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plied  to  the  patients  reported  in  the  literature  so 
it  is  uncertain  exactly  what  illnesses  were  being 
reported.  Second,  because  polymyositis  is  an  un- 
common disease,  most  reviews  involve  case 
reports  or  a small  series  of  patients  reported  from 
one  or  several  medical  centers.  Third,  there  were 
no  studies  that  had  proper  epidemiologic  controls 
that  would  allow  a definite  conclusion  regarding 
the  possibility  of  an  increased  frequency  of 
malignancy. 

More  recent  studies  continue  the  controversy 
by  suggesting  that  on  the  one  hand  there  is  an  as- 
sociation, and  on  the  other  there  is  not.  Most 
rheumatologists  and  current  rheumatoligic  text- 
books suggest  that  as  best  as  can  be  judged  there 
is  an  increased  frequency  of  malignancy  in  both 
polymyositis  and  dermatomyositis,  which  may 
approach  20%.  Malignancy  seems  particularly  to 
occur  in  men  with  dermatomyositis  who  are  more 
than  50  years  old.  There  is  a wide  range  of  tumors 
that  have  been  described  with  inflammatory  my- 
opathy but  breast,  lung,  ovary,  and  stomach 
tumors  are  seen  most  commonly.  While  tumors 
can  precede  myositis  or  myositis  can  precede  the 
diagnosis  of  tumor,  in  most  instances  both  occur 
within  one  year  of  the  diagnosis  of  the  other  if, 
in  fact,  they  are  not  diagnosed  concurrently. 

A common  question  is  what  constitutes  an  ap- 
propriate workup  for  patients  diagnosed  with 
polymyositis/dermato myositis.  My  own  practice 
is  to  perform  a careful  history  and  physical  ex- 
amination that  includes  pelvic  and  genital  ex- 
amination, and  routine  laboratory  screens  such 
as  complete  blood  count,  chemistry  profile,  uri- 
nalysis, and  stool  guaiac.  Chest  x-ray,  mammo- 
graphy, and  sigmoidoscopy  seem  reasonable  as 
part  of  this  general  exam.  Any  abnormalities  are 
then  followed  up.  However,  there  does  not  seem 
to  be  a reason  for  exhaustive  studies  such  as  GI 
contrast  studies,  CT  scans,  etc.  If  nothing  is 
found,  a high  index  of  suspicion  should  be  main- 
tained for  at  least  the  first  two  or  three  years  af- 
ter diagnosis,  and  routine  yearly  studies 
including  those  mentioned  above  should  be  per- 
formed. 

There  is  a wide  differential  diagnosis  of  prox- 
imal muscle  weakness.®  In  addition  to  polymyo- 
sitis/dermatomyositis,  other  connective  tissue 
diseases  in  which  inflammatory  muscle  change 
can  be  seen  should  be  considered,  including  sys- 
temic lupus  erythematosis,  mixed  connective  tis- 
sue disease,  Sjogren’s  syndrome,  and  rheumatoid 
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Figure  3 


MANUAL  MUSCLE  STRENGTH  TESTING^ 
Grade  0:  No  evident  contraction 


arthritis. 

A large  number  of  drugs  can  also  cause  prox- 
imal muscle  weakness,  including  alcohol,  cor- 
ticosteroids, clofibrate,  plaquenil,  D-penicilla- 
mine,  beta  blockers,  and  H2  blockers. 

A number  of  infections  have  also  been  associat- 
ed with  proximal  muscle  weakness  and  mild  and 
remitting  myopathy.  These  are  largely  viral  in- 
fections and  include  influenza,  Coxsackie  virus, 
parainfluenza,  adeno-virus,  and  echovirus.  Less 
commonly,  muscle  weakness  can  be  associated 
with  HB  surface  antigen  hepatitis,  common 
herpes  virus,  Epstein-Barr  virus,  and  HIV.  On  oc- 
casion, parasitic  infections  can  also  be  associat- 
ed with  myopathic-like  symptoms,  most  notably 
with  toxoplasma  gondii. 

Endocrinopathies  can  be  associated  with  my- 
opathy; in  particular,  hypothyroidism  can  be  as- 
sociated with  an  elevated  CPK.  Hyperthyroidism 
can  also  be  associated  with  muscle  weakness,  but 
usually  there  is  no  CPK  elevation.  Similarly, 
metabolic  derangements  including  hypercalce- 
mia, hypophosphatemia,  and  both  elevation  and 
decrease  in  serum  potassium  can  be  associated 
with  muscle  weakness. 
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Rarely,  sarcoidosis,  which  frequently  causes 
mild  granulomatous  myositis  presents  with 
primarily  a myopathy  and  muscle  weakness. 

Finally,  primary  muscle  diseases  such  as  the 
glycogen  and  lipid  storage  diseases  and  my- 
oadenylete  deaminase  deficiency  as  well  as  the 
muscular  dystrophies  must  be  considered.  Neu- 
rologic diseases  such  as  myasthenia  gravis  and 
amyotrophic  lateral  sclerosis  can  present  as 
weakness.  Rare  miscellaneous  causes  include 
Eaton-Lambert  syndrome  and  cardinomatous 
myopathy. 

Initial  treatment  of  polymyositis/dermatomyo- 
sitis  is  with  corticosteroids.  The  dosage  is  usual- 
ly 60-80  mg  of  prednisone  taken  daily  in  a single 
dose.  This  is  continued  for  three  to  six  months, 
taking  care  to  monitor  for  the  numerous  compli- 
cations of  steroid  use.  Once  the  CPK  has  normal- 
ized, prednisone  can  be  slowly  tapered  off.  The 
patient  should  be  monitored  for  resurgence  of 
CPK  elevation.  If  it  occurs,  the  steroid  taper 
should  be  stopped  and  the  dose  slightly  in- 
creased. The  goal  should  be  normalization  of 
CPK  or  at  most  a mild  elevation  of  CPK  no  more 
than  two  to  three  times  the  top  normal  value,  as 
well  as  normalization  of  proximal  muscle 
strength.  Steroids  should  be  slowly  tapered  and 
attempts  made  to  convert  the  patient  to  an  every 
other  day  regimen.  If  this  is  accomplished  over 
the  first  nine  months  of  illness,  the  patient 
should  then  be  continued  on  every  other  day 
steroids  indefinitely.  Physical  therapy  can  be  an 
important  part  of  treatment,  and  should  be  in- 
stituted early.  Initial  physical  therapy  should  in- 
clude passive  range  of  motion  of  joints  to 
maintain  flexibility,  and  strengthening  exercises 
should  be  graded  and  slowly  introduced  after  the 
CPK  has  normalized. 

A common  issue  is  the  development  of  weak- 
ness during  steroid  therapy  as  the  CPK  is  falling. 
This  may  indicate  steroid  myopathy  and  can  be 
a confusing  variable.  A frequent  tactic  is  to  in- 
crease steroids  if  the  CPK  is  still  elevated  to  see 
if  the  weakness  improves,  and  if  it  in  fact  worsens, 
then  to  again  proceed  with  steroid  taper. 

If  the  patient  does  not  respond  in  terms  of 
declining  CPK  and  improving  strength  after  six 
months  of  moderate  to  high  dose  corticosteroids, 
alternative  therapy  should  be  considered.  Most 
rheumatologists  consider  methotrexate  the  drug 
of  choice.  It  has  the  longest  track  record  and  is 
well  tolerated.  It  is  generally  administered  in- 
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travenously  once  weekly  in  a dose  of  10-15  mg. 

Alternative  therapies  also  include  immuran  or 
Cytoxan,  but  there  is  less  experience  with  these 
drugs.  Plasmapheresis  and  immunoglobulin  in- 
fusions have  also  been  tried. 

Current  studies  reviewing  experience  with 
polymyositis/dermatomyositis  show  an  eight  year 
survival  rate  of  roughly  70-75%,  an  improvement 
over  studies  of  20  years  ago.  Still,  inflammatory 
myopathy  can  be  a severe,  chronic,  and  disabling 
illness  with  frequent  relapses  and  substantial 
morbidity  and  mortality. 
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Even  they  need 
to  recuperate. 

Let  ’em  Take-a-Break. 

Your  staff  helps  others  recuperate  everyday,  right? 

Once  In  a while  they  could  use  a rest,  too.  Let  us 
help  make  It  enjoyable.  We  offer  a full  range  of 
food  and  beverage  services  that  make  break-time 
convenient  for  you  and  your  employees. 

OUR  SERVICES  INCLUDE: 

Vending  Machines 
Business  Catering 
Bottled  Water  & Coolers 
Food  Management 
Mlcrowave/Retrigerators 
Goodies  Snack  Service 
and  of  course 
our  Coffee  Services 

WE  SPECIALIZE  IN  A WHOLE  LOT 
MORE  THAN  GREAT  COFFEE 

TAKEABREAKi 


413  Eighth  Ave.  • Wilmington,  DE  19805  658-857 1 
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Delaware 

Auto 

Leasing 

For  Professionals! 

In  our  business  as  in  your  profes- 
sion, service  is  of  the  utmost  impor- 
tance. That  is  why  we  offer  the 
following  services: 

• Free  loaner  car 

• Paper  work  and  delivery  of 
the  car  completed  in  the 
privacy  of  your  home  or 
office 

• Cash  or  trade  for  your 
current  car 

• All  makes  and  models 

• Separate  service  facilities 

• Lease  terms  from  12  to  72 
months 

• Extended  service  contracts 

• Small  Fleet  management 

We  do  all  of  this  for  you  because 
your  time  is  as  important  to  us,  as  it 
is  to  you. 

So  when  you  are  ready  for  your 
next  car  or  truck,  call  us.  Let  us 
show  you  how  our  service  sets  us 
apart  from  the  rest. 

Ffo/n  the  ultimate  luxury  of  a Rolls  Royce 
to  the  economy  of  a Hyundai. . . 
“YOU  NAME  IT  WE  LEASE  IT” 

Delaware 
Auto  Leasing 

1605 Pennsylvania  Ave. , Wilmington 
Phone  (302)  656-3154 
FAX  Number  (302)  656-4709 
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Practice  Made  Perfect. 


We  can  help.  If  you're  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We'll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We've  had  1 28  years  of  practice  ourselves  — let  us 
help  you  with  yours. 


^ARTISANS' 

SAVINGS  BANK  "ffi" 

I I THE  BANK  YOU  CAN  TALK  TO! 


SAVINGS  BANK  ““ 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  • Polly  Drummond  & Graylyn  Shopping  Centers 


WHY  BUY  A MERCEIXS-BENZ 
IN  WILMINGTON? 


PRICE. 


Just  ask  our  customers  about  The  Price  Advantage: 
Superb  value.  Over  60  new  Mercedes-Benz  vehicles 
in  stock  and  on  order.  And  new  improved  service, 
convenience  and  quality.  We  even  have  free  courtesy 
cars  available  to  our  service  customers. 

For  your  Mercedes-Benz,  come  to  Wilmington.  Because 
Price  is  more  than  just  our  name.  It's  our  guarantee. 

COMING  SOON:  PORSCHE  AND  AUDI 


PRICE 

INCORPORATED 

AUTHORIZED 

MERCEDES 

BENZ 


3801  Lancaster  Pike  (Route  48) 
Wilmington  995-2211 
(formerly  Royal  Imports) 


AMERICAN 
^>CANCER 
f SOCIETY’ 


WOMEN'6  IMAGING  CENTED 

OF  DELAWARE 


■ 782A  • 


Presents: 

THE  DIAGNOSIS  AND  MANAGEMENT  OF  BREAST  CANCER 


Which  is  designed  for  the  health  professional  and  general  public  to  ui.dcrstand 
more  about  breast  cancer;  its  detection,  treatment,  and  rehabilitation. 


Saturday,  15  April  1989 

Academy  of  Medicine,  1925  Lovering  Ave.,  Wilmington,  Delaware 

Moderator:  Steven  L.  Edell,  D.O. 

Women’s  Imaging  Center  of  Delaw/are  and 
Chairman,  Department  of  Radiology,  Riverside  Hospital 

8:00  • 8:30  Coffee  and  Registration 

8:30  • 9:00  Mammography:  Indications  and  Guidelines 

Susan  Barnes,  MD 

Women’s  Imaging  Center  of  Delaware 

9:00  - 9:30  Surgical  Options  Available  to  the  Breast  Cancer  Patient 

Diana  Dickson-Witmer,  M.D.,  FACS 
General  Surgeon,  Wilmington,  Delaware 

Instructor  in  Surgery,  Jefferson  Medical  College  of  Thomas  Jefferson  University 


9:30  - 10:00  The  Psychosocial  Aspect  of  Breast  Cancer 

Ruth  McCorkle,  RN,  Ph.D.,  FA  AN 

Director  of  Oncology  Program,  University  of  Pennsylvania 

School  of  Nursing 

10:00  - 10:30  Coffee  Break 


10:30  ••  11:00  Support  Groups  and  Community  Resourses  Available  to 

Cancer  Patients  and  Their  Families 

Samuel  Milioti,  MA 
Meadowood  Hospital 

11:00  - 11:30  The  Reach  to  Recovery  Program  of  the  American  Cancer  Society 

Betsy  Ryder,  BS 

American  Cancer  Society  Reach  to  Recovery  State  Coordinator 

11:30  - 12:00  Breast  Self  Examination:  The  Concept  and  Technique 

Evelyn  Burkle,  AB 

American  Cancer  Society  Breast  Self  Examination  Coordinator 


• No  Registration  Fee 

• No  Advanced  Registration 

• Exhibits  of  Mastectomy  Products 

• For  more  Information  Call  the  American  Cancer  Society 

654-6267 


PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives: 

• Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

• Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

•Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
become  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

“CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.’’ 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  is  one  of  America’s  leading  financial  institutions.  ^ 
With  over  $19.6  billion  in  assets  and  $1 .9  billion  in  surplus,; 
they  have  the  size  and  resources  to  adequately  finance 
professional  liability  programs.  You  can  count  on  them  to  ; 
stay  in  the  market  and  be  there  when  you  need  them.  j 

CNA’s  financial  standing  and  stability  have  not  gone 
unnoticed.  Continental  Casualty  Company,  CNA’s 
primary  professional  liability  underwriter,  has  an  A-h  i 
rating  — the  highest  rating  available  from  A.M.  Best,  i 
the  definitive  source  for  information  on  insurance  ' 

organizations.  This  rating  represents  a very  significant  ; 
barometer  for  CNA’s  financial  and  operating  strength. 


Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  coverage 
for  damages  arising  from  the  performance  of  or  failure  ■ 
to  perform  professional  services  in  your  capacity  as  a ' 
physician  or  surgeon,  or  the  performance  of  professionalij 
medical  services  by  any  person  or  organization,  includinu 
nurses,  nurse  anesthetists,  physician  assistants,  and 
others  for  whose  acts  or  omissions  you  are  legally  liable.  ■ 


Liability  limits  available: 
Per  Claim  Limits 


1.  $1,000,000 
2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAIL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period: 

A.  death  or  total  and  permanent  disability  occurs;  or 

B.  retirement  takes  place  after  the  physician  has  reached 

the  age  of  60;  and  ; 

C.  the  physician  has  been  continuously  insured  by  us  for 

the  immediately  preceding  5 years.  j 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  IPA,  or  other  similar 
organizations  but  only  for  such  liability  as  is  attributable 
tothe  CNA-insured  physicians’  negligence. 


Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist 
Medical  Aide 
R.N. 

L.P.N. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 
Medical  Laboratory  Technician 
Research  PhD 


Optometrist 
Pharmacist 
O.R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 

Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured’s 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA. 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  coverage. 

Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physidan  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

PO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 


Harry  S.  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 


C¥A 

For  All  the  Commitments  You  Make® 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 
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directions 


Biological  Waste  Disposal 

fromj  * 

iiie«lisili 


INC. 


Environmental  Services  Division 


New  rules  from  the  Delaware  Solid  Waste  Authority  and  impending  regulations  will  change  the 
way  you  must  dispose  of  needles,  sharps  and  other  equipment.  Medlab  now  provides  containers, 
pick-up  and  certified  disposal  for  one  low  fee.  Call  Division  Manager,  Jim  Boylan,  (302)  994-5764 
and  request  "Medlab  Memorandum"  on  waste  disposal. 


BECAUSE  QUALITY  IS  ESSENTIAL 


iiiei 


llali 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


BICENTENNIAL  CELEBRATION 


THE  INCORPORATION  OF  THE  MEDICAL  SOCIETY  OF 
DELAWARE 


Anne  Shane  Bader 


Editor’s  Note:  The  Medical  Society  of  Delaware 
was  incorporated  in  February  17 89,  and  held  its 
first  meeting  May  12,  1789,  in  Dover,  Delaware. 
The  following  are  the  first  of  several  articles  that 
will  appear  in  the  Delaware  MedicalJ  ournal  dur- 
ing 1989  to  commemorate  the  200th  anniversary 
of  the  Society. 


The  Corporation  Department  of  the  Office  of 
the  Secretary  of  State  in  Dover  is  the  place  to  call 
for  information  on  any  Delaware  Corporation  or, 
for  that  matter,  any  corporation  from  another 
state  that  is  registered  to  do  business  in  Dela- 
ware. A search  of  that  agency’s  now-computerized 
records,  however,  will  disclose  no  record  of  a 
“Medical  Society  of  Delaware.” 

Some  18  years  ago,  the  knowledge  of  that  fact 
prompted  then  Medical  Society  of  Delaware 

Mrs.  Bader  is  Executive  Director  of  the  Medical  Society  of  Delaware 
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president  Herbert  M.  Baganz,  M.D.,  to  request 
that  the  society’s  legal  counsel,  William  O. 
Lamotte  III  (son  of  society  member  William  O. 
Lamotte  Jr.,  M.D.)  provide  an  opinion  on  the  va- 
lidity of  the  corporate  status  of  the  Medical  Soci- 
ety of  Delaware,  which  had  long  been  understood 
to  be  a nonprofit  corporation  under  Delaware 
Law. 

A legal  opinion  of  25  pages,  plus  an  appendix 
of  12  pages,  resulted.  This  document  amounts  to 
a legal  history  of  the  Medical  Society  of  Dela- 
ware’s corporate  existence  that  is  fascinating  not 
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Incorporation  of  the  Medical  Society  of  Delaware  - Bader 


only  to  corporate  or  constitutional  lawyers,  but 
to  the  academically  or  historically  minded  mem- 
bers of  the  society  as  well. 

The  principal  reason  why  no  mention  of  the 
Medical  Society  of  Delaware  appears  among  the 
incorporation  records  at  Dover  is  that  the  socie- 
ty’s corporate  existence  long  antedates  the 
General  Corporation  x\ct  of  1899.  But,  there  is 
more  of  a story  than  that. 

Pi’ior  to  1899,  the  creation  of  a corporation  re- 
quired a special  act  of  the  legislature.  After  the 
1899  enactment,  this  w^as  no  longer  necessary  as 
incorporation  w*as  simplified  to  a filing  procedm*e 
that  required  only  a proposed  charter  for  the 
record.  This  simple  filing  meant  virtually  auto- 
matic corporate  existence.  The  fairly  lenient 
modern  requirements  of  issuance  of  stock  and 
corporate  governance  shortly  led  to  a state  of  af- 
fairs in  which  Delaware  became  the  sought  after 
home  of  businesses  w^hose  locales  are  actually 
scattered  throughout  the  country. 

The  1899  act  supposed  that,  in  time,  all  pre- 
existing corporations  would  become  subject  to  the 
general  lawq  in  the  case  of  the  Medical  Society  of 
Delaw’ai’e,  this  subjection  never  occurred  and  yet 
its  corporate  existence  is  as  valid  as  that  of  any 
other  coi’poration. 

The  reason  that  the  corporate  existence  is  still 
valid  may  be  traced  to  a decision  of  the  United 
States  Supreme  Comt:  the  case  is  well  knowm  to 
constitutional  scholars  and  even  familiar  to  high 
school  civics  students.  This  is  the  “Dartmouth 
College”  case,  Trustees  of  Dartmouth  College  v. 
Woodward,  17  US.  (4  wheat)  518(1819),  in  which 
it  w^as  held  that  the  U.S.  Constitution’s  prohibi- 
tion against  a state’s  impairment  of  the  obliga- 
tion of  contracts  applied  to  a corporate  charter  on 
the  grounds  that  the  charter  constituted  a con- 
tract betw^een  the  state  and  the  corporation.  This 
decision  was  made  in  the  face  of  an  attempt  by 
the  New  Hampshire  Legislature  to  amend  the 
charter  of  Dartmouth  College.  The  Supreme 
Coui't  ruled  that  because  of  the  constitutional 
statement,  this  was  impermissible  without  the 
college’s  consent. 

In  subsequent  Delaware  constitutions  (that  of 
1831  and  that  of  1897),  measures  were  taken  to 
avoid  the  same  impact  as  the  Dartmouth  College 
decision.  For  example,  the  Delaware  Constitution 
of  1831  contained  a pro\dsion  that  limited  a cor- 
poration’s existence  to  twenty  years.  Further, 
it  contained  a “reserve  powder”  clause  which 
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pro\dded  that  the  legislature  could,  in  creating 
corporations,  include  a provision  in  the  charter 
to  permit  subsequent  amendment  by  the  legisla- 
ture with  or  without  the  corporation’s  consent 
(the  corporation  being  deemed  to  have  consent- 
ed in  advance).  These  measures  stood  the  test  of 
time  until  the  Delaware  Constitution  of  1897 
paved  the  way  for  the  General  Corporation  Act  of 
1899. 

This  constitution  (still  in  effect  today  with 
amendments)  contained  the  following  provisions: 

“Section  1.  No  corporation  shall  hereafter 
be  created,  amended,  renewed  or  revised  by 
special  act,  but  only  by  or  under  general 
law,  nor  shall  any  existing  corporate  chart- 
er be  amended,  renewed,  or  revised  by  spe- 
cial act,  but  only  by  or  under  general  law... 
The  general  assembly  shall,  by  general  law, 
provide  for  the  revocation  or  forfeiture  of  the 
charters  of  all  corporations  for  the  abuse, 
misuse,  or  non-use  of  their  corporate  powers, 
privileges  or  franchises.  Any  proceeding  for 
such  revocation  or  forfeiture,  shall  be  taken 
by  the  Attorney-(joneral  as  may  be  provid- 
ed by  law...” 

“Section  2.  No  corporation  in  existence  at 
the  adoption  of  the  Constitution  shall  have 
its  charter  amended  or  renewed  without 
first  filing,  under  the  corporate  seal  of  said 
coi’poration,  and  duly  attested,  in  the  Office 
of  the  Secretary  of  State,  an  acceptance  of 
the  provisions  of  this  Constitution.” 
Constitution  of  1897,  Art.  IX,  §§1,  2. 


A close  reading  of  these  provisions  makes  it  ap- 
parent that  any  corporation  created  after  1831 
would,  by  reason  of  the  twenty -year  limitation 
contained  in  the  constitution  of  that  year,  even- 
tually become  subject  to  the  general  law  of  1899. 
Conversely,  any  corporation  created  prior  to  1831 
whose  charter  expressly  or  through  implication 
conferred  perpetual  existence,  and  which  was 
never  guilty  of  abuse,  misuse,  or  non-use  of  its  cor- 
porate powers,  and  which  never  attempted  to 
amend  its  charter  might  continue  “in  perpetuo” 
without  ever  becoming  subject  to  the  statute  of 
1899. 
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According  to  Mr.  Lamotte’s  analysis,  the  Medi- 
cal Society  of  Delaware  is  just  such  a corporation. 
His  deduction  to  this  effect  was  reinforced  by  Sec. 
4,  Article  IX,  Constitution  of  1897. 


“Section  4.  The  rights,  privileges,  immuni- 
ties and  estates  of  religious  societies  and 
corporate  bodies,  except  as  herein  otherwise 
noted  shall  remain  as  if  the  Constitution  of 
this  State  has  not  been  altered.”  Constitu- 
tion of  1897,  Art.  IX,  §§4. 

The  opinion  goes  on  to  discuss  certain  require- 
ments to  which  corporations  are  routinely  sub- 
ject: (1)  having  a designated  registered  agent  in 


Delaware;  (2)  filing  its  charter  with  the  Corpora- 
tion Department  of  the  Secretary  of  the  State’s 
Office;  (3)  having  its  charter  contain  (in  the  case 
of  a non-profit  corporation)  a provision  express- 
ly prohibiting  the  issuance  of  capital  stock;  and 
(4)  filing  an  annual  report  and  paying  annual 
purchase  tax. 

The  Medical  Society,  the  opinion  concludes,  is 
not  subject  to  any  of  these  requirements  so  long 
as  it  makes  no  attempt  to  amend  its  charter,  nor 
commits  any  malfeasance  which  would  be  incom- 
patible with  its  corporate  existence. 

Thus,  the  Medical  Society  of  Delaware  is,  in  this 
modern  age,  a corporation  of  an  unusual,  even 
anachronistic  sort;  but,  a corporation  it  is, 
nevertheless. 


ATTENTION  PRIMARY  CARE  PHYSICIANS 
INCREASE  YOUR  SKILLS 
Accredited  16  Hours  AAFP,  AMA,  AOA  (Category  I) 


ATTEND  . . . Procedural  Skills  for  Primary  Care  Physicians  FEE:  $375 

LEARN  . . . Allergy  testing,  audiometry,  cryosurgery,  dermatologic  procedures,  flexible  sigmoidoscopy,  bolter 
monitoring,  joint  injection  techniques,  nasopharyngoscopy,  pulmonary  function  testing,  vascular  flow  testing,  including 
an  introduction  to  colposcopy  and  office  ultrasonography. 

FEE:  $375  LOCATIONS  - DATES 

PHOENIX  PHILADELPHIA  CLEVELAND  ST.LOUIS 

March  18-19, 1989  April  15-16, 1989  May  6-7, 1989  June  16-17, 1989 


COLPOSCOPY  - CARDIAC  STRESS  TESTING 


(one  day  devoted  to  each  — attend  either  or  both) 

SPECIAL  PROGRAM  — NEW  ORLEANS  — APRIL  29-30,  1989 

During  The  New  Orleans  Jazz  Festival  Week 
A FULL  DAY  WILL  BE  DEVOTED  TO  EACH  TOPIC,  WITH  BOTH  LAB  & LECTURE 
Tuition:  $295/program  ($525  if  registered  for  both  days) 


TAKE  A TAX  DEDUCTIBLE  VACATION 


Attend  A Medical  Malpractice  Risk  Management  Seminar  & Receive 
AMA  Category  1 CME  Credit  — Programs  Available  Weekly  At: 

Disney  World  • Steamboat  Springs,  CO  • North  Conway,  NH*  Nassau 
AND  5 CLUB  MED  VILLAGES  AT: 

Copper  Mtn,  CO  • Port  St.  Lucie,  FL  • Paradise  Island,  Bahamas 
Huatulco,  Mexico  • Punta  Cana,  Dominican  Republic 

CALL  Or  WRITE 

CURRENT  CONCEPT  SEMINARS  • 3301  Johnson  Street  • Hollywood,  Florida  33021 

(305)966-1009  • (800)225-0227+991-1911 

2 Day  Program:  $1 25.00  / 5 Day  Program:  $225.00  (Spouse  Free) 
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THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


Cefaclor 


Pulvules'^ 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  lor  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolylic  streptococci! 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOR  should  8E  aoministereo  cautiously  to  penicillin 
SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  m differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly),  .oeioe&i 

Additional  information  available  from  RV  2351  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988.  ELI  LILLY  AND  CONIPANY  CR-5012-B-849345 


REFLECTIONS  ON  A BICENTENNIAL 


Gerald  J.  Savage,  M.D. 


Tuesday,  May  12,  1789  dawned  warm  and 
bright  in  Dover,  not  unlike  most  days  when 
spring  comes  early.  Local  townfolk  had  not  fully 
recovered  from  the  excitement  of  April  30th,  just 
twelve  days  before,  when  George  Washington, 
standing  on  the  balcony  of  Federal  Hall  at  Broad 
and  Wall  Streets  in  New  York,  took  the  oath  of 
office  and  was  inaugurated  President  of  their  new 
nation.  The  long  and  painful  years  of  the  war 
were  past;  farmers  and  shopkeepers  were  at  last 
able  to  turn  their  hands  and  their  hearts  to  their 
industry  fettered  by  neither  an  oppressive 
government,  nor  an  expensive  war.  The  future 
offered  peace  and  promise  of  growth  for  the  coun- 
try. People  were  anxious  to  begin  building  again 
under  a bright  new  sky  of  freedom.  On  reading 
personal  letters  and  papers  of  the  time,  one  can 
get  the  distinct  impression  that  people  were  hap- 
pier than  they  had  been  for  many  years:  there 
was  a sincere  feeling  of  neighborly  cooperation, 
and  eagerness  to  get  on  with  the  rebuilding.  In 
Wilmington,  in  Dover,  in  Sussex  County,  there 
was  a palpable  optimism  in  every  town. 

Yet,  on  this  day,  there  was  a bit  of  a stir  around 
the  State  House  for  another  reason-it  was  ru- 
mored that  certain  doctors  in  the  state  were  com- 
ing to  town  to  form  a new  society.  And,  indeed, 
twenty-seven  physicians  arrived:  most  came  the 
day  before  for  travel  from  Sussex  and  New  Cas- 
tle Counties  took  the  better  part  of  a day. 

Earlier  in  the  year,  the  General  Assembly  had 
voted  “An  Act  to  incorporate  a number  of  Physi- 
cians of  the  Delaware  State,  and  for  other  pur- 
poses therein  mentioned....”  Named  as  Fellows  in 
the  Act  were:  John  McKinley,  Nicholas  Way, 

Dr.  Savage  is  a retired  anesthesiologist  who  lives  in  Wilmington. 
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Jonas  Preston,  Ebenezer  Smith,  George  Monro, 
Thomas  McDonough,  Joshua  Clayton,  Ezekiel 
Needham,  James  Tilton,  William  Molleston,  Ed- 
ward Miller,  James  Sykes,  Nathaniel  Luff, 
Robert  Cook,  Matthew  Wilson,  Joseph  Hall,  John 
Marsh,  John  Polk,  John  Stephens  Hill,  Julius  Au- 
gustus Jackson,  William  McMechen,  Henry 
Latimer,  James  McCalmont,  James  Capelle,  Ar- 
chibald Alexander,  Henry  Peterson,  and  Levarius 
Hooker  Lee.^  These  men  had  pride  just  in  know- 
ing they  were  creating  something  new,  for  among 
the  states,  only  New  Jersey  (1766)  and  Mas- 
sachusetts (1781)  had  medical  societies.  Many  of 
these  men  had  served  with  Washington  in  the 
Continental  Army;  Nathaniel  Luff,  of  Kent 
County,  crossed  the  Delaware  with  Washington 
on  Christmas  Night  in  1776;  Joshua  Clayton, 
from  a distinguished  Delaware  family,  was  an 
Army  surgeon  at  the  Battle  of  the  Brandywine; 
Henry  Latimer,  born  in  Newport,  Delaware,  in 
1752,  served  as  Army  surgeon  in  battles  from 
Brandywine  to  Yorktown;  Nicholas  Way,  of  Wil- 
mington, also  served  in  the  Army,  and  later  died 
in  Philadelphia  in  1797  of  yellow  fever,  giving  his 
life  in  heroic  service  to  the  stricken  during  the  ap- 
palling epidemic  of  that  year.^  Another  of  the 
founders  of  the  Medical  Society,  James  Tilton  of 
Dover,  after  the  war  was  appointed  the  first  Sur- 
geon General;  and  another,  John  McKinley,  who 
practiced  at  Second  and  French  Streets,  Wilming- 
ton, was  President  of  the  Delaware  State  in  1777; 
however,  the  evening  after  the  battle  at  the  Bran- 
dywine General  Howe  sent  a mounted  troop  into 
the  city  to  make  McKinley  prisoner;  he  was  held 
in  Flatbush,  Long  Island,  until  the  end  of  the  war 
when  he  was  released  in  a prisoner  exchange.  Dr. 
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McKinley  also  served  as  Pi-esident  of  che  Newai’k 
Academy,  later  the  University  of  Delawai’e,  which 
named  its  Life  and  Health  Sciences  Building  in 
his  honor.^  Both  Tilton  and  McKinley  are  buried 
in  the  Wilmington  and  Brandywine  Cemetery 
adjacent  to  the  Wilmington  Hospital,  both  being 
reinterred  after  a previous  burial  in  the  old  First 
and  Central  Cemetery  at  Tenth  and  Market 
Streets  where  the  Wilmington  Library  now 
stands.  The  Medical  Society  of  Delaware  erected 
a grave  marker  (recently  refurbished)  over  the 
gi’ave  of  Dr.  McKinley.^  These  men  who  founded 
our  Medical  Society  were  patriots  of  the  Revolu- 
tion, most  had  suffered  the  miseries  and  depriva- 
tions of  combat,  all  were  interested  in  creating 
something  that  would  benefit  both  themselves 
and  their  fellow  citizens. 

Medicine  had  seen  stirring  times  since  1776; 
Matthew  Dobson  discovered  that  the  sweetness 
of  diabetic  urine  was  due  to  sugar;  Percival  Pott, 
a few  yeai’s  after  describing  the  classical  fracture 
which  bears  his  name,  associated  the  increased 
incidence  of  cancer  of  scrotal  skin  in  chimney 
sweeps  to  the  effect  of  coal  tar;  Joseph  Priestly* 
of  England  made  laughing  gas,  while  in  1785, 
William  Withering  of  Shropshire  published  his 
“An  Account  of  the  Foxglove  and  Some  of  Its  Med- 
ical Uses,”  wherein  he  describes  his  use  of  Fox- 
glove in  a cure  for  the  dropsy.® 

Political  affairs  were  in  ferment  as  well;  in 
France  there  was  much  civil  unrest  - in  just  two 
more  months,  July  14,  1789,  the  peasants  and 
rabble  of  Paris  would  storm  the  Bastille,  and  the 
French  Revolution  would  be  turned  loose;  in  less 
than  two  years,  a reign  of  terror  would  grip  all 
France®;  Antoine  Lavoisier,  the  “Father  of 
Modern  Chemistry,”  would  ascend  the  steps  to 
the  guillotine  and  place  his  head  on  the  same 
block  where  Marie  Antoinette  had  died  a few 
short  months  before  (’’The  Republic  has  no  use  for 
scientists”  - Coffinhal)^;  and  stirring  in  the 
mind  of  a young  Frenchman,  Eleuthere  Irenee 
duPont,  a former  student  of  Lavoisier,  were  the 
first  thoughts  of  fleeing  to  America. 

George  Washington  was  in  his  third  month  as 
President  of  the  United  States,  having  been  elect- 
ed on  March  4, 1789,  although  it  was  April  13  be- 
fore he  knew  he  had  been  elected.  Jacob  and 
Jonas  Alrichs  had  opened  the  first  clock  shop  in 

*Priestly  was  a theologian,  a dissenting  minister  who,  because  of  his  sympathies 
with  the  French  Revolution,  was  severely  persecuted  and  in  1794  emigrated  to 
America  and  settled  in  Northumberland,  Pennsylvania,  where  he  died  in  1804. 
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Wilmington  on  lower  Market  Street;  a group  of 
brokers  trading  on  Wall  Street  would  shortly  sign 
an  agreement  founding  the  New  York  Stock  Ex- 
change; in  18  months  these  medical  men  would 
learn  of  the  first  successful  balloon  flight  in 
America  when  Jean  Pierre  Blanchard  would  take 
off  from  Philadelphia  and  forty  minutes  later 
land  15  miles  away  in  New  Jersey;  and  by  1793, 
Eli  Whitney  would  invent  a cotton  gin  that  would 
change  the  cotton  industry  forever. 

In  medicine,  in  politics,  and  in  science,  these 
were  exciting  times.  New  developments  and  in- 
ventions were  appearing  with  surprising  fre- 
quency. It  is  small  wonder  that  these  Delaware 
physicians  were  eager  to  organize  themselves  in 
the  hope  that  they  might  participate  in  some  way 
and  perhaps  even  make  contributions  in  their 
own  state.  So,  they  came  to  Dover  this  day  to  see 
what  they  could  do. 

Pursuant  to  the  Act  of  the  General  Assembly, 
the  assembled  quorum  proceeded  to  elect  a presi- 
dent, a vice  president,  four  censors,  a secretary, 
and  a treasurer.  They  ordered  Drs.  Preston  and 
Miller  “be  a committee  to  prepare  a draft  of  a con- 
stitution and  report  same  to  the  society  tomorrow 
morning.”  On  Wednesday,  May  13,  the  commit- 
tee placed  the  draft  before  the  Society  and  after 
debate  the  Constitution  was  adopted.  This  docu- 
ment detailed  the  duties  of  each  officer  and 
promulgated  the  dates  of  annual  meetings.  Sec- 
tion 1 of  the  Constitution  stated,  “Every  Fellow 
shall  subscribe  to  the  Constitution,  and  annual- 
ly pay  one  dollar  to  defray  the  contingent  ex- 
penses of  the  society.”® 

The  Medical  Society  was  intended  to  convene, 
on  an  annual  basis,  the  practitioners  of  medicine 
in  the  state,  to  promote  commonweal,  to  en- 
courage a better  understanding  of  physical  mala- 
dies peculiar  to  the  state,  and  to  unite  with 
similar  societies  in  other  states  in  forming  a na- 
tional medical  society.  They  were  wonderfully 
successful  in  their  effort:  the  Society  not  only  sur- 
vived, but  flourished.  A strong  loyalty  developed 
between  the  physicians,  and  remarkably,  an  an- 
nual meeting  has  been  held  every  year  for  one 
hundred  and  ninety-nine  years. 

Among  items  of  business  at  the  Second  Annual 
Meeting  in  1790,  it  was  offered,  “That  the  Treas- 
urer write  to  all  those  Fellows  of  the  Society,  who 
have  negelected  to  make  their  annual  payments, 
and  request  them  forthwith  to  discharge  the 
same.”®  At  the  same  meeting,  it  was  proposed 
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that,  “the  Fellows  of  the  Society,  and  a number 
of  other  gentlemen  in  each  of  the  counties  of  the 
state,  be  requested  to  use  their  endeavors  to 
procuring  contributions  to  a fund,  intended  to 
form  a premium  for  a prize  for  a dissertation  on 
a question  hereafter  to  be  proposed  to  the  public.” 
The  fund  received  at  least  one  contribution,  for 
at  the  1791  Annual  Meeting,  the  President  laid 
before  the  Society  the  following  letter  from  John 
Dickinson,  Esquire,  with  its  enclosure  amount- 
ing to  L33,  3 s.,  4 p. 


Gentlemen, 

Be  pleased  to  accept  the  enclosed  order,  as 
in  some  sort  a testimony  of  my  interest  for 
your  laudable  efforts  to  promote  the  Welfare 
of  the  State,  and  the  Interests  of  Humani- 
ty, and  of  my  wishes  for  their  success. 

Gentlemen, 

I am  your  sincere  friend, 

John  Dickinson 


The  Society  accepted  and  responded  with  these 
beautiful  words. 


Sir, 

I am  instructed  by  the  Medical  Society  of 
Delaware  State,  to  acknowledge  receipt  of 
your  liberal  contribution  to  their  proposed 
premium,  accompanied  with  your  expres- 
sion of  the  munificent  sentiments,  by  which 
it  was  prompted. 

The  Society  accepts,  with  the  most  ani- 
mated sense  of  pleasure  and  gratitude,  this 
testimony  of  the  approbations  of  a Citizen, 
whose  literary  endowments  have  so  emi- 
nently served  and  advances  his  country,  and 
to  whom  American  Science  is  so  greatly  in- 
debted on  the  score  of  both  patronage  and 
example. 

By  such  flattering  proofs  of  estima- 
tion, the  Society  are  convinced  that  the  im- 
portance of  the  objects  which  now  attract 
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their  attention,  and  the  merit  of  their 
labours,  in  the  cause  of  public  utility  will  be 
duly  appreciated;  and  they  may  sensibly 
feel,  that  their  incitements  and  obligations 
to  persevere,  are  hereby  extremely  en- 
hanced. 

With  sentiments  of  the  most  perfect  es- 
teem and  respect,  I have  the  honour  to  be 
Sir, 

Your  most  obedient  and  humble  servant, 
Edward  Miller,  Secretary 

Our  Society  got  off  to  a good  start  with  loyal, 
patriotic  founders  and  renowned  supporters;  its 
noble  intents  gave  purpose  to  its  beginning  and 
undoubtedly  contributed  to  its  longevity.  It  ap- 
pears that  the  basic  intent  the  founders  held  was 
largely  retained  over  two  centuries:  the  Society 
promoted  the  well-being  of  the  citizens,  offers 
guidance  to  the  Legislature  in  bringing  forth 
wise  laws,  encourages  study  and  investigation, 
demands  continuing  education  from  its  mem- 
bers, sponsors  regular  meetings,  and  publishes  a 
Journal  which  serves  well  as  a forum  for  mem- 
bers to  advance  among  themselves  and  receive 
opinions  from  sister  societies.  The  hope  held  by 
the  founders  to  overcome  diseases  rampant  in 
those  days  has  been  largely  fulfilled  - many  con- 
tagious diseases  are  preventable,  others  curable, 
yet  neoplastic  and  degenerative  disease  remains 
as  challenging  now  as  then;  new  diseases  have 
arisen  in  our  people;  pain  and  suffering  elude 
control;  but  the  condition  of  man  has  steadily  im- 
proved year  by  year. 

Our  society,  entrusted  to  us  by  generations 
past,  has  had  a role  in  the  betterment  of  its  peo- 
ple. It  is  proper  that  we  honor  its  long  existence 
among  us,  and  that  we  preserve  it  for  posterity. 
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MEDICAL 
PRACTICE 
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APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 

The  Health  Care  Group, 
140  W.  Germantown  Pike, 
Suite  200 
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(215)  828-3888 
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Hippocrates 
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INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION 

The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 

FOR  MORE  INFORMATION 
CALL  OR  WRITE: 

R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laboratory 
(302)  738-0262 
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Lease  a Saab 900 OS 
low  as  ^272'^  a month. 

Now  you  can  drive  a Saab  900  for  less  than  you  thought. 

What’s  more,  the  Saab  900  comes  with  a wealth  of  standard  features. 
Like  a refined  16-valve  engine,  80-watt  stereo  system,  air  conditioning, 
central  locking,  heated  front  seats  and  more. 
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Tlie  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.,  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


WHAT  PHYSICIANS  CAN  DO  REGARDING 
DECISIONS  ABOUT  LIFE  SUPPORT 

The  area  of  life  support  withdrawal  or  refusal 
is  indeed  complicated.  Delaware  has  one  case, 
Severn,  {In  re  Severns,  Del.  Ch.,  425  A. 2d  156), 
plus  another  case  which  was  not  heard,  Shumos- 
ic.  Meanwhile,  the  New  York,  New  Jersey,  and 
California  courts,  among  others,  continue  to 
thrash  out  the  major  issues.  Two  recent  cases, 
O’Connor  {In  re  O’Connor,  No.  312  N.Y.  Ct.  App. 
Oct,  14,  1988)  in  New  York  and  Cruzan  {In  re 
Cruzan,  No.  70813  Missouri  Ct.  App.  Nov.  16, 
1988)  in  Missouri,  indicate  that  there  remain 
concerns  regarding  the  removal  of  life  support 
even  at  higher  court  levels.  In  reading  over  these 
cases  and  others,  it  is  clear  that  the  following 
kinds  of  issues  continue  to  cause  disagreement. 

I.  The  legal  foundation  for  refusal  of  life  support 

Several  courts  have  accepted  the  idea  that  the 
right  to  privacy  is  a constitutional  right  as  dis- 
cussed in  Griswold  v.  Connecticut  {Griswold  v. 
Connecticut,  381  U.S.  479  1965)  and  Roe  v.  Wade 
{Roe  u Wade,  410  U.S.  113  1973).  These  courts  feel 
this  right  includes  the  right  to  refuse  life  support. 
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Other  courts,  as  in  Cruzan  or  the  New  York  case 
of  Eichner  {Application  ofEichner,  423  N.Y.S.2d. 
580)  disagree  and  view  the  issue  as  the  common 
law  right  to  self-determination  as  discussed  in 
the  case  of  Union  Pacific  Railroad  v.  Botsford, 
{Union  Pac.  Ry.  Ca  v.  Botsford,  141  U.S.  250,  251 
1981)  and  by  Judge  Cardoza  in  his  famous 
Schloendorff  decision  {Schloendorff  v.  Soceity  of 
New  York  Hosp  211  N.Y.  125,  129-130;105) 

II.  How  ill  is  the  patient? 

Since  the  Quinlan  {Matter  of  Quinlan,  355  A.2d 
647)  decision,  patients  in  a persistent  vegetative 
state  have  yielded  no  problems  to  appellate 
courts.  However,  patients  who  are  more  cognitive- 
ly aware,  (Cruzan  and  Conroy,  Matter  of  Conroy 
486  A.2d  1209  N.J.  1985)  or  patients  about  whom 
there  may  be  disagreements  about  level  of  cons- 
ciousness, i.e.  Jobes  {Matter  of  Jobes,  529  A2d  434 
N.J.  1987)  cause  some  problems  for  the  courts.  As 
the  illness  becomes  less  life-threatening,  the  de- 
cisions become  more  important  and  the  slope 
more  slippery.  An  example  is  the  Bouvia  case, 
{Bouvia  V.  Superior  Court  { Glenchur  },  255  Cal. 
Rptr.  297  Cal.  App.  2 Dist.  1986)  in  California,  in 
which  a non-terminal  patient,  not  in  a vegetative 
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state,  was  permitted  to  withdraw  life  support. 

III.  The  substituted  judgment  standard 

When  a relative  or  guardian  is  allowed  to  make 
decisions  for  a patient  based  on  previous  compe- 
tent communications  with  the  patient,  it  is  called 
“substituted  judgment.”  The  criteria  for  this  vary 
from  state  to  state.  The  New  Jersey  court  in  the 
Quinlan  and  Jobes  cases,  was  quite  lenient  in 
what  they  would  accept  as  a patient’s  formerly 
competent  statements.  The  New  York  courts  have 
been  very  strict  about  this  and  have  required 
statements  which  are  persuasive  at  a clear  and 
convincing  level.  For  example,  in  the  Eichner 
case.  Brother  Fox,  in  the  presence  of  many  peo- 
ple clearly  communicated  his  wish  not  to  have  life 
support  provided  or  continued.  However,  in 
O’Connor,  the  New  York  court  decided  that  the 
patient  had  not  provided  specific  instructions 
about  what  should  be  done  relative  to  nutrition- 
al supports,  and,  therefore,  the  court  was  not  per- 
suaded that  substituted  consent  could  be 
provided  by  her  daughters  regarding  nutrition. 

IV.  The  best  interest  standard 

The  best  interest  standard  is  another  that  leads 
to  the  slippery  slope.  Should  we  define  best  in- 
terests, as  in  Conroy,  in  relationship  to  the  con- 
tinuation or  cessation  of  pain  and  suffering?  As 
quoted,  “Under  that  test,  as  under  the  limited- 
objective  test,  the  net  burdens  of  the  patient’s  life 
with  the  treatment  should  clearly  and  marked- 
ly outweigh  the  benefits  that  the  patient  derives 
from  life.  Further,  the  recurring,  unavoidable  and 
severe  path  of  the  patient’s  life  with  the  treat- 
ment should  be  such  that  the  effect  of  administer- 
ing life-sustaining  treatment  would  be 
inhumane.”  Should  we  examine  past  social  and 


religious  preferences?  Should  we  examine  qual- 
ity of  life  indicators?  Making  decisions  about 
what  is  in  the  best  interest  of  a patient  opens  the 
door  for  family  and  guardian  decisions,  which  a 
patient  might  not  want,  and  controversies  around 
what  is  an  appropriate  and  acceptable  quality  of 
life.  This  issue  is  well  discussed  in  the  recent 
Cruz  an  decision  in  Missouri  where  the  courts  re- 
fused to  entertain  a “best  interest  standard”  for 
refusal  or  withdrawal  of  life  support. 

In  summary,  issues  involving  the  legal  founda- 
tions: how  ill  is  the  patient,  substituted  judg- 
ment, and  best  interest  standard,  create 
controversies  as  these  cases  reach  the  courts. 

WHAT  WE  DOCTORS  CAN  DO 

The  easiest  way  to  determine  a patient’s  wish- 
es would  be  for  attending  physicians,  over  long 
periods  of  time,  to  document  in  their  records  what 
a patient  would  prefer  if  the  unexpected  were  to 
happen.  Statements  regarding  the  patient’s 
wishes  in  reference  to  resuscitation  orders, 
mechanical  support,  nutritional  support,  antibi- 
otics, etc,  if  documented  consistently  in  the 
presence  of  a physician,  are  harder  data  in  court 
than  family  remembrances.  It  appears  to  me  that 
it  should  now  be  viewed  as  part  of  the  standard 
history  of  a patient  to  investigate  and  document 
these  areas.  If  we  did  so,  there  would  be  far  fewer 
cases  brought  to  courts  based  on  disagreements 
or  concerns  about  the  family’s  wishes  versus 
what  the  patient  would  have  wanted  done.  In  this 
era  when  doctors  are  finding  their  influence  and 
appropriate  decision-making  base  is  being  erod- 
ed, one  way  to  hold  firm  in  the  life  support  area, 
is  to  provide  this  documentation  for  every 
patient. 


FOR  SALE:  By  Physician/Owner.  Unique  op- 
portunity to  own  a beautiful  1st  floor  office  at  the 
Devon  - 2401  Pennsylvania  Avenue.  1198  sq.  ft. 
Bright  and  contemporary.  Outdoor  access.  Great 
layout  and  location.  Call  658-5992  between  12:30 
and  3:30  afternoons  and  6 and  9 evenings. 


ANTITRUST  LAWS  AND  THE 
MEDICAL  PROFESSION 


The  psychiatrists  have  a saying,  “There  is  no 
negative  in  the  subconscious.”  Thus,  if  I ask  a 
medical  school  applicant  “Do  you  want  to  be  a 
doctor  to  make  a lot  of  money?”,  and  he  responds 
“No,”  our  discussion  is  at  a conscious  level  and 
can  be  taken  at  face  value.  However,  if  I ask  an 
open  ended  question,  “Why  do  you  want  to  be  a 
doctor?”  and  he  responds  “Well,  it’s  certainly  not 
to  make  a lot  of  money,”  his  reply  came  from  the 
subconscious.  From  the  vast  number  of  possible 
answers,  he  chose  this  one,  and  since  it  is  nega- 
tive, I can  assume  the  opposite.  Thus,  if  an  in- 
truder in  your  home  says  “Let  me  tie  your  hands. 
I will  not  hurt  you,”  it  is  wise  to  assume  the  op- 
posite. 

With  this  in  mind,  consider  some  remarks 
made  by  Charles  F.  Rule,  Assistant  Attorney 
General,  Antitrust  Division,  U.S.  Department  of 
Justice,  speaking  before  an  interim  meeting  of 
the  AMA  House  of  Delegates  on  December  6, 
1988.  “I  hope  to  allay  any  fears  that  you  may  har- 
bor that  the  medical  profession  operates  in  the 
shadow  of  an  irrational,  nonsensical  antitrust  en- 
forcement policy  that  is  unfair  and  hostile  to  the 
profession.”  The  wording  is  curious.  The  impres- 
sion given  is  that  the  policy  is  not  unfair  and 
hostile,  but  read  it  again.  He  didn’t  say  that.  He 
only  said  that  he  wants  to  allay  fears  that  it  is  un- 
fair and  hostile.  But  lest  we  condemn  him  wrong- 
ly, read  on.  “Antitrust  laws  condemn  private 
conduct  that  threatens  to  raise  prices  without 
creating  any  offsetting  economic  efficiency 
benefits,”  and  further  “we  do  our  job  by  prosecut- 
ing...those  independent  competitors  who  fix  the 
prices  of  their  products  or  services.”  He  cited  a 
1975  Supreme  Court  decision  that  the  medical 
profession  was  fully  subject  to  the  antitrust  laws. 
He  went  on  to  say  that  “new  forms  of  health  care 
delivery  are  evolving”  and  that  “legitimate 
HMOs,  PPOs,  and  IPAs...hold  the  potential  of 
lowering  health  care  costs”  and  therefore  “they 
are  treated  sympathetically.”  In  other  words  the 
courts  consider  the  potential  for  good  as  it 
balances  the  potential  for  harm.  He  warns 
however  of  jail  sentences  and  harsh  penalties  for 
those  who  try  to  cover  up  anti-competitive  actions 
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or  who  abide  by  the  letter  of  the  law  while  flout- 
ing the  spirit.  He  gives  some  basic  rules  as 
follows: 


“First,  do  not  agree  with  competing 
independent  doctors  on  any  term  of  price 
quantity  or  quality,  including  fee  schedules 
and  relative  value  scales. 


“Second,  do  not  agree  with  competing  in- 
dependent doctors  on  the  patients  you  are 
willing  to  serve,  the  locations  from  which 
you  are  permitted  to  draw  patients,  or 
where  you  will  locate  your  offices. 


“Third,  do  not  agree  with  competing  in- 
dependent doctors  to  refuse  to  offer  your 
services  to  alternative  delivery  systems. 


“Finally,  never  think  you  have  the  right 
by  whatever  private  means  to  override  the 
forces  of  competition,  even  where  they  do 
not  seem  to  be  providing  sufficient  quali- 
ty... if  consumers’  preferences  as  expressed 
through  the  voice  of  the  market  place  are  for 
low  costs  rather  than  traditional  fee-for- 
service  medical  care.” 


He  winds  up  his  remarks  as  follows:  “The 
Department’s  enforcement  policy  is  necessary  to 
ensure  that  society’s  decision  to  rely  on  competi- 
tion to  hold  down  health  care  costs  will  not  be 
frustrated  by  a handful  of  greedy  individuals. 
When  such  individuals  do  choose  to  violate  the 
law  and  society’s  trust  they  will  be  caught  in  the 
same  criminal  prosecution  net  that  has  already 
swept  in  more  than  1,300  corporate  and  individu- 
al price  fixers  and  bid  riggers  in  the  last  eight 
years.  So  be  careful.” 

I leave  it  to  you  to  judge  for  yourself  the  hostil- 
ity, or  lack  thereof,  but  certainly  there  should  be 
no  doubt  about  the  soundness  and  reliability  of 
the  final  sentence.  We  hear  you,  Mr.  Rule. 

E.  Wayne  Martz,  M.D. 
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FREE  MARKETS  AND 
THE  MEDICAL  PROFESSION 


One  of  the  first  things  taught  in  any  elemen- 
tary course  in  marketing  is  that  the  whole  sys- 
tem of  capitalism  is  based  on  the  concept  of  “free 
markets.”  There  are  certain  criteria  or  conditions 
which  must  exist  in  order  for  there  to  be  a free 
market: 


1)  Free  entrance  and  exit 

2)  A homogeneous  product 

3)  Complete  knowledge  or  information  by 
the  buyer  and  seller 

4)  Freedom  of  choice  for  the  consumer 


Consider  an  example  of  farmers  bringing  pota- 
toes to  market.  If  the  price  is  high  enough,  more 
farmers  will  bring  their  potatoes  and  the  price 
will  thereby  drop.  If  the  price  is  low  enough,  more 
buyers  enter  the  market  and  the  price  rises. 
Thus,  there  is  free  entrance  and  exit.  All  the  pota- 
toes were  raised  in  the  same  region  under  simi- 
lar conditions  of  soil  and  climate,  and  therefore, 
they  are  fairly  homogeneous.  The  farmers  know 
how  to  tell  good  potatoes  from  bad  ones  and  so  do 
the  customers,  so  there  is  complete  knowledge  on 
both  sides.  The  consumer  can  choose  to  buy  or  not 
as  he  wishes.  He  may  choose  to  eat  turnips 
instead. 

There  are  some  corollary  conditions  that  facili- 
tate the  functioning  of  a free  market.  One  of  these 
is  direct  confrontation  between  the  buyer  and  the 
seller.  Another  is  adequate  numbers  of  both  buy- 
ers and  sellers  giving  elasticity  to  demand.  Final- 
ly, there  can  be  no  outside  interference  with 
pricing. 

Recognizing  these  conditions  let  us  look  at 
what  is  called  the  “health  care  market,”  keeping 
in  mind  that  the  government  is  relying  on  “mar- 
ket forces”  to  control  costs.  In  the  first  place,  there 
is  not  free  entrance  and  exit.  It  takes  at  least 
seven  years  after  college  to  produce  a practicing 
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physician.  By  the  time  one  makes  that  sort  of 
commitment  of  time,  money,  and  effort  to  get  into 
the  market  as  a health  care  provider,  he  or  she 
would  have  considerable  difficulty  changing  that 
decision  and  getting  out  again.  Thus,  there  is  con- 
siderable difficulty  in  entrance  and  exit  and  a 
long  lag  period. 

It  is  obvious  that  the  product,  health  care  or 
medical  care,  is  not  homogeneous.  There  are  var- 
iations in  style  as  well  as  in  quality  and  certain- 
ly variations  in  acceptability. 

The  condition  of  complete  knowledge  or  infor- 
mation is  certainly  completely  lopsided  in  favor 
of  the  physician.  Some  consumers  are  more 
knowledgeable  than  others,  but  even  the  most 
knowledgeable  is  no  match  for  the  doctor  who 
says  you  need  this  operation  or  you  need  this 
medication.  Thus  it  is  said  that  the  doctor  makes 
his  own  market.  Finally,  for  most  consumers  of 
medical  services  there  is  no  free  choice.  The  pa- 
tient is  sick  or  injured  and  needs  attention.  He 
or  she  does  not  have  the  luxury,  in  most  acute 
care  situations,  of  deciding  not  to  seek  medical 
attention.  True,  there  is  the  choice  of  chiroprac- 
tor, nature  healer,  food  faddist,  local  pharmacy, 
or  the  M.D.-all  equal  and  competing  in  the  eyes 
of  the  Antitrust  Division  of  the  U.S.  Department 
of  Justice. 

The  corollary  of  elasticity  of  demand  created  by 
adequate  numbers  of  “buyers  and  sellers”  is 
probably  reasonably  well  fulfilled  in  Delaware  at 
the  present  time.  However,  the  condition  of  “no 
outside  interference”  is  almost  laughable  by  its 
absence. 

Finally,  the  lack  of  a direct  confrontation  of 
buyer  and  seller  may  be  one  of  the  biggest  faults 
in  our  system  in  terms  of  responsibility  for  rapid- 
ly rising  health  care  costs.  Most  health  care  is  not 
paid  for  directly  by  the  consumer,  but  is  prepaid 
by  his  employer,  who  in  turn  deals  with  some  sort 
of  third  party  insurer,  who  in  turn  may  deal  with 
an  HMO  or  IPA,  which  in  turn  deals  with  the 
health  care  provider.  Thus,  the  one  making  the 
demands  is  not  the  one  who  feels  the  bite  of  cost. 

I believe  it  is  obvious  that  we  can  not  rely  on  the 
forces  of  the  free  market  to  control  health  care 
costs.  It  is  more  than  a little  frightening  that  any 
government  agency  believes  that  we  can.  The 
complexities  of  the  system  are  enormous  and  sim- 
plistic answers  will  not  solve  the  problem. 

E.  Wayne  Martz,  M.D. 
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H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 


As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  complexities  of  designing — and  administering — retirement  plans. 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 
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Book  Reviews 

William  L.  Jaffee,  M.D.,  Book  Review  Editor 


Oxford  Textbook  of  Medicine,  edited  by  D.J. 
Weatherall,  J.G.G.  Ledingham,  D.A.  Warrell,  Ox- 
ford University  Press,  Oxford  and  New  York, 
1987,  3707  pp.,  $135 

This  massive  two  volume,  seventeen  pound 
work  is  the  “reincarnation”  of  Price’s  Textbook  of 
the  Practice  of  Medicine,  the  major  British  post- 
graduate textbook  of  medicine,  published  every 
four  years  from  1922  through  197 8.  The  three  edi- 
tors, who  are  teachers  of  medicine  at  Oxford 
University,  have  produced  a reference  book  of  in- 
ternal medicine  to  reflect  current  British  clini- 
cal practice,  but  it  includes  the  views  of  an 
international  group  of  authors  regarding  pat- 
terns of  disease  in  different  parts  of  the  world. 
Although  the  majority  of  the  contributors  are 
British  academicians,  there  are  many  others 
from  medical  institutions  all  over  the  world. 

In  the  four  years  since  the  first  edition  was  pub- 
lished in  1983,  the  editors  acknowledge  medi- 
cine’s continued  inability  to  control  some  of  the 
major  bacterial  and  parasitic  illnesses,  especial- 
ly in  the  Third  World.  They  note  in  this  period 
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remarkable  developments  in  the  fields  of  cellu- 
lar and  molecular  biology,  and  the  great  promise 
for  the  future.  Some  of  the  new  sections  added 
since  the  first  edition  are:  “Ethics,”  ’’Pastoral 
Aspects  of  Modern  Medicine,”  ’’Medicine  in  an 
Unjust  World”  (where  a billion  people  are  mal- 
nourished and  400  million  people  are  on  the 
brink  of  starvation),  “AIDS,”  and  “The  Holocaust- 
-the  Threat  of  Thermonuclear  Annihilation.” 
This  book  is  comprehensive,  and  it  covers  all 
fields  from  schistosomiasis  to  sports  medicine. 
Although  discussions  are  thorough,  they  attempt 
to  relate  always  to  problems  encountered  every 
day  by  practicing  clinicians.  This  is  a superb 
reference  text  for  anyone  involved  in  primary 
care. 

David  Platt,  M.D. 

Cecil's  Textbook  of  Medicine,  18th  edition,  edited 
by  James  B.  Wyngaarden  and  Lloyd  H.  Smith,  Jr., 
WB.  Saunders  Co.,  Philadelphia,  1988,  318  con- 
tributors, 2598  pp.  Illus.  Single  vol.  $95.00;  2 vols. 
$115.00 

175 


As  Osier’s  Principles  and  Practice  of  Medicine 
was  the  standard  reference  book  for  medical  stu- 
dents and  practitioners  from  1892  into  the  1920s, 
with  subsequent  revisions  edited  by  others, 
Cecil’s  Textbook  o/Medicme  became  the  foremost 
text  since  the  first  edition  was  published  in  1927, 
although  its  preeminent  position  has  consistent- 
ly been  challenged  by  Harrison’s  Principles  of  In- 
ternal Medicine  since  1950.  Both  have  been 
revised  every  three  or  four  years,  the  latest  Har- 
rison (11th  edition)  having  been  published  in 
1987,  and  the  current  Cecil  in  January  1988. 
Although  there  are  differences  in  orientation  and 
format,  the  content  and  cost  of  these  rival  texts 
are  very  similar.  Both  emphasize  attention  to 
clinical  symptoms  and  physical  examination  as 
the  proper  clinical  approach  to  differential  diag- 
nosis, with  ancillary  laboratory  procedures  as  the 
next  logical  step.  Much  of  Cecil  is  more  distinct- 
ly organized  according  to  organ  and  disease  en- 
tities, whereas  Harrison  is  more 
symptom/syndrome  oriented,  with  anatomy, 
physiology  and  pathophysiology  intertwined  in 
the  text. 

New  in  the  18th  edition  of  Cecil  are  chapters  on: 
“Adolescent  Medicine,”  “Drug  Abuse  and  Depen- 
dence,” and  “Clinical  Decision  Making.”  As 
might  be  expected,  a section  on  AIDS  has  been 
greatly  expanded,  including  a discussion  of  retro- 
viruses, “AIDS  Dementia  and  Human  Im- 
munodefiency  V irus  Brain  Infection,’  ’ as  well  as 
other  associated  disorders  such  as  Kaposi’s  sar- 
coma, and  various  opportunistic  infections,  e.g., 
crytosporidosis,  giardiasis,  mycobacterium 
avium-intracellulare  infection,  etc.  Also  consider- 
ably expanded  is  a section  on  Lyme  disease. 

An  innovation  is  the  use  of  color  in  tables, 
graphs,  charts,  schematic  diagrams  and  other  il- 
lustrative material.  It  seems  unfortunate  that 
cost  restraints  limit  the  number  of  color  plates  to 
eight,  four  of  which  are  new  in  this  edition,  and 
all  are  located  in  the  front  of  the  book. 

The  single  volume  edition,  which  sells  for 
$95.00,  consists  of  over  2500  pages;  this  is  too 
heavy  and  unwieldy  to  be  easily  accessible  for 
reference  use.  This  is  true  of  many  comprehensive 
medical  texts  these  days.  Like  Harrison,  Cecil  is 
available  in  the  two  volume  form.  The  con- 
venience in  handling  of  the  two  volume  set  is  well 
worth  the  slightly  higher  cost  of  $115.00 

Robert  L.  Wuertz,  M.D. 


YOCON' 

YOHIMBINE  HCI 


Oescripfiwi:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offer«J  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  '2  Also  di2ziness. 
headache,  skin  flushing  reported  when  used  orally,  ^ 3 
Dosage  and  Adminisfration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Book  Reviews 


Auto  Immune  Rheumatic  Disease,  edited  by  John 
[ Morrow,  PhD.  and  David  Isenberg,  M.D.,  1987; 

; Blackwell  Scientific  Publications  Boston  Mass. 

This  handsome,  readable,  and  well  illustrated 
; text  book  deals  primairily  with  the  classic  connec- 
tive tissue  diseases.  There  are  chapters  devoted 
i to  the  clinical  manifestations  of  systemic  lupus 

j erythematosis,  rheumatoid  arthritis,  Sjorgren’s 

] syndrome,  polymyositis,  scleroderma,  and  the 

j vasculitis-overlap  syndromes  and  undifferentiat- 

I ed  multi-system  diseases.  The  text  is  begun  with 

! a review  of  the  normal  aspects  of  immune  func- 

I tion  and  how  immune  function  fails  to  properly 

I regulate  itself  in  the  induction  of  auto  immune 

disease.  A second  chapter  describes  practical  and 
applied  immunology  to  the  field  of  clinical  medi- 
cine in  reviewing  the  use  of  the  laboratory  for  the 
evaluation  of  auto  immune  disease.  Each  clinical 
chapter  reviews  not  only  the  clinical  aspects  of 
the  disease  but  the  current  presumed  underlying 
pathophysiology  and  immuno-pathology.  There 
is  a general  discussion  of  management  in  each 
case. 

This  is  a handsome  monograph  which  appears 
to  be  quite  well  written  and  compliments  most 
standard  full  text  books  of  rheumatology.  I was 
particularly  impressed  by  the  photographs, 
tables,  and  illustrations  that  compliment  the 
text.  It  is  by  no  means  an  exhaustive  review  of  the 
above  mentioned  topics  but  would  be  an  excellent 
reference  for  house  staff  and  internists  or 
primary  care  physician. 

James  H.  Newman,  M.D. 

Can  The  Cardiac  Stand  Trial?  edited  by  Meyer 
Texon,  M.D.  1987;  New  York:  Hemisphere  Press. 
644  pp.  Price  $37.00 

This  is  a step-by-step  discussion  of  100  case  his- 
tories to  help  lawyers  and  physicians  prepare  for 
court.  The  book  demonstrates  how  lawyers  and 
the  courts  can  work  with  medical  recommenda- 
tions for  safe  trials  of  people  with  known  coronary 
artery  disease.  The  text  explores  the  very  real 
differences  between  the  medical  profession  (scien- 
tific) and  the  legal  profession  (humanistic).  This 
book  is  a lifetime  of  work  by  one  of  the  foremost 
experts  in  the  field. 

This  is  useful  as  a guide  to  disability  determi- 
nations (comparing  the  recommendations  of  pri- 
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vate  physicians  versus  the  recommendations  of 
Dr.  Texon).  Using  all  available  information,  the 
author  reaches  a decision  of  whether  or  not  the 
cardiac  patient  in  each  case  history  can  stand  tri- 
al. The  book  demonstrates  how  to  differentiate 
real  coronary  artery  disease  from  imaginary,  and 
how  to  classify  the  disease;  it  demonstrates  how 
to  correlate  symptoms  with  disease  and  demon- 
strates how  to  evaluate  the  bias  of  the  attending 
physician. 

The  book  is  of  very  limited  appeal. 

Howard  Leibowitz,  M.D. 


Bioethics,  Readings  and  Cases,  edited  by  Baruch 
A.  Brody  and  H.  Tristram  Engelhardt,  Jr., 
Prentice-Hall,  Inc.,  Englewood  Cliffs,  N.J.,  1987, 
403  pp,  $33. 

This  book  grew  out  of  a course  in  bioethics  the 
two  editors  taught  to  medical  students,  interns 
and  residents  at  Baylor  Medical  College,  and  to 
undergraduates  at  Rice  University.  They  set 
their  goal  to  enable  readers  to  analyze  critically 
the  difficult  ethical  problems  in  today’s  health 
care. 

Roughly  the  first  half  of  this  book  is  theoreti- 
cal ethics  with  discussions  of  the  philosophical 
and  moral  foundations  of  contemporary  health 
care  policies,  including  the  nature  of  personhood, 
of  decision  making,  and  of  justice. 

The  second  half  of  the  book  consists  of  specific 
case  histories  representative  of  thirty- nine  differ- 
ent clinical  problem  areas,  including  health  care 
as  a right,  abortion,  new  reproductive  technolo- 
gies, adolescent  sexuality  and  confidentiality, 
suicide  and  euthenasia,  high  costs  of  geriatric 
health  care,  and  decision  making  for  terminally 
ill  patients.  Each  case  is  followed  by  a general  dis- 
cussion of  the  ethical  problems  involved,  includ- 
ing reference  to  the  philosophical  material 
covered  in  the  first  part  of  the  book;  but  at  no  time 
do  the  editors  or  contributors  give  answers;  they 
leave  it  up  to  the  reader  in  each  case  to  form  his 
own  conclusions. 

This  is  a readable,  enjoyable,  and  thought 
provoking  book.  My  one  criticism  is  that  the 
thirty-six  contributors  are  identified  only  by 
name.  I would  like  to  know  their  credentials.  Are 
they  M.D.’s,  PhD.’s,  ethicists,  or  laymen? 

David  Platt,  M.D. 
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Book  Reviews 


Dying,  Facing  the  Facts,  edited  by  Hannelor  Wass, 
Felix  M.  Berardo,  and  Robert  A.  Neimeyer, 
Hemisphere  Publishing  Corp.,  Washington, 
1987,  472  pp,  $49.95. 

This  is  an  updated  second  edition  of  a text  first 
published  in  1979.  It  is  written  as  a comprehen- 
sive textbook  of  thanatology  for  educational  and 
professional  courses.  Each  of  the  eighteen  chap- 
ters starts  with  a bird’s  eye  introduction  of  what 
will  be  covered,  and  ends  with  a set  of  review 
questions.  The  three  editors  and  fourteen  other 
contributors  are  Ph.D.  professors  in  academia 
and  represent  the  fields  of  philosophy,  sociology, 
ethics,  nursing,  law,  chemistry,  and  education. 

The  book  gets  off  to  a slow  start  with  discus- 
sions of  the  historical,  cultural,  and  religious  per- 
spectives concerning  dying.  Then  it  accelerates 
its  pace  as  it  explains  how  the  demographics  of 
the  change  in  life  expectancy  from  forty  to 
seventy -four  years  have  revolutionized  our 
thoughts  about  death. 

There  are  notable  chapters  on:  a child’s  under- 
standing of  death,  the  hospice  movement,  suicide 
and  euthanasia  in  different  cultures,  death  anxi- 
ety, bereavement  and  mourning,  and  threats  to 
global  survival,  from  overpopulation  or  nuclear 
destruction. 

This  is  a book  worth  reading  by  anyone  who 
faces  the  problems  of  death  professionally,  and 
that  surely  includes  all  practicing  physicians. 

David  Platt,  M.D. 


Recent  Results  in  Cancer  Research:  Breast  Cancer, 
edited  by  S.  Brunner  and  B.  Langfeldt.  1987; 
Heidelburg,  Germany:  Springer-Verlag.  132  pp. 
Price  $60.00. 


Patients  have  recently  become  extremely  con- 
cerned about  breast  cancer  detection.  More  than 
one  in  ten  American  women  will  develop  breast 
cancer  during  their  lifetimes,  with  over  130,000 
new  cases  diagnosed  this  year  alone,  and  another 
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40,000  patients  dying  from  it.  The  successful 
treatment  of  the  disease  depends  on  early  diag- 
nosis. This  book  represents  a compilation  of 
papers  presented  at  the  Third  International  Sym- 
posium of  Breast  Cancer  held  in  1985.  The  papers 
include  such  topics  as  the  role  of  magnification, 
technical  mammographic  factors,  radiation 
doses,  and  newer  biopsy  procedures.  Although 
mammography  remains  the  most  sensitive 
method  for  detecting  breast  cancer,  other  imag- 
ing modalities  such  as  CT,  transillumination, 
and  MRI  of  the  breasts  are  also  discussed. 

Dr.  Sickles  presents  two  excellent  chapters  on 
the  role  of  magnification  technique  and  its  ad- 
vantages in  modern  mammographic,  and  a com- 
parison of  mammograpohic  screen  film  systems 
with  regard  to  radiation  dose  per  exposure  and 
resolution.  Dr.  Haus  from  the  Eastman  Kodak 
Company  further  elaborates  on  recent  trends  in 
screen  film  mammography,  wdth  emphasis  on  the 
various  types  of  mammographic  grids  and  films, 
along  with  technical  factors  controlling  their 
radiation  dose.  Although  this  paper  is  adapted  in 
part  from  a monograph  written  in  1984,  I was 
happy  to  see  mention  of  Kodak’s  newest  film,  T- 
Mat  G,  which  is  two  and  a half  times  faster  than 
any  other  film  currently  available.  With  the 
growing  awareness  of  medical  procedures  among 
patients,  the  ability  of  the  physician  to  discuss 
radiation  exposures  is  becoming  more  important 
for  better  physician-patient  relationships.  There 
are  also  two  chapters  dealing  with  the  analysis 
of  benign  and  malignant  breast  calcifications. 
The  ability  to  detect  these  through  magnification 
may  be  the  only  mammographic  manifestation 
of  early  breast  cancer. 

There  is  an  excellent  discussion  of  the  guide- 
lines and  experience  of  breast  cancer  screening 
projects  in  Sweden,  the  United  Kingdom,  Den- 
mark, and  the  United  States,  as  well  as  the 
benefits  of  a large  breast  self-examination  study 
conducted  in  Finland.  It  is  interesting  to  refer  to 
these  large  breast  screening  projects  throughout 
Europe  and  compare  them  to  the  studies  that  we 
have  done  in  this  country. 

I can  recommend  this  book  to  family  practici- 
tioners,  internists,  gynecologists,  and  radiolo- 
gists who  are  involved  in  the  detection  of  breast 
cancer. 

Steven  L.  Edell,  D.O. 
Del  Med  Jrl,  March  1989-Vol.  61,  No.  3 
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A nuisiiTg  oenosr  SO  nice, 
he  still  calls  it  GiandmaS  house. 


Living  in  a nursing  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that’s  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they’ve 
always  enjoyed. 

But  it’s  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It’s  the  attitude  which  flourishes  iif  such 
a pleasant  environment.  Our  residents  develop  a more  positive 
outlook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  recovery  time.  ^ 

"Visit  a Leader  Nursing  Center  soon.  I 
It’s  a place  so  special  even  a child 
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A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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K-lUHs 

(potassum  chloride)  Sustained  Release  Tablets 


O^RAFATE^ 

(sucralfate)  Tablets 


BRIEF  SUMMARY 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  OANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANOE  WITH  THESE  PREPARATIONS. 

1.  For  jherapeutic  use  In  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  it  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  pabents  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g . spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  lor  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Pcientially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  PotiMlum  Sparing  DIuratIci— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e.g..  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Giatrolntettlnil  Latloni— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g . incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100.000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown.  K-OUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  boar  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Labontory  Teits:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Inferacllont:  Potassium-sparing  diuretics:  see  WARNINGS. 

Cartinoganeils,  Mutagenatit,  Impairmant  of  ftrtllity:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pragnancy  Catagory  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Hurting  Molhart:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Padlatric  Uia:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIDNS:  Dne  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIDNS, 
WARNINGS,  and  DVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CDNTRAINDICATIDNS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- . 
comfort,  and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVERDDSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms tor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidiv  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CDNTRAINDICATIDNS  and  WARNINIiS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves.  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  tor  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1.000  ml 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease- While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted. 

Pregnartcy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however;  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1 987;9(4):395-399. 
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CAFAD276 


Carafete*  for  the 
ulcer-prone  NSAID  patient 

Aspirin  ^ and  other  nonsteroidal  anti-inflammatory  drugs  weaken 
mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers]  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  It  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  \^ttherapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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ROSALYN  P STERLING-SCOTX  M.D.  I 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew  I 
University  of  Medicine  and  Science,  Los  Angeles  ^ • 

Associate  Surgeon,  Department  of  Cardiovascular  & Thoracic  ' 

Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve  ^ 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  Yorik,  M.D  | 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas-  j ; 
cular);  Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City  ' j 

(General  Surger^  j 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  ‘Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons-The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 

The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  woik  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppon 
tunity  to  practice  in  prestigious  Army  medical 
centers. 

‘joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  vTiere  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  l^OO^USAARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


DEATHS 


DANA  DEWITT  BURCH 


Dr.  Dana  DeWitt  Burch  died  at  the  Bay  Village 
Nursing  Home  is  Sarasota,  Florida,  on  Wednes- 
day, February  1,  1989.  He  was  87. 

Dr.  Burch  had  been  a resident  of  Wilmington 
where  he  had  operated  a general  practice  for  40 
years  until  he  retired. 

Dr.  Burch  was  a 1934  graduate  of  the  Temple 
University  School  of  Medicine  and  completed  his 
residency  at  the  Brandywine  Sanitorium  in  Mar- 
shallton,  Delaware.  He  became  a member  of  the 
Medical  Society  of  Delaware  in  1937. 


JOHN  W.  HOWARD,  M.D. 

Dr.  John  W.  Howard  died  February  13, 1989,  at 
the  age  of  78,  of  complications  following  a stroke, 
in  the  Beebe  Medical  Center.  Dr.  Howard  had 
been  director  of  pathology  at  Beebe  until  he  re- 
tired in  1980. 

Dr.  Howard  was  a 1932  graduate  of  Hamilton 
College  in  Clinton,  New  York,  and  a 1936  gradu- 
ate of  the  University  of  Pennsylvania  School  of 
Medicine. 

After  graduating.  Dr.  Howard  interned  at  Coop- 
er Hospital  in  Camden,  New  Jersey.  In  1937,  he 
became  resident  pathologist  and  assistant  chief 
resident  at  Abington  Memorial  Hospital  in 
Philadelphia.  From  1938  to  1939,  he  served  as 
resident  pathologist  at  the  Pondville  Cancer 
Hospital  in  Walpole,  Massachusetts.  From  1939 
to  1944,  he  was  lab  director  at  the  Misercordia  Di- 
vision of  the  Mercy  Catholic  Medical  Center  and 
assistant  pathologist  at  Children’s  Hospital,  in 
Philadelphia.  From  1944  to  1967,  Dr.  Howard 
served  as  director  of  the  lab  and  pathology 
department  at  Delaware  Hospital,  in  Wilming- 
ton. In  1968,  he  became  director  of  pathology  at 
Beebe  Medical  Center. 


YOU  Always 

SAVE  AT  LEAST  30%  TO  40%  AT  PHILLIPS. 


The  suit  that  fits  every  occassion  in  every 
season  - the  Palm  Beach  365'  gives  you  year 
round  comfort  and  style  tailored  in  a 
wrinkle-resistant  blend  of  Dacron  and 
Worsted  Wool.  A suit  that's  right  from 
morning  'til  night,  365  days  a year! 


MEN’S  GREAT  FASHION  LABELS  AT  AFFORDABLE  PRICES 


1105  CHURCHMAN’S  PLACE  • NEWARK,  DE-  (302)  737-5527 
BETWEEN  CHRISTIANA  HILTJDN  & CHRISTIANA  HOSPITAL 
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IN  BRIEF 


INFECTIOUS 

DISEASE 

SYMPOSIUM 


The  Medical  Center  of  Delaware  is  sponsoring  the  26th  Annual  Infectious  Dis- 
ease Symposium  to  be  held  at  the  Delaware  Academy  of  Medicine  in  Wilming- 
ton, May  2-5,  1989.  If  you  would  like  further  information,  please  contact 
William  J.  Holloway,  M.D.,  Infectious  Disease  Research,  Medical  Center  of 
Delaware,  501 W 14th  Street,  Wilmington,  DE,  19899,  or  call  (302)  428-2744. 


16TH  ANNUAL  “Helping  Patients  Feel  Better,  Live  Longer -Emerging  Standards  of  Care  for 
ACAM  SPRING  the  1990s”  will  be  held  May  11-14  at  the  Hyatt  Regency  at  Reunion,  Dallas, 
CONFERENCE  Texas.  15  Category  I hours  available.  For  more  information,  call  the  American 
College  for  the  Advancement  of  Medicine,  800-532-3688. 


Rehabilitation  Consultants,  Inc. 


Owners: 

Robert  Catalano,  M.A..  P.T. 
I.  Favel  Chavin.  M.D. 
Anthony  L.  Cucuzzella,  M.D 
Pierre  L.  LeRoy,  M.D. 

Italo  V.  Monteleone,  M.D. 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 

ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 
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In  Brief 


EASTERN 
SHORE  MEDICAL 
SYMPOSIUM 


Jefferson  Medical  College  and  the  University  of  Delaware  are  holding  the 
Twelfth  Annual  Eastern  Shore  Medical  Symposium  in  Rehoboth  Beach,  Dela- 
ware, June  18  through  June  23, 1989.  Symposium  headquarters  will  be  at  the 
Atlantic  Sands  Hotel.  If  you  have  any  questions,  phone  Sylvia  Brocka  at  (302) 
573-4400. 


GERIATRICS  Ther  Geriatrics  Symposium  will  be  help  Wednesday  April  12, 1989,  from  8:00 
SYMPOSIUM  a.m.  - 1:00  p.m.  at  the  New  Castle  Ramada  Inn.  As  an  organization  accredited 
for  Continuing  Medical  Education,  the  Jefferson  Medical  College  designates 
this  continuing  medical  education  activity  as  meeting  the  criteria  for  hour- 
for-hour  credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the  Ameri- 
can Medical  Association.  This  program  has  been  reviewed  and  is  acceptable 
for  four  prescribed  hours  by  the  American  Academy  of  Family  Physicians.  For 
more  information,  contact  the  Delaware  Medical  Society. 


HERE'S  ONE  DOCTOR 
WHO  WON'T 
PAY  HIS  MALPRACTICE 


PREMIUMS 
THIS  YEAR. 


The  Army  covers  that  for  him.  As  an  Army 
Physician,  there  are  a lot  of  worries  associated 
with  private  practice  that  he  wont  have  to 
contend  with,  such  as  excessive  paperwork, 
and  the  overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly 
rewarding  experience.  The  Army  offers  varied 
assignments,  chances  to  specialize,  to  further  your 
education,  and  to  work  with  a team  of  dedicated 
health  care  professionals,  plus  a generous  benefits 
package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your 
local  Army  Medical  Department  Counselor  for 
more  information. 

Call  Collect:  301-962-3033/3036 

ARMY  MEDICINE. 
BEALLYOUCANBE. 
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In  Brief 


MEDICAL 
BOARDS  AND 
RESPONSIBLE 
CHANGE 


The  Federation  of  State  Medical  Boards  will  hold  its  annual  meeting  April 
27-29  at  the  Westin  Hotel  in  Chicago.  The  theme  of  this  year’s  meeting  is  “Med- 
ical Boards  and  Responsible  Change;  Variations  on  a Theme”.  For  more  infor- 
mation, contact  the  Federation  of  State  Medical  Boards  of  the  United  States, 
Inc.,  2630  West  Freeway,  Ste.  138,  Fort  Worth,  Texas  76102. 


ANNUAL 

PHARMACO- 

THERAPY 

SEMINAR 


The  Annual  Pharmacotherapy  Seminar  will  be  held  at  the  Memorial  Hospi- 
tal at  Easton,  Maryland  on  Saturday,  April  8, 1989  from  8:00  a.m.  to  4:30  p.m. 
The  seminar  will  focus  on  “Pharmacotherapy  in  the  Elderly.”  CME  credit  will 
be  available.  For  more  information,  please  call  Tom  Sisca,  Pharm.D.,  (301) 
822-1000,  ext.  5645. 


The  traffic  is 


beastly- . ♦ 


Rush  hour  at  Broadrun  Ridge.  Occasion^ 
ally,  you  might  experience  a delay  on  the 
scenic  drive  through  the  countryside. 
Rolling  hills  carry  you  along  the  open  road. 
Beside  wooden  fences.  Past  meadows  dotted 
with  ponds  and  trees.  Up  to  your  own 
private  ridge  where  your  country  contem- 
porary home  commands  a breathtaking 
view  of  the  Broad  Run  Valley. 


Semi-custom  homes  of  exceptionally  high 
quality  in  Landenberg,  Pennsylvania  begin 
in  the  low  $300’s. 


BROADRUNRIDGE 


CRITICAL  The  Clinical  Center  of  NIH  will  be  holding  its  Third  Annual  Course  in  Crit- 

CARE  ical  Care  Medicine  at  the  Crowne  Plaza  Hotel  in  Rockville,  Maryland,  April 
MEDICINE  12-16, 1989.  For  further  information,  contact  Svetlana  Listana,  the  Center  for 
Bio-medical  Communication,  491  Grand  Avenue,  Englewood,  New  Jersey 
07631,  or  phone  (201)  385-1808. 


INTENSIVE  Harvard  Medical  School  is  holding  the  16th  Annual  Harvard  Medical  School 
CARE  Course  on  Intensive  Care  Medicine.  The  theme  of  this  year’s  course  is  “Criti- 
MEDICINE  cal  Care  - From  Metabolism  to  Monoclonals”.  The  course  will  be  held  at  the 
Cambridge  Marriot  Hotel,  Cambridge  MA,  April  17-20.  For  more  information, 
contact  Bart  Chernow,  M.D.,  Course  Director,  Dept,  of  Anaesthesia,  Harvard 
Medical  School/Mass.  General  Hospital,  32  Fruit  Street,  Boston,  MA  02114, 
phone  (617)  726-2858. 


Exclusive  Agent 


Directions: 
• From  DE:  North  on  Rte.  7 
to  Little  Baltimore  Rd.  Left  on  Little 
Baltimore  Rd.  to  Broad  Run  Rd.  Left  to  sign. 
• From  PA:  West  on  Rte.  1 to  Newark  Rd. 
South  on  Newark  Rd.  to  Broad  Run  Rd. 
Right  on  Broad  Run  Rd.  to  sign. 


REALTORS 


For  more  information, 
call  (302)  73L7653 


Developed  by 
Wilkinson  Builders 


UNWANTED  HAIR  PERMANENTLY  REMOVED 


Frances  B.  Aerenson,  R.N. 

LICENSED  ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 
WILMINGTON,  DELAWARE 


NEW  CASTLE  • HEARING  • SPEECH  • VESTIBULAR  CENTER 
GOOD  HEARING  FOR  BETTER  LIVING  FOUNDED  IN  1978 


• COMPUTERIZED  HEARING  AID  DISPENSING 

• HEARING  TESTING  AND  CONSULTATION 

• CERTIFIED,  LICENSED  AUDIOLOGISTS 

• SPEECH,  LANGUAGE,  EVALUATIONS  AND  THERAPY 

• CONSULTING  PHYSICIAN  ON  STAFF 


700  North  Clayton  Street 
Wilmington,  Delaware  19805 


100  Christiana  Road 
New  Castle,  Delaware  19720 


Call:  (302)  654-HEAR  Call:  (302)  762-HEAR 


Owner:  Emilio  R.  Valdes  Jr.,  M.D. 
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OF  TIMES  PAST... 


t 


The  history  of  the  Medical  Society  of  Delaware 
follows  a fascinating  yet  curious  path  through  the 
annals  of  many  Delaware  historians.  The  socie- 
ty was  incorporated  by  an  act  of  the  Delaware 
State  Legislature  on  February  3, 1789.  The  origi- 
nal list  of  incorporator  physicians  numbers  27; 
they  were  empowered  by  this  act  to  meet  anytime 
after  the  second  Monday  in  May,  1789,  at  the 
town  of  Dover,  in  the  County  of  Kent,  or  other  con- 
venient place,  and  with  a quorum  of  six  required, 
elect  by  a plurality  of  voices  then  present,  a Presi- 
dent and  such  other  officers  as  deemed  proper 
and  necessary. 

Thus,  the  Medical  Society  of  Delaware  became 
the  third  oldest  medical  society  after  New  Jersey 
and  Massachussetts,  and  the  second  oldest  med- 
ical corporation  after  New  Jersey.  The  first  meet- 
ing was  held  in  Dover,  Delaware,  May  12, 1789, 
and  the  elected  officers  were:  President  - James 
Tilton,  M.D.,  Vice  President  - Jonas  Preston, 
M.D.,  Secretary  - Edward  Miller,  M.D.,  and  Treas- 
urer - James  Sykes,  M.D.  The  elected  Censors 
were  Nicholas  Way,  M.D.,  Matthew  Wilson,  M.D., 
Joshua  Clayton,  M.D.,  and  Nathaniel  Luff,  M.D. 

Dr.  James  Tilton  served  as  president  for  33 
years,  until  his  death  in  1822.  His  was  a long  and 
glorious  career  in  medicine,  politics,  and  the  serv- 
ice of  his  country.  In  the  early  part  of  the  Revolu- 
tionary War,  he  was  a First  Lieutenant  in  a 
company  of  Light  Infantry,  but  later  was  appoint- 
ed Surgeon  in  the  First  Delaware  Regiment.  He 


was  in  charge  of  several  hospitals  during  the  war 
and  was  appalled  at  the  way  all  the  sick  were 
crowded  in  small,  confined  areas,  where  infec- 
tions and  other  problems  resulted  in  the  death  of 
over  50%  of  the  Army.  He  was  credited  with  the 
design  of  new  hospital  construction  consisting  of 
log  huts,  roughly  built  to  admit  free  ventilation 
to  all  patients.  The  floors  were  made  of  clay,  and 
the  stove  was  in  the  middle  with  a hole  in  the  roof 
for  the  smoke  to  escape;  only  six  patients  were 
put  in  each  hut.  The  typhus  fever  patients  rapidly 
improved  and  mortality  rates  decreased.  Dr.  Til- 
ton was  greatly  admired  by  General  George 
Washington,  and  later  was  appointed  Surgeon 
General  of  the  U.S.  Army. 

Dr.  James  Sykes  succeeded  to  the  presidency  of 
the  Medical  Society  in  1822  and  served  until  his 
death  later  that  year.  He  was  the  only  other  mem- 
ber of  the  original  officers  to  serve  as  president. 
Dr.  Sykes  had  read  medicine  as  an  apprentice  to 
Dr.  Joshua  Clayton.  He  was  elected  to  the  Dela- 
ware State  Senate  several  times  and  was  its  ex- 
ecutive for  15  years.  Dr.  Sykes  served  as  the  14th 
Governor  of  Delaware  from  March  1801  until 
January  1802. 

Joshua  Clayton,  M.D.,  born  in  Maryland  in 
1744,  was  the  son  of  John  Clayton  who  had  come 
to  America  with  William  Penn.  He  was  an  Army 
Surgeon  during  the  Battle  of  the  Brandywine.  In 
1789,  he  was  elected  as  the  ninth  President  of 
Delaware  when  Thomas  Collins  died  in  office.  Af- 
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ter  serving  out  the  remainder  of  this  term,  he  was 
elected  the  first  Governor  of  Delaware  in  1792.  In 
1798,  he  was  elected  to  the  U.S.  Senate,  but 
served  only  eight  months  because  of  his  death 
from  yellow  fever  on  August  11,  1798. 

Edward  Miller,  M.D.,  the  first  secretary  of  the 
society,  delivered  the  first  annual  oration  as  had 
been  decreed  in  the  constitution  of  the  Society.  It 
is  reported  that  Dr.  Benjamin  Rush  declared  that 
Dr.  Miller  “was  second  to  no  physician  in  all  the 
country.” 

At  the  time  of  the  Centennial  Celebration  in 
1889,  the  president.  Dr.  WT.  Skinner  recalled  how 
our  citizens  after  the  Revolutionary  War  were 
confronted  by  financial,  demographic,  engineer- 
ing, and  horticultural  disasters.  But,  not  to 
worry-these  men  and  women  had  come  too  far 
and  suffered  too  much  to  allow  such  problems  to 
conquer  them.  Medical  illnesses  were  rampant, 
and  the  small  number  of  trained  physicians  did 
their  utmost  to  keep  life  and  limb  together.  One 
resolution  passed  at  this  meeting  gave  a special 
committee  the  authority  to  plan  for  the  publish- 
ing of  the  Centennial  Memorial  to  embrace  the 


proceedings  of  the  meeting  and  the  addresses 
presented,  and  said  committee  had  the  power,  at 
its  discretion,  to  draw  upon  the  treasurer  of  the 
Society  for  any  amount,  not  exceeding  one 
hundred  dollars,  to  carry  out  the  provisions  of  the 
resolution.  Would  that  we  could  do  such  today. 

On  Saturday,  May  13,  1989,  the  Medical  Soci- 
ety will  reenact  the  first  meeting  of  our  Society, 
the  election  of  the  officers,  and  the  first  commit- 
tee assignment  to  draft  a constitution.  This 
celebration  will  be  at  the  old  State  House  in 
Dover,  and  many  state  and  county  officers  will 
participate,  portraying  the  parts  of  our  medical 
forefathers.  Special  invitations  to  all  society 
members  and  friends  will  be  forthcoming  soon  - 
plan  to  attend. 

Elsewhere  in  this  issue  of  the  Journal  and  other 
issues  throughout  the  year,  present  day  Delaware 
medical  historians  will  enrich  our  lives  with 
many  such  pleasant  memories. 

i F.  Wendel,  M.D. 
President 


A Healthy  Choice. 


Yes,  a large  choice  of  savings,  C.D.,  retirement  and  investment 
plans.  And  the  right  choice.  You  don't  need  the  headaches  that 
come  with  worrying  whether  you're  getting  the  most  for  your 
money.  We'll  take  good  care  of  you  with  our  financial  expertise 
and  friendly  service.  You'll  feel  good  about  banking  with  us. 
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Editor's  Introduction 


I hope  you  will  enjoy  this  issue  of  the  Delaware 
Medical  Journal  as  we  continue  our  look  at  the 
200  year  history  of  the  Medical  Society  of  Dela- 
ware which  we  began  last  month. 

The  Health  Planning  article  by  Bill  Duncan 
gives  us  a look  at  how  our  progress  over  the  last 
30  years  was  put  together.  Bill  was  in  the  thick 
of  much  or  most  of  it,  and  it  seemed  a good  idea 
to  publish  this  as  a documentary  of  a very  impor- 
tant era,  before  the  ravages  of  time  start  to  dis- 
tort memory. 

The  writings  about  eight  Delaware  physicians 
have  their  own  introduction  and  will  not  be  ex- 
panded on  here.  They  are  an  example  of  the  sort 
of  thing  my  predecessor,  Bernadine  Paulshock 
was  able  to  put  together. 

The  piece  on  the  Uganda  mission  hospital  was 
just  a happy  coincidence,  as  explained  in  the  in- 
troduction by  Jack  Levinson.  The  author,  Dan 
Preston,  was  a truly  dynamic  and  outstanding  in- 
dividual who  had  a tremendous  impact  on  prac- 
tice in  this  state-in  particular,  the  practice  of 
surgery.  The  full  text  of  his  Uganda  diary  will 
probably  be  printed  as  a a monograph  in  memory 
of  this  charismatic  and  farsighted  man;  the  ex- 
penses thereof  paid  out  of  the  roughly  $500,000 
he  left  the  Academy  of  Medicine  earmarked  for 
education  purposes.  Although  Dan  almost  never 
wrote  for  publication,  and  his  writing,  therefore, 
may  be  a little  rough  in  spots,  I have  chosen  to 
present  it  almost  completely  as  he  wrote  it  so  you 
can  get  the  flavor  of  the  man.  I did  leave  out  a few 
rather  pithy  and  outspoken  statements  near  the 
end  expressing  some  very  strong  feelings  which 
some  might  find  objectionable.  No  sense  carrying 
this  “flavor”  thing  too  far. 

The  other  article,  actually  the  lead  article,  is 
not  exactly  historical  - yet.  It  is  to  celebrate  Dela- 
ware’s venture  into  tertiary  care-the  era  for 
which  Dan  Preston  and  Bill  Duncan  and  a host 


of  others  prepared  the  way.  We  all  stand  on  the 
shoulders  of  those  who  have  gone  before  us  and 
we  are  sustained  by  our  colleagues  who  surround 
us.  See  if  you  agree  that  we  can  all  take  pride  in 
what  is  being  achieved  in  Delaware.  The  length 
and  breadth  of  our  state,  we  see  outstanding 
young  physicians  moving  in  to  provide  the  very 
best  in  medical  care  for  our  people.  Our  patients 
may  not  appreciate  or  understand  it,  but  we  who 
know  how  to  tell  good  medicine  from  mediocre 
can  be  proud  of  it. 

EWM 




Even  they  need 
to  recuperate. 

Let  ’em  Take-a-Break. 

Your  staff  helps  ofhers  recuperate  everyday,  right? 
Once  In  a v/hlle  they  could  use  a rest,  too.  Let  us 
help  make  it  enjoyable.  We  offer  a full  range  of 
food  and  beverage  services  that  make  break-time 
convenient  for  you  and  your  employees. 

OUR  SERVICES  INCLUDE 

Vending  Machines 
Business  Catering 
Bottled  Water  i Coolers 
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Microwave/Retrigerators 
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and  of  course 
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PHILADELPHIA  HEART  INSTITUTE 

Of  Presbyterian  Medical  Center 


CARDIOLOGY  UPDATE 

designed  for  the  physician  and  provides  an  intensive  survey  of  the 
current  status  of  clinical  cardiology 

Wednesday 
May  3,  1989 
3:00  to  5:00  PM 

Clinical  and  Angiographic 
Findings  in 

Coronary  Heart  Disease 

MODERATOR: 

Bernard  L.  Segal,  M.D. 

3:00-3:30  What  is  silent  ischemia  and  is  it  different  from  symptomatic 
ischemia?  Diagnostic  and  prognostic  implication 

Ami  S.  Iskandrian,  M.D. 

3:30-4:00  Is  coronary  arteriography  the  “gold  standard”  for  evaluating 

heart  disease? John  W.  Hirshfeld,  M.D. 

4:00-5:00  Case  presentations Pingkwan  A.  Chan,  M.D. 

Panel  Discussion Jai  B.  Agarwal,  M.D., 

Harold  R.  Kay,  M.D.,  Peter  G.  Lavine,  M.D. 

J.  David  Ogilby,  M.D.,  Henry  S.  Swain,  M.D. 


• No  Registration  Fee  • Reception  following  session 
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EBSTEIN'S  ANOMALY:  UNUSUAL  PRESENTATION 
AND  SURGICAL  REPAIR 


A.  Jorge  Serra,  M.D. 
Kathleen  W.  McNicholas,  M.D. 
Gerald  M.  Lemole,  M.D. 


ABSTRACT 

Ebstein’s  anomaly  is  the  most  significant  con- 
genital anomaly  involving  the  tricuspid  valve. 
This  lesion  may  present  in  a simple  form  or  may 
be  complicated  by  other  lesions  Patients 
with  this  anomaly  may  vary  from  mildly  sympto- 
matic to  severely  debilitated.  The  role  of  surgical 
treatment  is  not  uniformly  agreed  upon,  and  the 
optimal  procedure  for  correction  or  palliation  is 
not  clearly  defined.  Because  of  the  wide  spectrum 
of  morphologic  abnormalities  which  may  be 
present  in  Ebstein’s  anomaly,  no  one  particular 
operation  may  always  be  satisfactory.  We  and 
other  groups  continue  to  search  for  optimal  proce- 
dures and  feel  strongly  that  individualization 
must  be  carried  out  to  optimize  the  result  in  each 
patient. 

We  encountered  a patient  with  Ebstein’s 
anomaly  in  an  almost  atretic  tricuspid  valve.  In 
addition,  there  was  severe  right  ventricular  out- 
flow tract  obstruction  and  pulmonary  valve  ste- 
nosis. In  this  patient  the  “Fontan  Principle”  was 
successfully  applied  in  his  management. 


CASE  REPORT 

The  patient,  SK,  is  an  eight  year  old  Korean 
boy  who  was  referred  for  evaluation  and  treat- 
ment of  severe  cyanotic  congenital  heart  disease. 

Dr.  Serra  is  a cardiovascular  surgeon  with  a practice  in  Newark. 

Dr.  McNicholas  is  Director  of  Pediatric  Cardiovascular  Surgery  at  Christiana 
Hospital. 

Dr.  Lemole  is  Chief  of  Cardiovascular  Surgery  at  Christiana  Hospital. 
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On  physical  examination  the  child  was  profound- 
ly cyanotic  and  maintained  a squatting  position. 
His  vital  signs  included  a blood  pressure  of  90/60 
mm  of  mercury,  pulse  90  per  minute,  respirato- 
ry rate  20  per  minute,  height  119  cm,  and  weight 
8.6  kg.  The  point  of  maximum  impulse  was  pal- 
pable in  the  fifth  intercostal  space  in  the  mid- 
clavicular  line.  His  cardiac  rhythm  was  regular 
and  there  were  no  murmurs  audible.  His  abdo- 
men was  unremarkable.  There  was  profound 
clubbing  of  all  extremities  and  central  and 
peripheral  cyanosis.  Admission  laboratory  data 
included  hemoglobin  of  22.2  gm/dl,  hematocrit 
68%,  and  platelet  count  239,000  cubic  mm. 
Bleeding  studies  included  a prothrombin  time  of 
12.3  seconds  and  an  activated  thromboplastin 
time  which  was  slightly  elevated  at  48.6  seconds. 
Electrolytes  and  liver  function  tests  were  within 
normal  limits. 

The  chest  x-ray  showed  slightly  increased  heart 
size  with  accentuation  of  the  left  ventricular  area 
of  the  heart.  The  pulmonary  vascular  markings 
were  markedly  diminished.  The  electrocardio- 
gram was  remarkable  in  that  there  was  an  ab- 
sence of  right  ventricular  forces  and  there  was 
left  axis  deviation.  Cardiac  catherization  includ- 
ed the  following  hemodynamic  measurements 
and  saturations:  right  atrial  pressure  11/8  torr 
mean  9 (saturation  59%),  left  atrial  pressure  8/7 
torr  mean  5 (70%  saturation),  left  ventricular 
pressure  112/9  torr  (73%  saturation).  There  was 
marked  left  ventricular  enlargement  but  the  ejec- 
tion fraction  was  found  to  be  normal.  The  right 
ventricle  was  not  entered.  The  ventricular  sep- 
tum appeared  to  be  intact.  There  was  minimal 
collateral  pulmonary  blood  flow.  The  main  pul- 
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monary  artery  and  branches  were  only  faintly 
visualized.  On  right  atrial  injection  all  the  con- 
trast passed  from  the  right  atrium  to  the  left  atri- 
um through  an  atrial  septal  defect  and  then 
entered  the  left  ventricle.  The  tricuspid  valve  ap- 
peared to  be  atretic  (Figure  1).  The  diagnosis  of 
tricuspid  atresia  was  entertained. 


FIGURE  1 

IVC  INFERIOR  VENA  CAVA 

SVC  SUPERIOR  VENA  CAVA 

RA  RIGHT  ATRIUM 

CS  CORONARY  SINUS 

ASD  ATRIAL  SEPTAL  DEFECT 

TV  TRICUSPID  VALVE  (ATRETIC) 

RV  RIGHT  VENTRICLE 

PV  PULMONARY  VALVE 

At  the  time  of  surgery  the  heart  was  exposed 
through  a median  sternotomy  incision.  On  exter- 
nal examination  the  great  arteries  were  normal- 
ly related.  The  aorta  was  twice  the  size  of  the 
main  pulmonary  artery.  The  coronary  arteries 
were  normally  distributed.  The  left  anterior 
descending  coronary  artery  separated  the  left 
ventricular  chamber  from  a small  right  ventric- 
ular chamber.  The  right  ventricular  chamber 
measured  2.5  cm  through  its  entires  length.  Af- 
ter cardiopulmonary  bypass  was  instituted  the 
heart  was  opened.  A right  atriotomy  was  carried 
out  along  the  right  lateral  aspect  of  the  superior 
rim  of  the  right  atrial  appendage.  There  was  an 
atrial  septal  defect  of  the  fossa  ovalis  type  meas- 
uring 2 cm  in  diameter.  The  tricuspid  annulus 
was  small  and  the  valve  was  represented  by  one 
cusp  which  was  attached  abnormally  to  the  body 


of  the  right  ventricle.  The  atrialized  portion  of  the 
right  ventricle  was  trabeculated.  The  coronary  si- 
nus was  located  near  the  junction  of  the  atrial- 
ized right  ventricle  on  the  right  atrium.  A 
muscular  septum  separated  the  trabecular  por- 
tion of  the  right  ventricle  from  the  outlet  cham- 
ber of  the  right  ventricle.  The  left  ventricle  was 
vented  and  cardioplegic  solution  was  instilled  af- 
ter the  aortic  cross  clamp  was  apj)lied.  A longitu- 
dinal arteriotomy  was  then  made  in  the  main 
pulmonary  artery  and  the  pulmonary  valve  was 
visualized.  The  pulmonary  valve  annulus  was 
small  and  the  three  pulmonary  valve  leaflets 
were  thickened.  This  incision  was  carried  into  the 
right  ventricular  body.  The  muscular  membrane 
separating  the  sinus  portion  of  the  right  ventri- 
cle from  the  outflow  portion  was  then  excised. 
Through  the  right  atriotomy  the  unicusp 
tricuspid  valve  tissue  was  also  excised.  The  right 
ventricular  outflow  was  enlarged  with  the  use  of 
a diamond  shaped  pericardial  patch  which  was 
extended  to  the  bifurcation  of  the  main  pulmo- 
nary artery.  A Dacron  patch  was  then  used  to 
close  the  atrial  septal  defect  (Figure  2).  The  aor- 
tic cross  clamp  was  in  place  for  one  period  of  59 
minutes.  The  patient  was  then  weaned  hum  cardi- 
opulmonary bypass  after  a period  of  83  minutes. 


FIGURE  2 
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Following  surgery,  the  child  had  evidence  of  low 
output  syndrome  and  was  treated  with  inotrop- 
ic agents.  Central  venous  pressure  was  initially 
elevated  in  the  range  of  19-25  torn  Systolic  arteri- 
al pressures  ranged  from  70  to  120  torn  Arterial 
blood  gases  were  essentially  normal.  He  deve- 
loped hepatorenal  insufficiency,  transient  sei- 
zures, and  altered  mental  status.  His 
hemodynamic  status  slowly  improved  and  his 
central  venous  pressures  fell  toward  normal 
range  and  his  peripheral  perfusion  markedly  im- 
proved. By  the  sixth  post-operative  day  his  hepat- 
ic and  renal  functions  were  normal  and  inotropic 
support  was  no  longer  necessary.  His  neurologic 
recovery  was  complete.  The  remainder  of  his  post- 
operative course  was  entirely  uneventful. 

The  patient  was  readmitted  two  months  follow- 
ing surgery  for  elective  cardiac  catherization. 
Physical  examination  at  that  time  revealed  a 
robust  child  whose  color  was  excellent.  Blood 
pressure  was  94/64  torr  in  his  right  upper  ex- 
tremity, pulse  68  per  minute,  respiration  28  per 
minute.  His  weight  was  19  kg  and  his  height  1 19 
cm.  His  wound  was  well  healed  and  the  sternum 
was  stable.  His  chest  was  clear  to  auscultation 
and  percussion.  No  cardiac  murmurs  were  heard. 
His  liver  was  slightly  enlarged  and  palpable  2 cm 
below  the  right  costal  margin  in  the  midclavicu- 
lar  line.  His  chest  x-ray  showed  a normal  sized 
heart  and  normal  pulmonary  vascular  markings. 
His  electrocardiogram  showed  a normal  sinus 
rhythm  and  a slight  intraventricular  conduction 
delay.  His  hemoglobin  was  13.6  gm/dl  and  the 
hematocrit  was  40%.  Cardiac  catherization  was 
carried  out  with  the  findings  as  follows:  right 
atrial  pressure  11/9  torr  with  a mean  of  9,  right 
ventricular  pressure  12/6  torr,  pulmonary  artery 
pressure  12/0  torr,  oxygen  saturations  were  all 
61%  in  the  right  atrium,  right  ventricle,  and  pul- 
monary artery.  His  systemic  saturation  was  91%. 
The  cardiac  index  was  3.09/liters/per  minute/per 
meter  square.  A cineangiogram  was  carried  out 
with  injection  of  dye  into  the  right  atrium.  The 
right  atrium  was  enlarged  and  part  of  the  con- 
trast refluxed  into  both  inferior  and  superior 
vena  cava.  The  tricuspid  valve  was  absent.  From 
the  right  atrium  the  contrast  passed  into  a small 
right  ventricular  chamber  which  was  poorly  con- 
tractile. The  pulmonary  vasculature  appeared 
normal.  There  was  normal  pulmonary  venous 
drainage  into  the  left  atrium.  The  left  ventricu- 
lar ejection  fraction  was  slightly  decreased. 
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DISCUSSION 

The  surgical  management  of  the  patient  with 
Ebstein’s  anomaly  remains  controversial  as  does 
the  preferred  operative  procedure  and  the  timing 
of  intervention.  The  predictors  for  poor  surgical 
outcome  include:  congestive  heart  failure,  moder- 
ate or  severe  cyanosis,  severe  or  marked  cardi- 
omegaly,  and  significant  arrhythmias  This 
subset  of  patients,  as  well  as  those  with  paradox- 
ical emboli  ^ or  right  ventricular  inflow  ^ or 
outflow  ® obstructions  are  clearly  surgical  can- 
didates. 

Initially,  surgical  approach  was  limited  to  cor- 
rection of  associated  intracardiac  defects,  and  it 
was  not  until  1963  that  the  tricuspid  valve  was 
attacked  surgically.  Drs.  Barnard  and  Schrire  ^ 
reported  the  first  successful  tricuspid  valve 
replacement  for  Ebstein’s  anomaly.  Tricuspid 
valve  replacement  has  continued  in  wide  use  ® 
but  the  results  are  not  encouraging  In  further 
attempts  to  improve  surgical  outcome,  the  atri- 
alized  portion  of  the  right  ventricle  has  been  ob- 
literated Alternatively  a plastic  procedure  on 
the  tricuspid  valve  has  been  performed  with  pli- 
cation of  the  free  wall  of  the  atrialized  portion  of 
the  right  ventricle.  In  addition,  a posterior 
tricuspid  annuloplasty  and  right  atrial  reduction 
® has  been  attempted  with  more  encouraging 
results,  particularly  with  the  associated  right 
atrial  reduction  Because  of  the  severe  defor- 
mity and  abnormality  of  the  tricuspid  valve,  the 
repair  should  be  aimed  at  achieving  a function- 
ally competent  monocusp  valve  from  the  en- 
larged mobile  anterior  leaflet  This 

application  is  limited  to  patients  with  ideal  anat- 
omy, and  attempts  have  been  made  to  determine 
pre-operatively  the  suitability  of  plastic  repair  or 
valve  replacement 

Not  all  patients  with  Ebstein’s  anomaly  can  be 
satisfactorily  treated  with  application  of  these 
conventional  techniques,  and  alternative 
methods  must  be  chosen  according  to  individual 
morphology  and  pathology.  In  our  patient,  who 
had  a nearly  imperforate  tricuspid  valve  and  a 
very  small  annulus,  plastic  repair  was  impossi- 
ble and  valve  replacement  could  not  be  carried 
out  without  marked  obstruction  of  the  right  ven- 
tricular inflow.  The  procedure  chosen,  in  our  pa- 
tient’s case,  was  the  removal  of  the  severely 
deformed  tricuspid  valve.  To  eliminate  any  ob- 
struction to  the  pulmonary  blood  flow,  the  ob- 
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structing  membrane  was  also  removed  and  a 
transannular  right  ventricular  outflow  tract 
patch  enlargement  was  performed  to  correct  any 
residual  pulmonary  stenosis.  The  right  atrium  in 
this  case  became  a pump  to  propel  blood  from  the 
right  atrium  into  the  pulmonary  circulation.  The 
underdeveloped,  poorly  contractile  right  ventri- 
cle acted  merely  as  a conduit.  This  is  clearly  a 
practical  application  of  the  “Fontan  Principle.” 
This  patient  met  several  criteria  for  the  Fontan- 
like  procedure.  These  criteria  included:  age, 
presence  of  normal  sinus  rhythm,  normal  system- 
ic and  pulmonary  venous  drainage,  a normally 
functioning  mitral  valve,  good  left  ventricular 
function,  adequate  size  of  the  pulmonary  arter- 
ies, and  low  pulmonary  vascular  resistance.  This 
technique  was  applied  successfully. 

We  feel  the  “Fontan  Principle”  may  be  applied 
successfully  in  selected  patients  with  Ebstein’s 
anomaly  who  have  an  almost  atretic  tricuspid 
valve  and  are  not  candidates  for  procedures  such 
as  valve  replacement  or  repair.  Again,  the  strict 
criteria  as  set  forth  by  Dr.  Fontan  must  be  ad- 
hered to. 
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HEALTH  PLANNING  IN  DELAWARE 
PHYSICIAN  PARTICIPATION 


William  H.  Duncan,  M.D. 


On  a sunny  afternoon  in  Dover,  on  May  13, 
1987,  in  a conference  room  at  the  Robbins  Build- 
ing, in  public  testimony  before  the  Health  Plan- 
ning Information  Task  Force,  four  doctors 
provided  information  on  the  development  of  a 
new  State  Law  on  Health  Planning.  The  four  doc- 
tors were  John  Benge,  Bill  Duncan,  Steve  Her- 
shey,  and  Joe  Peacock.  The  presentations  by  these 
four  doctors  were  a culmination  of  the  fact  that 
the  Federal  Health  Planning  Law  had  expired 
and  Delaware  was  determining,  through  its  ap- 
propriate political  and  legal  apparatus,  whether 
or  not  a state  law  should  be  developed  to  replace 
the  statute  that  was  “on  the  books”  as  a result 
of  the  federal  law. 

As  a part  of  the  expected  democratic  process, 
“battle  lines”  had  been  drawn  since  the  legisla- 
tion being  considered  would  continue  to  exempt 
physicians  from  health  planning  statutory  re- 
quirements. There  were  many  who  believed  phy- 
sicians should  not  be  exempted.  The  slogan 
developed  by  the  advocates  of  physician  inclusion 
was,  “It  is  time  to  level  the  playing  field.”  The 
Medical  Society  of  Delaware  had  turned  back  a 
similar  proposal  by  extensive  lobbying  in  1976. 


Dr.  Duncan  is  Chairman  of  the  State  Health  Resources  Management  Council,  He 
is  Vice  President  for  Medical  Affairs  at  St.  Francis  Hospital,  and  was  formerly 
the  Director  of  Ambulatory  Services  for  the  Medical  Center  of  Delaware. 
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It  was  the  Medical  Society  which  had  encouraged 
these  doctors  to  testify  that  May  afternoon.  The 
testimony  given  supported  the  physicians’  posi- 
tion that  such  legislative  action  was  unnecessary 
in  that  physicians  had  shown  voluntary  restraint 
in  capital  projects:  the  current  physician 
managed  facilities  in  the  community  held  down 
health  care  costs;  no  other  group  or  profession 
was  similarly  restricted  in  their  professional  ac- 
tivities, physicians  would  not  be  able  to  compete 
in  the  Certificate  of  Need  (CON)  process  with  the 
financial  and  political  strengths  of  institutions 
and  large  businesses;  and  finally,  that  the  phy- 
sicians’ influence  which  was  already  decreasing 
in  the  hospitals,  would  be  further  eroded  if  they 
were  unable  to  undertake  investments  in  health 
care  enterprises. 

On  July  2, 1987,  SB  132  was  signed  into  law  by 
Governor  Michael  Castle.  This  statute  created  a 
health  planning  program  for  Delaware.  The  com- 
ponents of  the  law  were  quite  comprehensive  and 
included  hospitals,  nursing  homes,  kidney  dis- 
ease treatment  centers,  ambulatory  care  facili- 
ties (with  a distinct  facility  fee),  community 
mental  health  and  retardation  facilities,  and 
blood  banks.  Physicians  were  exempted. 

This  is  only  one  of  the  many  anecdotes  that 
could  be  told  about  the  involvement  of  Delaware 
physicians  in  health  planning  in  Delaware. 
“Health  Planning,”  in  this  paper,  refers  to  broad 
activites  focused  beyond  a single  organization 
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and  concerned  with  the  larger  “community.”  The 
major  focus  in  such  planning  is  an  assessment  of 
health  care  needs  and  the  health  care  system 
which  can  best  meet  these  identified  needs. 

It  appears  that  the  first  voluntary  health  plan- 
ning effort  in  which  physicians  actively  partici- 
pated was  in  1960.  In  that  year,  then  Governor  J. 
Caleb  Boggs  asked  the  Welfare  Council  of  Dela- 
ware (later  to  be  known  as  The  Community  Serv- 
ices Council),  a United  Fund  Agency,  to 
undertake  an  objective  study  to  determine,  as  a 
“needs”  assessment,  the  availability  of  health 
care  services  with  special  emphasis  on  the  poor 
and  the  elderly.  The  physician  particpant  in  this 
effort  was  William  0.  Lamotte,  Jr.,  who  served  as 
chairman  of  this  advisory  council.  ^ On  a feder- 
al level  this  paralleled  the  development  of  the 
Kerr-Mills  legislation  on  the  medically  indigent. 

Overall,  for  the  scope  of  this  paper,  there  have 
been  four  generations  of  health  planning.  Each 
of  these  generations  has,  by  varying  degrees, 
been  heavily  influenced  by  federal  funding.  This 
fourth,  current,  generation  is  the  first  without 
the  requirement  of  federal  influence-federal 
funding. 

The  first  generation  was  the  Hill-Burton  Act 
implemented  in  1946.  This  act  was  intended  to 
remedy  a national  shortage  of  hospital  beds  and 
to  provide  for  hospital  modernization  which  had 
been  largely  neglected  during  World  War  II.  The 
program,  which  was  administered  by  the  in- 
dividual states,  provided  grant  monies  and  loans 
for  these  purposes.  The  State  assessed  its  own 
needs,  processed  payments,  and  monitored  con- 
struction. In  the  later  years  of  this  program,  as 
the  hospital  bed  shortage  lessened,  monies  began 
to  be  delivered  more  towards  out-patient  projects. 

Next  in  this  line  of  progeny  was  the  Compre- 
hensive Health  Planning  Act  (CHP).  CHP  broad- 
ened the  scope  of  the  Hill-Burton  beyond  facili- 
ties, and  for  the  first  time  included  services,  man- 
power, environment,  etc.  CHP  became  the  “law 
of  the  land”  in  1966.  For  the  first  time,  “con- 
sumers,” in  addition  to  “providers,”  were  includ- 
ed in  all  provisions  of  its  implementation.  It 
became  known  to  many  as  the  “Partnership  for 
Health.”  Under  this  law  both  state  and  areawide 
agencies  were  established  within  each  state.  As 
many  medical  society  journal  editorials  have  ex- 
pressed over  the  years,  federal  funding  was  never 
sufficient.  Most  of  the  areawide  agencies,  which 
were  largely  voluntary  not-for-profit  organiza- 
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tions,  devoted  much  of  their  time  and  energy  to 
be  self-sustaining,  participating  actively  and 
devoting  significant  resources  to  fund  raising  ac- 
tivities rather  than  promoting  the  purpose  of 
their  existence.  A primary  thrust  of  the  CHP  was 
the  involvement  of  our  underprivileged  citizens 
in  the  health  planning  process.  Very  close  ties  fre- 
quently developed,  for  instance,  with  the  “Model 
Cities”  program  and  other  “Great  Society”  pro- 
grams of  that  era.  The  chairman  of  the  statewide 
agency,  the  Comprehensive  Health  Planning  Ad- 
visory Council,  from  1968-1970,  was  a physician, 
William  O.  Lamotte^  Jr. 

The  last  of  this  breed  of  health  plans,  the  one 
that  died  in  1986,  was  the  National  Health  Plan- 
ning and  Resources  Development  Act.  This  act 
was  signed  into  law  in  January,  1975.  It  replaced 
both  the  Hill-Burton  and  CHP  programs,  which 
had  been  operating  concurrently.  This  new  law 
developed  a network  of  state  and  local  planning 
agencies.  These  were  called  State  Health  Plan- 
ning and  Development  Agencies  (SHPDAs)  and 
Health  Systems  Agencies  (HSAs). 

An  initial  step  in  implementing  this  law  was 
the  designation  of  “health  service  areas,”  which 
met  very  precise  federal  specifications.  Each  of 
these  health  service  areas  was  to  be  served  by  an 
HSA.  Over  200  were  established  nationwide.  A 
number  of  states  with  small  populations  had  only 
one  HSA.  California  had  12.  This  act  largely  end- 
ed the  volunteerism  in  health  planning.  There 
were  still  many  volunteer  participants,  but  their 
responsibilities  in  carrying  out  planning  activi- 
ties diminished  considerably.  Federal  control 
took  over.  Much  greater  authority  was  vested  in 
the  U.S.  Department  of  Health  and  Human  Serv- 
ices (DHHS)  to  assure  that  state  and  local  actions 
followed  and  were  in  accordance  with  federal  ex- 
pectations (Mandates).  SHPDAs  and  HSAs  were 
funded  almost  entirely  from  federal  monies  (the 
piper). 

It  was  this  act  that  mandated  states  to  have 
Certificate  of  Need  (CON)  programs  which  met 
federal  specifications.  CON  programs  required 
capital  projects  such  as  the  construction  of  new 
health  care  facilities,  or  modernization  and  ex- 
pansion projects  to  be  approved  by  the  SHPDA. 
HSAs  reviewed  the  projects  and  made  prelimi- 
nary recommendations  assuring  that  the  projects 
under  consideration  conformed  to  local,  region- 
al, and  national  plans,  priorities,  goals,  and  the 
like,  which  were  in  place.  This  law  also  estab- 
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lished  the  “National  Guidelines  for  Health  Plan- 
ning,” which  were  influential  in  developing  plan- 
ning documents  such  as  the  “Health  Plan  for 
Delaware,”  which  will  be  addressed  later  in  this 
paper. 

In  addition  to  SHPDAs  and  HSAs,  the  act  also 
provided  for  the  establishment  of  Statewide 
Health  Coordinating  Councils  (SHCCs).  These 
councils  were  to  be  supported  by  the  governor  of 
each  state  with  at  least  sixty  percent  of  the  mem- 
bership coming  from  nominations  submitted  by 
the  HSAs.  Most  were  required  to  have  a majori- 
ty of  consumers  on  their  governing  bodies.  The 
SHCC  had  final  authority  over  the  State  Health 
Plan,  though  scrutiny  and  oversight  came  from 
Philadelphia,  Region  III,  DHHS. 

From  the  law’s  1975  implementation  until  the 
Reagan  Administration  took  office  in  1981,  there 
was  an  overwhelming  and  ever  increasing  feder- 
al presence  in  health  planning.  Labyrinthine 
regulations  had  been  promulgated  by  DHHS 
which  provided  almost  no  flexibility  for  the  state 
and  local  agencies.  Federal  encroachment  was  en- 
hanced by  the  additional  nameless  federal  health 
planning  staffers  who  utilized  a series  of  “Pro- 
gram Policy  Notices”  which  “clarified”  various 
federal  regulatory  and  statutory  provisions.  Not 
surprisingly,  this  inflexible  centralized  approach 
to  addressing  predominantly  local  issues  was 
fraught  with  difficulties.  For  the  State  of  Dela- 
ware, the  demise  of  federal  funding  for  health 
planning  in  1986,  seemed  to  breathe  new  life  into 
local  health  planning  and  volunteerism.  Gone 
was  the  continual  uncertainty  that  had  prevailed 
with  the  reduced  budgets  of  federal  programs  and 
under  a series  of  continuing  budget  resolutions. 

One  last  federal  program  of  great  importance 
to  practicing  physicians  and  health  facilities  was 
the  1972  Amendments  to  the  Social  Security  Act. 
These  amendments  established  what  became 
known  as  the  “Section  1122  Review  Program.” 
Under  this  program,  states  entered  into  agree- 
ments with  the  Federal  Government  to  review 
capital  expenditures  by  health  care  facilities.  If 
a health  care  facility  undertook  a capital  project 
subject  to  a review  without  approval,  their  reim- 
bursement of  the  capital  costs  (interest  and 
depreciation)  were  denied  by  Medicare  and 
Medicaid. 

Delaware’s  history  in  health  planning  parallels 
that  of  the  nation  as  a whole.  There  are,  however, 
some  very  important  differences,  including  phy- 
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sician  participation,  that  have  made  Delaware 
health  planning  unique. 

From  its  inception  in  Delaware,  the  responsi- 
bility of  the  Hill-Burton  program  rested  with  the 
State  Board  of  Health.  Over  the  20  year  course 
of  the  program,  every  hospital  in  the  state 
received  grant  monies  from  this  program  with 
the  exceptions  of  the  Medical  Center  of  Delaware, 
Riverside  Hospital,  and  the  Alfred  I.  duPont  In- 
stitute. This  program  further  provided  a large 
measure  of  support  for  a number  of  state  operat- 
ed facilities  such  as  the  Emily  P.  Bissell  Hospi- 
tal, the  Delaware  Stkte  Hospital,  the  Delaware 
Hospital  for  the  Chronically  111,  and  the  Gover- 
nor Bacon  Health  Center.  On  a national  level, 
particularly  in  the  later  years  of  the  program, 
Hill-Burton  was  criticized  for  its  emphasis  on  in- 
patient care.  In  Delaware,  however,  considerable 
amounts  of  the  funding  available  were  devoted  to 
ambulatory  care.  The  program  played  a large  role 
in  funding  the  construction  and  equipping  of 
several  of  the  State  Service  Centers.  Financial 
support  was  also  generated  for  the  Delaware 
Curative  Workshop  and  the  establishment  of  the 
Delaware  Technical  and  Community  College 
Dental  Clinic  in  Wilmington. 

Delaware  was  also  unique  when  CHP  became 
law  in  1966  as  the  Hill-Burton  functions  merged 
into  the  state  CHP  agency.  In  other  states  it  was 
not  uncommon  for  the  Hill-Burton  agency  to  be 
at  odds  with  the  CHP  agency. 

The  origin  of  the  voluntary  Health  Facilities 
Planning  Council,  which  was  later  to  become  the 
local  CHP  agency  and  then  the  Health  Systems 
Agency  (HSA)  is  recalled  by  Norman  L.  Cannon, 
M.D.  in  his  recently  published  book.  The  History 
of  a Hospital  Merger.  Dr  Cannon  indicated  that 
the  formation  of  the  health  facilities  Planning 
Council  was  largely  due  to  a need  for  some  enti- 
ty other  than  the  newly  formed  Wilmington  Med- 
ical Center  to  coordinate  planning  for  health 
facilities.  He  writes: 

“Sometime  in  the  Spring  of  1966,  a meet- 
ing was  held  in  the  offices  of  Mr.  Harold 
Maybee,  Director  of  Delaware  Blue  Cross 
and  Blue  Shield,  in  order  to  discuss  the  need 
for  a Health  Planning  Agency  and  how  it 
should  be  established. 

Present  at  the  meeting  were  Mr.  Charles 
Lee  Reese,  Jr.,  Mr.  Sellers  Bancroft,  then  a 
vice-president  of  Wilmington  Trust  Co.,  Dr. 
Andrew  Gehret,  President  of  the  Medical 
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Society  of  Delaware,  and  myself.  At  that  in- 
formal meeting  it  was  decided  to  poll  par- 
ties and  agencies  in  order  to  determine  if 
there  was  sufficient  interest  in  the  forma- 
tion of  such  an  agency  for  the  State  of  Dela- 
ware, and,  if  so,  to  proceed  with  a 
step-by-step  organizational  process.  It  was 
decided  at  this  first  highly  unofficial  meet- 
ing that  if  the  sentiment  of  the  planned 
meeting  was  favorable,  an  ad  hoc  commit- 
tee should  be  appointed  to  organize  such  a 
council.  Dr.  Louis  (sic)  B.  Flinn  was  to  be 
asked  to  call  this  meeting,  and,  anticipating 
that  interest  would  be  confirmed,  the  ad  hoc 
committee  was  selected  in  advance. 

“On  May  26,  1966  at  the  Academy  of 
Medicine,  Dr.  Flinn,  having  been  designat- 
ed Chairman  Pro  Tern  by  the  Presidents  of 
the  Medical  Society  of  Delaware  and  the  As- 
sociation of  Delaware  Hospitals,  called  the 
meeting  to  order.  Those  present,  in  addition 
to  members  of  the  two  organizations  men- 
tioned as  sponsors,  included  representatives 
of  all  of  the  health  and  health  related  agen- 
cies in  Delaware.  The  attendence  was  excel- 
lent. The  main  item  of  the  agenda  was  a 
presentation  by  C.  Rufus  Rorem,  Ph.D.,  Ex- 
ecutive Director  of  the  Hospital  Review  and 
Planning  Council  of  Southern  New  York. 
Dr.  Rorem  was  introduced  by  Dr.  Flinn  who 
gave  some  background  about  the  merger  of 
the  WMC  and  passed  out  the  questions 
which  were  now  being  raised  as  to  what  sort 
of  planning  the  community  wanted  and  how 
we  should  organize  to  achieve  it.  After  Dr. 
Rorem’s  talk  in  which  he  outlined  the 
philosophy  and  mechanics  of  good  health 
planning  and  of  a planning  agency,  a mo- 
tion was  made,  seconded,  and  passed  that  a 
committee  be  appointed  to  select  names  of 
persons  who  might  comprise  a planning 
council.  At  the  request  of  Dr.  Gehret  and  Mr. 
Maybee,  Dr.  Flinn  appointed  the  following 
ad  hoc  committee:  Dr.  Norman  L.  Cannon, 
Chairman;  Harry  W.  Lynch,  Senator  J. 
Alan  Frear,  C.L.  Reese,  Jr.  and  Dr.  C.  Lalor 
Burdick.  This  was  the  committee  that  had 
been  decided  upon  at  the  unofficial  meeting 
described  above. 

“On  June  2, 1966  this  ad  hoc  committee 
met  and  selected  fifteen  names  of  people  to 
be  approached  to  form  a nucleus  for  a 
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Health  Facilities  Planning  Council  for 
Delaware.  Following  this  meeting,  a letter 
was  sent  to  all  the  participants  of  the  May 
26th  meeting  informing  them  of  the  actions 
taken.  On  June  28th,  the  Planning  Coun- 
cil met  for  the  first  time.  Its  mandate  was 
broader  than  just  hospital  planning;  it 
would  be  a statewide  health  planning  body. 

It  was  seen  to  be  detached,  nonvested,  com- 
munity oriented,  and  advisory.  Mr.  Henry 
Canby,  an  attorney,  was  asked  to  draw  up 
the  bylaws,  arrange  for  the  articles  of  incor- 
poration, and  assure  a tax-exempt  status.  A 
subcommittee  consisting  of  Dr.  John  Per- 
kins, Charles  Harrington,  and  Senator 
Frear  was  to  raise  the  initial  operating 
money  from  potential  donors  in  the  commu- 
nity. An  executive  secretary  was  to  be  hired. 
On  proper  motion,  Mr.  Russell  Pippin  was 
elected  Chairman  of  the  Executive  Com- 
mittee. 

“By  November  1966,  $65,000  had  been 
raised  from  private  sources  to  support  the 
“Health  Facilities  Planning  Council.”  The 
initial  officers  were:  Mr.  Austin  Gardner, 
President;  Mr.  Russell  Pippin,  Vice  Presi- 
dent, Mr.  Benjamin  Frye,  Secre- 
tary/Treasurer. The  Executive  Committee 
was  as  follows:  the  officers  plus  Dr.  Lewis  B. 
Flinn,  Charles  J.  Harrington,  Mr.  Harry  M. 
Lynch,  and  Mr.  Robert  L.  Richards.  In  ad- 
dition to  those  mentioned,  there  were  a 
dozen  other  directors. 

“One  of  the  critical  problems  in  the  im- 
plementation of  the  council  was  the  un- 
resolved question  as  to  the  scope  and  weight 
of  its  authority.  Initially  it  seemed  that  the 
authority  of  the  Council  was  in  its  members 
and  the  fact  that  they  had  the  moral 
strength  and  goodwill  of  the  agencies  they 
were  trying  to  serve,  agencies  which,  in  a 
very  real  sense,  had  created  it.  Since  the 
Council  was  only  advisory  in  its  initial 
stages,  no  real  problems  arose.  The  fact  that 
the  Council  was  composed  of  a broad  seg- 
ment of  the  community  power  structure  and 
that  the  Executive  Secretary,  Mr.  Clifford 
Foster,  was  well  known  in  the  community 
and  had  a good  feeling  for  what  was  need- 
ed also  smoothed  the  way.”^ 

Cannon,  L.  Flinn,  and  A.  Gehret,  outstanding 
physicians  and  recognized  medical  leaders  of  the 
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times  were  instrumental  in  the  development  of 
Health  Planning  for  Delaware  from  the  moment 
of  conception.  On  the  original  Board  of  Directors, 
referred  to  by  Dr,  Cannon  as  “...a  dozen  other 
directors,”  was  in  addition  to  Drs.  Cannon  and 
Flinn,  Lemuel  C.  McGee,  M.D.  Until  the  Board’s 
demise  in  1987,  the  following  physicians  also 
served  on  the  Board  of  this  agency:  Albert  L.  In- 
gram, William  V.  Whitehorn,  Harold  S,  Rafal,  Ed- 
ward F.  Gliwa,  R.  Walter  Powell,  John  C. 
Bradford,  Jr.,  John  H.  Benge,  C.E.  Graybeal,  Bar- 
bara B.  Rose,  Charles  M.  Smith,  Jack  Gelb,  and 
Garth  A.  Koniver. 

In  the  very  first  Annual  Report  of  this  fledg- 
ling Health  Facilities  Planning  Council,  pub- 
lished on  December  31,  1967,  a major  project,  a 
statewide  organized  Home  Care  program  was 
described  in  detail  with  an  overall  objective  of 
freeing  250  acute  care  beds.  Another  physician, 
William  H.  Duncan,  then  Director  of  Ambulato- 
ry Services  for  the  Wilmington  Medical  Center 
was  cited  for  his  contribution  to  the  project.  Also 
noted  in  this  very  first  report  was  the  beginning 
of  the  development  of  working  committees,  called 
at  various  times,  “working  groups,”  “task  forces,” 
and  “advisory  committees;”  a system  still  heav- 
ily utilized  today  by  the  recently  legislated 
Health  Resources  Management  Council. 

These  first  committees  were  the  Technical  Ad- 
visory Committee  and  the  Medical  Advisory 
Committee.  One  physician  served  on  the  former, 
Ernest  Shortliffe;  and  six  physicans  served  on  the 
latter:  H.  Thomas  McGuire,  Norman  L.  Cannon, 
Lewis  B.  Flinn,  Henry  George.  G.  Barrett  Heck- 
ler, and  Walter  W.  Moore.  John  C.  Bradford,  Jr. 
was  also  appointed  to  this  committee  at  a later 
date.  John  B.K.  Smith  eventually  replaced  Dr. 
Shortliffe  on  the  Technical  Advisory  Committee. 

In  the  years  during  its  existence,  the  Health  Fa- 
cilities Planning  Council  as  noted,  appointed 
many  technical  and  advisory  groups.  In  all  in- 
stances there  was  physician  involvement. 
Records  show  the  following:  Facilities  and  Serv- 
ices Advisory  Committee,  William  H.  Duncan; 
Health  Economics  Advisory  Committee,  Herbert 
M.  Baganz;  Health  Manpower  Advisory  Commit- 
tee, Ward  W.  Briggs  and  Robert  W.  Frelick;  and 
the  Medical/Dental  Advisory  Committee,  John 
W.  Alden,  Jr.,  Walter  H.  Comer,  John  J.  Egan,  and 
Barbara  B.  Rose. 

In  1968  the  Health  Facilities  Planning  Coun- 
cil changed  its  name  to  the  Health  Planning 
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Council  and  became  the  CHP  agency  for  New 
Castle  County  alone.  In  1974,  it  became  involved 
in  reviewing  capital  expenditures  under  the  Sec- 
tion 1122  program. 

Meanwhile,  on  a statewide  basis,  concentration 
was  focused  on  administering  the  Hill-Burton 
Program  and  a revolving  hospital  loan  fund.  Dr. 
Floyd  Hudson,  a State  Health  Officer  of  long 
standing,  was  a predominant  figure  in  these  ac- 
tivities. Active  on  the  State  Advisory  Council 
were  Drs.  Robert  W.  Frelick,  Harry  Walkup,  and 
David  Platt. 

The  hospital  loan  fund  was  established  in  1968 
at  $10  million;  increased  in  1972  to  $20  million. 
This  was  another  program  unique  to  Delaware. 
It  provided  low  interest  loans  to  not-for-profit 
hospitals.  As  the  principle  amounts  were  repaid, 
they  were  deposited  back  into  the  fund  so  as  to 
be  available  for  future  loans.  All  hospitals  in  the 
state  have  availed  themselves  of  this  source  of 
funds.  There  has  never  been  a default!  This  pro- 
gram continued  to  be  a major  source  of  funding 
until  the  late  1970s  when  other  tax  exempt 
methods  became  available.  This  original  pro- 
gram, however,  continued  to  finance  projects  un- 
til it  was  withdrawn  in  1984. 

The  enactment  of  the  National  Health  Plan- 
ning and  Resources  Development  Act  in  January 
1975  presented  a dilemma  for  Delaware.  This  Act 
was  similar  to  its  predecessor  in  the  designation 
of  a State  Health  Planning  and  Developement 
Agency  (SHPDA)  within  state  government,  and 
the  designation  of  a statewide  Health  Coordinat- 
ing Council  (SHCC)  not  unlike  the  gubernatori- 
ally  appointed  CHP  advisory  council.  Governors 
were  also  asked  to  designate  health  service  areas 
within  their  state.  Once  the  state  designated 
these  areas  the  U.S.  Department  of  Health,  Edu- 
cation and  Welfare  (currently  Health  and  Human 
Services)  was  to  designate  the  Health  Systems 
Agency  (HSA),  again  not  unlike  the  CHP 
program. 

A dilemma  arose  because  a section  of  the  law 
provided  that  if  a State  had  no  county  or 
municipal  health  institutions  or  departments, 
but  had  a health  planning  mechanism  that  sub- 
stantially complied  with  the  new  law,  the  state 
could  be  exempt  from  designating  health  service 
areas  and  from  having  the  federal  government 
designate  the  HSAs.  It  appeared  that  Delaware 
had  two  options:  designating  the  entire  state  as 
a health  service  area,  a single  HSA;  or  seeking 
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an  exemption  as  noted.  Governor  Sherman  W 
Tribbett’s  decision  was  to  seek  the  exemption.  In 
the  State’s  view,  a single  statewide  HSA  was 
problematic  for  several  reasons.  The  law  required 
that  60  percent  of  the  SHCC  members  be  appoint- 
ed by  the  governor  from  lists  of  names  submitted 
by  the  HSAs  in  the  state.  With  only  one  HSA,  the 
state’s  concern  is  rather  obvious.  Equally  or  more 
important,  the  HSA  would  operate  under  direct 
contract  with  the  federal  government  creating  a 
situation  whereby  health  planning  accountabil- 
ity would  be  primarily  to  a federal  agency  rather 
than  to  the  people  of  Delaware.  The  state’s  intent 
was  to  opt  for  the  exemption  and  then  to  contract 
with  the  Delaware  Health  Council  to  carry  out 
the  same  functions  they  would  be  assigned  had 
they  been  the  single  HSA,  but  with  state  over- 
sight. 

Governor  Tribbett’s  request  for  the  exemption 
was  denied  by  HEW  in  September  1975.  A re- 
quest for  a reconsideration  was  also  denied  in 
June  1976.  Therefore,  in  July  1976,  while  simul- 
taneously celebrating  our  independence  from 
earlier  tyranny,  Delaware  filed  a complaint  for  a 
declaratory  judgment  and  for  a Writ  of  Manda- 
mus in  the  U.S.  District  Court  in  Wilmington 
seeking  court  intervention  for  the  exemption. 

All  of  this,  however,  was  not  an  impediment  for 
meeting  the  spirit  if  not  the  full  letter  of  the  law. 
Governor  Tribbett  did  appoint  an  Interim  Com- 
prehensive Health  Planning  Council  of  26  mem- 
bers including  physician  members.  This  council 
acted  as  the  SHCC  until  late  1977.  The  initial 
physician  members  were  Joseph  E.  Belgrade, 
William  H.  Duncan,  William  R.  Mast,  and 
Palmarin  C.  Francisco.  Others  who  served  at  one 
time  or  another  as  SHCC  members  are:  Norman 
L.  Cannon,  Edward  S.  Dennis,  Robert  B.  Flinn, 
Richardson  Glidden,  Lyman  J.  Olsen,  Barbara  B. 
Rose,  Charles  M.  Smith,  and  Leslie  W.  Whitney. 

Governor  Pierre  S.  duPont,  IV,  took  office  in 
Janury  1977.  By  the  spring  of  that  year,  a com- 
promise agreement  was  well  underway  which 
would  lead  to  the  state  withdrawing  its  court  ac- 
tion. Key  elements  of  the  compromise  agreement 
were  that  the  governor  would  appoint  one-third 
of  the  governing  body  of  the  HSA,  and  the  HSA 
would  provide  at  least  five  names  for  each  of  the 
nominations  to  the  SHCC.  By  November  1977 
the  Interim  Council  had  been  replaced,  the 
SHCC  was  in  place,  and  the  SHPDA  and  HSA 
were  designated.  The  Bm’eau  of  Health  Planning 


and  Resources  Development  was  designated  as 
the  SHPDA  and  the  Delaware  Health  Council 
(previously  the  Health  Planning  Council)  was 
designated  HSA. 

The  year  1978  became  the  most  eventful  for 
health  planning.  Certificate  of  Need  legislation 
was  signed  into  law  on  June  30.  As  a requirement 
of  the  1975  National  Health  Planning  and 
Resources  Development  Act  a comprehensive 
State  Health  Plan  was  to  be  developed.  The 
process  for  developing  the  Health  Plan  for  Dela- 
ware was  a joint  effort  between  the  SHCC  and  the 
HSA.  The  key  vehicle  for  this  joint  effort  was  a 
Plan  Development  Committee  which  consisted  of 
equal  representation  from  the  SHCC  and  the 
HSA  Board.  TV'o  physicians,  William  H.  Duncan 
from  the  SHCC,  and  Charles  Smith  from  the 
HPC  (HSA)  were  appointed  to  this  important 
planning  task.  This  committee  established  the 
framework  for  the  plan  and  assisted  in  the  de- 
velopment of  eleven  task  forces,  each  task  force 
responsible  for  a chapter  of  the  plan.  Physicians 
were  well  represented  in  each  of  these  two  groups 
as  shown  below: 


DIAGNOSTIC 

RADIOLOGY 

Garth  Koniver 
George  Lerman 

GENERAL 

MEDICINE 

Felix  Mick 
Charles  Smith 

HYPERTENSION 

T.  Noble  Jarrell,  III 
William  E.  Miller 
Richard  Sherman 
Roger  Thomas,  Jr. 


MAINTENANCE 
LONG  TERM  CARE 

Gustave  Berger 
Jose  Pamintuan 


PEDIATRICS 

George  Bender 
John  Forrest,  Jr. 
Forrest  Hawkins 

PREVENTION/ 
HEALTH  EDUCATION 

Wilma  Bennett 
Robert  Frelick 

REHABILITATION 

Anthony  Cucuzzella 
Herman  Wing 


SEXUALLY 

TRANSMITTED 

DISEASES 

Edward  Gliwa 
Barbara  Rose 
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MENTAL  HEALTH  SURGERY 

V.  Terrell  Davis  Richard  Crabb 

MacKenzie  King  Howard  Wilk 

Rafael  Zaragoza 

OBSTETRICS 

Thomas  Brooks 
William  H.  Duncan 
Richardson  Glidden 

In  addition  many  other  physicians  voluntari- 
ly participated,  both  with  and  without  invitation 
to  insure  that  all  voices  in  the  medical  commu- 
nity were  heard.  The  input  by  these  participants 
was  valuable  in  the  deliberations  of  these  Task 
Forces. 

Staffing  respc  nsibilities  for  this  plan  develop- 
ment task  were  shared  by  the  HPC  staff  and  the 
staff  of  the  SHPDA.  Delaware  was  making  the 
best  of  this  federally  inspired  health  planning 
structure  seemingly  designed  with  much  larger 
states  in  mind.  The  federal  presence  continued 
to  loom  large  in  Delaware  as  it  did  throughout 
the  nation  until  the  final  demise  of  the  federal 
law,  the  Federal  Authorization  for  Health  Plan- 
ning, in  1986. 

Anticipating  this  demise  of  the  federal  health 
planning.  Governor  Michael  N.  Castle,  by  an  Ex- 
ecutive Order  in  November  1985,  established  a 
Health  Care  Cost  Management  Commission. 
This  commission  was  asked,  among  many  other 
tasks,  to  consider  what  health  planning  structure 
(if  any)  made  sense  for  Delaware  and  to  make 
recommendations  to  the  Governor.  Senate  Bill 
132  incorporating  the  Commission’s  recommen- 
dations, was  passed  unanimously  by  both  houses 
of  the  General  Assembly,  and  was  signed  into  law 
on  July  2,  1987.  The  physician  members  of  the 
Commission  were  Bruce  W.  Karrh  and  Lyman  J. 
Olsen.  In  addition  there  were  two  very  active  task 
forces  that  provided  much  input  for  consideration 
by  the  Commission.  The  Task  Force  on  Health 
Planning  Information  had  physician  representa- 
tion by  John  Benge  and  William  H.  Duncan.  The 
Health  Care  Financing  and  Delivery  Alterna- 
tives Task  Force  also  had  two  physician  members, 
Bruce  W.  Karrh  and  John  Levinson.  A third  Task 
Force  on  Health  Promotion  and  Wellness  Educa- 
tion had  one  physician  member,  Robert  W. 
Frelick. 

The  new  law  provided  for  a fifteen  member 
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Health  Resources  Management  Council  (HRMC) 
to  replace  the  two  previous  councils,  the  Delaware 
Health  Council  and  the  Statewide  Health  Coor- 
dinating Council.  This  law,  a strictly  Delaware 
law,  continued  a Certificate  of  Need  program,  but 
in  both  scope  and  concept  it  was  much  more  liber- 
al than  the  previous  law  mandated  by  the  feder- 
al government.  This  CON  program  increased  the 
capital  expenditure  threshold  from  $150,000  to 
$750,000  for  projects  to  require  review.  Certain 
projects,  those  not  directly  related  to  patient  care 
can  be  exempted  from  review  regardless  of  the 
magnitude  of  capital  expenditure.  An  example 
might  be  a new  roof,  a new  boiler  plant,  or  the 
like.  New  services  to  be  provided  are  reviewed 
only  when  the  annual  operating  costs  exceed 
$250,000.  The  Commission  also  stressed  the  need 
for  gathering  and  analyzing  health  data.  The  law 
places  this  responsibility  also  with  the  HRMC. 

The  Health  Resources  Management  Council 
appointments  were  completed  by  the  governor  in 
January  1988.  Three  physicians  named  were, 
William  H.  Duncan,  Cecil  C.  Gordon,  Jr.,  and 
Bruce  W.  Karrh.  A physician  was  named  chair- 
man and  given  a three  year  appointment  as 
chairman.  The  physician  so  honored  was  William 
H.  Duncan. 

The  initial  meeting  of  the  Council  was  held  in 
February  of  1988.  A number  of  organizational 
matters  were  attended  to  in  short  fashion.  The 
Council  has  been  actively  involved  in  CON 
reviews,  but  has  made  it  very  clear  that  it  will  not 
be  their  sole  activity.  As  of  November  1988,  the 
Council  has  identified  three  specific  priority  is- 
sues to  address:  1)  Health  Care  Personnel  Short- 
ages, 2)  Health  Care  Cost  Inflation  (to  include 
medical  malpractice  crisis),  and  3)  Health  Care 
Data. 

Since  its  inception  in  February  and  through 
November  1988,  in  addition  to  numerous  CON 
applications,  the  Council  has  developed  a state- 
ment of  basic  principles,  goals,  and  priorities, 
that  provides  guidance  for  the  overall  direction 
in  which  health  care  in  Delaware  should  proceed. 
This  statement  is  to  be  a foundation  piece  for  a 
State  Health  Plan,  which  will  also  be  comprised 
of  various  analyses,  criteria,  studies,  etc,  related 
to  health  service  and  health  status  issues.  The 
Council  has  recognized  that  the  State  Health 
Plan  should  meet  the  needs  of  several  different 
audiences.  The  following  purposes  have  been 
identified: 
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Educate  the  general  public  and  other  in- 
terested parties  about  the  state’s  health  care 
environment  and  the  health  care  needs  of  its 
population; 


Identify  priority  health  care  issues  that  must 
be  addressed  by  the  public  and/or  private 
sections; 


Articulate  a state  strategy  that  charts  a 
course  for  the  development  of  health  policy 
and  resources  that  will  result  in  the  improve- 
ment of  the  health  status  of  the  state’s 
citizens.; 


Provide  data  in  health  care  utilization,  costs 
and  quality  that  will  assist  purchasers  and 
consumers  within  the  state  in  making  more 
informed  decision; 


Provide  guidleines  to  health  care  providers 
interested  in  practicing  or  expanding  within 
the  state  concerning  the  state’s  desired  mix 
and  level  of  health  care  and  its  expectations 
of  providers  that  do  practice  within  the  state; 
and 


Periodically  report  on  the  progress  made  by 
the  state  in  meeting  specific  health-related 
objectives  adopted  by  the  Council  as  part  of 
the  State  Health  Plan. 


Physicians  in  Delaware  have  been,  are,  and 
will  continue  to  be  both  active  and  influential  in 
health  planning.  No  effort  has  ever  been  made  to 
close  the  door  on  physicians’  active  participation. 
In  fact,  it  is  just  the  opposite.  All  levels  of  govern- 
ment, the  legislature,  the  secretariats,  the  plan- 
ners; whether  it  be  directly  health  planning 
related  or  part  of  welfare  reform,  prison  reform, 
environmental  issues,  AIDS,  or  myriad  other  pro- 
grams; they  all  are  seeking  reliable  physician  in- 
put and  participation.  Physicians  must  continue 
to  be  willing  and  ready  to  participate. 
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Compilation  of  all  physicians  known  to  have  par- 
ticipated in  the  health  planning  process  in 
Delaware. 

John  W.  Alden 
Herbert  M.  Baganz 
Joseph  E.  Belgrade 
George  Bender 
John  H.  Benge 
Wilma  Bennett 
Gustave  Berger 
John  C.  Bradford,  Jr. 

Ward  W.  Briggs 
Thomas  Brooks 
Norman  L.  Cannon 
Walter  H.  Comer 
Richard  Crabb 
Anthony  Cucuzzella 
V.  Terrell  Davis 
Edward  S.  Dennis 
William  H.  Duncan 
John  J.  Egan 
Lewis  B.  Flinn 
Robert  B.  Flinn 
John  Forrest,  Jr. 

PC.  Francisco 
Robert  Frelick 
Andrew  Gehret 
Jack  Gelb 
Henry  George 
Richardson  Glidden 
Edward  F.  Gliwa 
Cecil  C.  Gordon,  Jr. 

C.E.  Graybeal 
Forrest  Hawkins 
G.  Barrett  Heckler 
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Rafael  Zaragoza 
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Environmental  Services  Division 


New  rules  from  the  Delaware  Solid  Waste  Authority  and  impending  regulations  will  change  the 
way  you  must  dispose  of  needles,  sharps  and  other  equipment.  Medlab  now  provides  containers, 
pick-up  and  certified  disposal  for  one  low  fee.  Call  Division  Manager,  Jim  Boylan,  (302)  994-5764 
. and  request  "Medlab  Memorandum"  on  waste  disposal. 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 
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UGANDA  SAFARI 

(AMERICAN  SURGEON  VISITS  EAST  AFRICA) 


Daniel  J.  Preston,  M.D. 


Daniel  J.  Preston,  M.D.  (1909-1978),  served  as  Chief  of  Surgery  at  several  of  our  hospitals,  and  as 
President  of  the  Medical  Society  of  Delaware.  He  was  one  of  our  first  well  trained  general  surgeons. 
He  was  renowned  for  his  extremely  rapid  and  skillfull  surgery,  and  his  great  interest  in  medical  edu- 
cation is  well  remembered.  Few  however,  realized  his  concern  to  share  medical  knowledge  with  the  lesser 
developed  countries. 

Recently,  an  old  friend  of  Dr.  Preston’s  gave  me  this  previously  unpublished  manuscript  - one  he  wrote 
thirty  years  ago  about  his  surgical  experience  in  Uganda.  It  shows  a deep  understanding  not  only  of 
the  medical  problems,  but  also  of  the  people  themselves.  As  physicians,  should  we  not  strive  for  that 
same  perception  and  sensitivity  as  we  deal  with  patients  from  diverse  cultural  backgrounds  here  at 
home,  as  well  as  abroad?  Your  interpretation  may  be  different  - but  it’s  worth  reading.  That  is  why 


his  old  friend  and  I wanted  to  share  it  with  you. 


Ngora  is  more  of  a locality  than  a village.  It  is 
the  mailing  address  of  a 100  bed  mission  hospi- 
tal in  Uganda  which  has  no  surgeon.  The  purpose 
of  this  report  is  to  relate  some  of  my  experiences 
there  and  suggest  ways  and  means  of  helping 
primitive  peoples  without  sending  money  to 
them. 

When  the  Right  Reverend  Keith  Russell  visit- 
ed the  Cathedral  Church  of  St.  John  in  Wilming- 
ton, Delaware,  last  winter,  he  told  me  of  the  Freda 
Carr  Hospital  located  in  “bush”  country  of  his  di- 
ocese on  the  Upper  Nile  in  Uganda.  The  Church 
Missionary  Society  (Anglican)  has  there  a 100 
bed  general  hospital  in  continuous  and  success- 
ful operation  for  35  years,  but  now  they  were 
without  a surgeon.  A tribesman  with  a spear 
through  his  belly  or  a strangulated  hernia  needs 
emergency  medical  treatment.  How  easy  it  would 
be  to  send  $100  to  take  care  of  that  man,  but  how 
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ridiculous  would  be  that  donation  if  there  were 
no  surgeon  there  to  do  the  necessary  work.  I am 
a general  surgeon  and  I volunteered  to  serve  in 
the  mission  hospital  for  two  months  as  a “bus- 
man’s holiday,”  because  I hoped  that  my  personal 
service  would  accomplish  more  for  the  patients 
than  any  money  which  I might  be  able  to  give. 
The  Church  Missionary  Society  accepted  my 
offer.  Amy,  my  wife,  is  a nurse.  She  joined  me  in 
taking  14  immunization  injections.  We  packed 
two  light  bags,  took  a five-hop  flight  from  New 
York,  and  arrived  wide-eyed  and  eager  in  the 
center  of  the  “Black  Continent”  in  August,  1959. 

The  Airport  at  Entebbe,  Uganda,  is  located  on 
the  north  shore  of  Lake  Victoria,  the  second  lar- 
gest fresh  water  lake  in  the  world.  The  longest 
river  in  the  world  begins  there  and  flows  north- 
ward as  the  Nile  through  verdant  equatorial 
grandeur.  Uganda  is  about  the  size  of  the  corn- 
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bined  areas  of  England  and  Scotland.  It  straddles 
the  equator  500  miles  inland  from  the  Indian 
Ocean.  The  population  of  seven  million  is  com- 
prised of  15  primitive  African  tribes,  50,000  In- 
dians, and  about  8,000  “Europeans”  (as  the 
whites  are  called).  We  loaded  our  baggage  into  a 
small  right-hand  driven  Hillman  and  drove  270 
miles  northwest  through  Kampala  and  Jinja  over 
tarmac  and  dirt  roads  to  our  destination,  the  Fre- 
da Carr  Hospital,  at  Ngora.  Banana  groves,  cot- 
ton, tea,  and  coffee  plantations,  a profusion  of 
tropical  fruits  and  flowers  under  a dazzling  sun 
attested  to  the  rich  fertility  of  this  land.  Dr.  Paul 
Sparke,  an  English  general  practitioner,  and  Mr. 
Neil  Stedman,  the  hospital  administrator,  gave 
a cordial  welcome  and  assigned  us  comfortable 
quarters  in  Dr.  Sparke’s  house  on  the  hospital 
grounds  where  we  were  to  spend  the  next  two 
months. 

The  Freda  Carr  Hospital  is  contained  in  six 
single-story  , thick  walled,  mud  brick,  white- 
washed buildings  with  over-hanging  corrugated 
iron  roofs.  A new  Out-Patient  Clinic  building  con- 
structed two  years  ago  is  visited  by  140  to  160 
African  out-patients  a day  for  diagnosis  and 
treatment  of  all  types  of  disabilities.  The  men’s 
ward  and  the  women’s  ward  buildings  lie  in  tan- 
dem position.  There  is  a separate  building  for 
contagious  diseases,  another  for  children,  and  a 
new  20  bed  ward  for  labor  and  delivery.  A 
separate  building  is  also  provided  for  Indian  pa- 
tients. I was  somewhat  surprised  to  find  this  ex- 
ample of  segregation  in  the  heart  of  the  African 
bush  country.  Negro  and  white  ward  patients  can 
be  placed  in  the  same  hospital  room  back  in  Dela- 
ware, U.S.A.,  yet  brown  patients  were  separated 
from  black  patients  in  the  wards  in  Ngora.  I 
heard  no  complaints  from  either  the  Africans  or 
the  Asians  regarding  the  segregation  system.  It 
seems  to  be  mutually  agreeable  to  both  races. 

The  hospital  is  located  in  the  center  of  the  Teso 
Tribe  of  500,000  and  serves  about  250,000  of 
them.  They  live  an  agricultural  and  cattle- 
raising existence  on  a vast  rolling  “bush”  plain 
which  is  3,400  feet  above  sea  level.  The  daily  tem- 
perature rose  to  85  degrees  Fahrenheit  and 
dropped  to  68  degrees  Fahrenheit  in  the  evenings. 
We  slept  under  a blanket  and  a mosquito-net 
canopy  each  night.  The  low  humidity  and  eleva- 
tion made  possible  this  delightful  climate  at  the 
equator  which  was  much  more  pleasant  than  the 
heat  and  humidity  of  August  and  September  in 
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Delaware. 

Because  of  the  large  number  of  Africans  who 
needed  surgical  treatment  and  the  limited  facil- 
ities at  the  hospital,  only  urgent  or  emergency 
surgical  patients  could  be  admitted.  Most  surgi- 
cal problems  were  complicated  by  coexisting  trop- 
ical diseases  which  I had  seen  before  only  in 
books.  I found  it  expedient  to  study  texts  on  trop- 
ical medicine  so  that  I could  cope  more  compe- 
tently with  the  complications  of  local  diseases  in 
my  surgical  patients. 

My  wife,  Amy,  assisted  me  in  the  operating 
room.  With  the  help  of  three  African  “dressers” 
(trained  hospital  technicians)  we  could  do  six  to 
eight  operations  per  day.  This  would  exhaust  our 
sterile  supplies.  The  dressers  would  then  clean 
and  re-sterilize  instruments  and  supplies  for  the 
next  day’s  work.  In  this  way  we  did  over  100  oper- 
ations during  our  stay  at  Ngora.  We  conserved 
the  cat  gut  supply  by  using  it  only  for  intestinal 
anastomoses.  For  other  work  we  used  linen 
thread,  nylon  fishing  line,  and  sometimes  silk  or 
cotton  thread  from  Mrs.  Preston’s  sewing  basket. 
I could  give  my  own  anesthesia  (spinal  injection 
or  novocain  infiltration)  for  most  procedures.  Dr. 
Sparke  was  a willing  and  capable  anesthetist 
when  other  anesthesia  was  required.  Oxygen  and 
other  gases  were  not  available.  Deep  abscesses 
from  tropical  pyomyositis  were  common  and  re- 
quired surgical  drainage.  There  were  various 
fractures,  large  abdominal  tumors,  strangulated 
hernias,  blindness  from  cataracts,  spear  wounds, 
scrotal  elephantiasis,  urinary  obstructions,  and 
caesarean  operations  to  keep  us  busy  in  surgery. 
Dr.  Sparke  cared  for  the  medical  emergencies  on 
the  various  wards. 

There  are  70,000  people  in  Uganda  with  lepro- 
sy. More  than  80%  of  the  people  in  our  area  are 
infested  with  Malaria  parasites.  60%  have  hook- 
worm disease,  11%  have  Elephantiasis,  and 
Tuberculosis  is  common.  Cholera,  typhoid  fever. 
Amoebic  dysentery,  schistosomiasis,  and  sleeping 
sickness  transmitted  by  the  bite  of  the  Tsetse  fly 
occur  sporadically  there.  Infant  mortality  is  high. 
Life  expectancy  is  35  years.  Several  different  trop- 
ical diseases  are  present  in  some  of  these  people 
at  the  same  time.  Our  mental  picture  of  the  Afri- 
can tribesman  as  a noble  savage  was  soon  modi- 
fied when  we  found  many  of  them  were  just 
ignorant,  filthy,  infected  physical  wrecks. 

Sixteen  miles  from  Ngora  the  Church  Mission- 
ary Society  operates  a 300  bed  hospital  for  treat- 
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Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives: 

• Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

• Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

• Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
become  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

“CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.’’ 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Delaware  Medical  Society 


Financial  Strength  | 

CNA  is  one  of  America’s  leading  financial  institutions.  i 
With  over  $19.6  billion  in  assets  and  $1.9  billion  in  surplus, ! 
they  have  the  size  and  resources  to  adequately  finance  I 
professional  liability  programs.  You  can  count  on  them  to 
stay  in  the  market  and  be  there  when  you  need  them. 

CNA’s  financial  standing  and  stability  have  not  gone 
unnoticed.  Continental  Casualty  Company,  CNA’s 
primary  professional  liability  underwriter,  has  an  A-i- 
rating  — the  highest  rating  available  from  A.M.  Best, 
the  definitive  source  for  information  on  insurance  j 

organizations.  This  rating  represents  a very  significant 
barometer  for  CNA’s  financial  and  operating  strength. 

Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection  j 

The  Physicians  Protection  Program  provides  coverage 
for  damages  arising  from  the  performance  of  or  failure  ' 
to  perform  professional  services  in  your  capacity  as  a 
physician  or  surgeon,  or  the  performance  of  professional 
medical  services  by  any  person  or  organization,  including 
nurses,  nurse  anesthetists,  physician  assistants,  and 
others  for  whose  acts  or  omissions  you  are  legally  liable. 


Liability  limits  available: 
Per  Claim  Limits 

1.  $1,000,000 
2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAIL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period; 

A.  death  or  total  and  permanent  disability  occurs;  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  IPA,  or  other  similar 
organizations  but  only  for  such  liability  as  is  attributable 
tothe  CNA-insured  physicians’  negligence. 


Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist 
Medical  Aide 
R.N. 

LPN. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 

Medical  Laboratory  Technician 
Research  PhD 


Optometrist 
Pharmacist 
O.R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 

Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured's 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA. 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  coverage. 

Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

PO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 

Harry  S.  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 
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merit  of  Africans  with  advanced  leprosy.  The  On- 
gino  Leprosy  Hospital  is  under  capable  direction 
of  its  only  medical  man,  Dr.  Maurice  Lea,  an  En- 
glish general  practitioner  who  was  ordained  in 
the  ministry  a year  ago.  It  was  my  privilege  to  do 
operations  there  on  leprosy  patients  one  day  each 
week. 

Leprosy  is  a progressive  chronic  disease  which 
destroys  nerves  and  leads  to  crippling  deformi- 
ties. It  can  be  cured  in  two  to  five  years  with  per- 
sistent medical  treatment.  Unfortunately  the 
cure  of  the  infection  does  not  relieve  the  disabling 
ulcers,  atrophy,  and  deformities  which  develop  in 
the  late  stages  of  the  disease.  By  surgical  opera- 
tions most  of  these  unfortunates  can  be  rehabili- 
tated, however,  and  can  again  care  for  themselves 
so  that  they  may  rejoin  their  families  after  the 
leprosy  infection  is  cured.  It  has  been  estimated 
that  the  rate  of  leprosy  cm’es  now  exceeds  the  rate 
of  occurrence  of  new  cases.  Therefore,  the  disease 
will  be  ultimately  extirpated  from  that  land  if 
current  methods  are  continued. 

No  x-ray  facilities  are  available  at  the  Freda 
Carr  Hospital  or  the  Ongino  Leprosy  Hospital 
and  other  laboratory  aids  are  limited.  Lack  of  ex- 
pensive tests  and  x-rays  to  which  we  were  ac- 
customed, required  us  to  sharpen  our  clinical 
judgment  and  diagnostic  acumen.  It  served  as  a 
reminder  that  the  only  indispensable  item  for  the 
surgical  treatment  of  those  people  was  the  per- 
sonal services  of  a willing  surgeon.  Without  that, 
no  amount  of  expensive  equipment  would  have 
helped. 

The  physical  condition  and  economic  status  of 
the  Teso  Tribe,  where  we  lived,  was  above  the 
average  for  the  country.  From  the  daily  habit  of 
carrying  water  gourds,  bunches  of  bananas,  and 
other  loads  on  their  heads,  the  women  have  an 
erect  and  stately  bearing.  They  wear  a traditional 
dress  made  from  a single  piece  of  gaily  printed 
cotton  which  is  held  above  the  breasts  by  tucking 
one  edge  beneath  the  other.  It  is  draped  at  the 
hips  and  then  falls  to  ankle  length.  The  men  are 
tall,  erect,  well  nourished,  and  muscular.  Sun-tan 
cotton  shorts  and  a tattered  short-sleeve  shirt 
open  at  the  neck  is  their  common  garb.  The  wom- 
en cook  a thick  mush  from  millet  grain  and  this 
is  the  chief  item  of  diet.  Millet  is  also  used  for  fer- 
menting a strong  home-brew  beer  widely  used  by 
men  and  women. 

Teso  houses  are  similar  to  other  tribal  houses 
in  Uganda.  They  are  made  of  a circular  wall  con- 


structed from  interwoven  sticks  plastered  with 
mud  and  have  thatched  over-hanging  roofs. 
Floors  and  walls  are  smeared  with  a liquid  mix- 
ture of  cow  dung  and  mud  which  hardens  to  a 
smooth  surface. 

Fish  from  the  Nile  and  regional  lakes  is  eaten 
three  or  four  times  a week  and  is  an  important 
source  of  protein  to  their  diet.  Ground  nuts 
(peanuts)  are  raised  in  large  quantities  for  home 
consumption  and  as  a cash  crop,  but  their  main 
cash  crop  is  cotton. 

In  recent  years  the  Europeans  have  helped 
them  to  develop  a written  language.  There  is  no 
recorded  history  of  the  tribe.  Literacy  rates  are 
low.  A few  who  have  been  to  a mission  school  can 
speak  some  English.  The  African  dressers  in  the 
hospital  served  as  our  interpreters.  They  had 
adopted  Christianity  and  most  of  them  were  mar- 
ried. Multiple  wives  and  the  possession  of  many 
cattle  enhance  a man’s  status  in  his  tribe.  After 
saving  their  money  for  a couple  of  years  some  of 
the  African  dressers  who  assisted  in  the  operat- 
ing room  would  take  a second  wife.  Reversion  of 
a Christian  dresser  to  polygamy  required  his  dis- 
missal from  the  staff.  We  lost  some  good  assis- 
tants that  way.  About  one  half  of  the  population 
of  Uganda  has  been  baptized.  Many  have 
professed  Christianity  but  it  is  generally  believed 
there  are  few  true  conversions.  Age-old  tribal  cus- 
toms are  often  stronger  than  new  Christian  con- 
victions. Dr.  Sparke’s  pagan  house  boy,  Samiveri, 
told  us  how  he  paid  40  cows  for  his  first  wife, 
which  is  the  current  rate  in  that  region.  Polyga- 
my and  beer  drinking  are  deeply  rooted  African 
tribal  customs.  The  Moslem  faith  has  attracted 
many  Africans  because  it  permits  polygamy  but 
some  Africans  are  repelled  by  the  Moslem  dictum 
which  forbids  the  drinking  of  alcoholic  beverages. 

I believe  the  services  of  people  who  can  improve 
the  hygiene,  sanitation,  and  school  facilities  of 
Africans  would  produce  greater  benefits  for  them 
than  would  eventuate  from  the  donation  of  much 
money.  First  efforts  should  be  directed  to  improv- 
ing their  health  standards  because  a sick  person 
can  not  be  taught  efficiently.  Following  a tour  of 
the  Soviet  Union,  Dr.  Nathan  Kline,  in  a report 
to  the  New  York  Academy  of  Medicine  in  October, 
1959,  told  of  the  program  there  to  graduate  more 
medical  doctors  than  are  needed  in  Russia.  The 
purpose  is  to  send  the  excess  doctors  to  the 
“Emerging  Peoples”  of  Africa  and  Asia  where 
medical  help  is  desperately  needed.  In  this  way 
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they  develop  in  these  people  a gratitude  for  Rus- 
sia and  create  a receptivity  for  communism.  If 
enough  doctors,  dentists,  nurses,  and  teachers  of 
the  free  world  would  contribute  some  of  their 
services  through  existing  government  and  mis- 
sionary installations,  much  more  could  be  done 
to  improve  the  status  of  these  peoples  and  fore- 
stall the  spread  of  communism. 

There  are  increasing  demands  by  East  African 
tribes  for  self-government.  At  present  their  initia- 
tive and  capabilities  are  inadequate  for  carrying 
over  to  self-rule  the  freedoms  they  now  enjoy  un- 
der the  democratic  form  of  protectorate  ad- 
ministered by  the  English.  In  the  near  future 
they  will  probably  be  given  their  own  govern- 


ment which  may  bring  with  it  destructive  disor- 
ganization and  enslavement  by  a strong-man 
dictatorship.  It  is  said  that  no  one  can  be  so  cruel 
to  a black  man  as  another  black  man. 

Each  of  the  15  tribes  in  Uganda  has  its  own  lan- 
guage and  customs.  Those  of  the  tribes  do  not  un- 
derstand the  language  of  the  others.  This  barrier 
to  free  communication  is  one  factor  which  is 
preventing  unity  of  the  tribes.  The  Africans  who 
call  loudest  for  self-government  are  usually  un- 
willing or  incapable  of  accepting  the  responsibil- 
ities that  go  with  it.  Illiteracy,  filth,  and  disease 
are  major  problems  in  Uganda  now,  and  probably 
will  be  for  some  time. 


YOU  CAN  KEEP  THEM 
IN  BALANCE- 
YOUR  FAMILY  LIFE 
AND  YOUR 
MEDICAL  PRACTICE. 

We'd  like  to  help  you  spend  more  time  with  your  tomily  yet 
receive  protessionol  sotistoction  trom  your  medical  practice. 
As  0 member  otthe  Air  Force  health  core  team,  you'll  be  able 
to  participate  in  our  group  practice  concept  which  will  tree  you 


of  most  administrative  duties. 

Air  Force  benefits  ore  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vocation  with  pay  each  year  plus  many 
more  Air  Force  advantages.  Call 


MSGT  Dave  Mathews 
Station-Tb-Station  Collect 
‘^01-981-7897 
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Complete  Auidiometric  Testing 

Hearing  Aid  Evaluation 

Hearing  Aid  Conformity  Evaluation 

^Vhristiana 

Hearing  Aid  Checks 

^ 1 AUDIOLOGY 

Swim  Ear  Molds 

J ASSOCIATES  ISCORPORATtO 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 

100  Christiana  AAedica 

1 Center,  Nework,  Delaware  19702 

DIRECTOR:  NORMAN  B.  ROBINSON  M.D. 

6 Offices 

FOR  SALE  SUITABLE  FOR  MEDICAL  USE 


1 . 818  Washington  St. , near  new  Pickett  Hotel.  2,300 
sq.  ft.  with  ofF-street  parking.  Call  Gordon  Ramey. 

2 . 611-613  W.  18th  St.  3-story  building  with  medical 
offices  on  1st  floor,  apartments  above.  Call  Bart 
Mackey  Jr. 

3 . The  Dorset  Condominium,  1301  N.  Harrison  St. 
1,124  sq.  ft.  configured  for  medical  practice. 
Reduced  to  $119,000.  Call  Joe  Remedio  Jr. 

4 . N.  Harrison  St.  1,200  sq.  ft.  Use  existing  open  floor 
plan  or  convert  to  offices.  Call  Ed  Swdatek. 

5 . Fourth  Street  Plaza,  south  of  GreenhiU  Av.  Lease  or 
buy  new  25,000  sq.  ft.  building  with  parking.  Up  to 
6,000  sq.  ft.  of  contiguous  space  available;  also 
smaller  suites.  Call  Susan  Duncan. 

6 . Professional  building  in  Wilmington.  4,400  sq.  ft. 
with  possible  expansion  to  9,000  sq.  ft.  Good 
location,  parking.  Call  Susan  Duncan. 

CALL  429-7200 


tterson 
chwartz 


REAL  ESTATE 


EIGHT  DELAWARE  PHYSICIANS 
WHO  SERVED  IN  CONGRESS 


One  of  the  things  Bernadine  Paulshock  did  especially  well  when  she  was  Edi- 
tor of  the  Delaware  Medical  Journal  was  advance  planning.  The  Journal  was  al- 
ways on  her  mind,  and  she  had  many  issues  mentally  mapped  out  far  in  advance. 
She  had  a way  of  dropping  hints,  suggestions,  or  outright  requests  for  articles  on 
specific  subjects,  and  I’m  sure  I was  not  alone  in  disappointing  her  when  I often 
failed  to  produce  what  she  wanted.  The  Medical  Society  Bicentennial  was  to  be 
one  of  her  best  efforts,  and  a noteworthy  feature  she  scheduled  was  the  following 
group  of  brief  biographies  of  eight  Delaware  physicians  who  served  in  Congress. 
She  arranged  for  four  leading  Delaware  historians  to  each  write  up  two  persons. 
She  planned  so  many  things  for  the  Bicentennial  Issue  that  I simply  can  not  in- 
clude all  of  them  in  one  issue,  so  shall  be  publishing  some  bits  each  month  through 
the  year.  But  these  eight  biographies  belong  together,  and  I believe  that  BZP  will 
be  proud  of  this  result  of  her  planning.  They  give  us  some  insight  into  the  process 
by  which  one  became  a physician  in  those  days;  the  restless  minds  and  broad  rang- 
ing interests  of  those  doctors;  and  m^^st  important,  their  willingness  to  get  involved 
in  the  politics  of  their  times.  Perhaps  we  should  learn  from  them  and  get  more 
involved  ourselves.  Perhaps  our  profession  would  be  better  off  and  more  attuned 
to  the  interests  of  the  public  if  we  did. 

E.W.M. 
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We’re  behind  some  of  the  most 
successful  professionals  in  Delaware 


It’s  no  coincidence  that 
behind  some  of  Delaware’s 
most  successful  professionals  is 
a team  of  Bank  of  Delaware 
corporate  financial  experts. 

Working  together,  our  team 
of  commercial  lending  special- 
ists, cash  management  experts 
and  corporate  tnist  officers  will 
de\  elop  financial  strategies  that 
’^'ork  hand-in-hand  \\ith  e\’er\' 
aspect  of  }’our  business.  From 
commercial  lending  and  em- 
ployee benefit  plans  to  invest- 
ment and  trust  ser\  ices,  our 


highly  qualified,  experienced 
people  will  create  a custom- 
ized package  for  your  business. 

In  conjunction  with  develop- 
ing strategies  for  you,  our  team 
can  prepare  a comprehensive 
package  of  personal  financial 
senices  for  your  senior  execu- 
tives. This  may  include  Bank 
of  Delaware  Financial  Manage- 
ment Accounts,  personal  trust 
services,  residential  mortgage 
loans  and  more. 

You  can  count  on  a prompt 
response,  plus  ongoing  com- 


munication with  your  account 
officer. 

Call  a member  of  our  Cor- 
porate Team  today  at  429-1349 
in  New  Castle  County,  in  Sussex 
and  Kent  Counties  call  toll  free 
at  1-800-292-9603.  Like  many 
successful  companies  through- 
out the  state,  you’ll  discov^er 
just  how  beneficial  a relation- 
ship with  Bank  of  Delaware’s 
corporate  team  can  be. 

D BANC  OF  DEIAWAI^ 

Delarare’s  Bank 
Member  FDIC 


Delawareness 

IT’S  A GREAT  STATE  OE  MIND 


Equal  Opportunit)  Lender 


Left  to  ri}>ht:  Peter  C rtihi'eiler,  \T  Corpontte 
Fhumdat  Senices:  George  11'  Forbes.  Ill, 
Flxecutive  \P  Commercial  Lending: 


Roberts.  Townsend.  Corporate  Business 
Deivlopment;  and  Linda  N.  Outlaw. 

W Commercial  Lending  \ 


JOSHUA  CLAYTON  (1744-1798) 


Barbara  Benson,  Ph.D 


Joshua  Clayton  was  born  on  December  20, 
1744,  in  Cecil  County,  Maryland,  the  son  of 
James  and  Eleanor  Edinfield  Clayton.  His  father 
was  a landowner  and  miller  in  Kent  County, 
Delaware.  Joshua  Clayton  grew  up  in  an  agricul- 
tural environment  with  eight  full  and  half  sisters 
and  brothers,  all  but  one  living  into  adulthood. 
Nothing  is  known  of  Clayton’s  youth  until  he  was 
sent  to  Philadelphia  in  1757.  Between  1757  and 
1762,  he  was  a student  at  the  school  that  was  to 
become  the  University  of  Pennsylvania.  He  then 
served  a medical  apprenticeship  under  Dr.  James 
Anderson,  but  the  place  and  extent  of  his  medi- 
cal training  remains  unknown. 

Clayton  returned  to  Kent  County  to  assume 
responsibility  for  the  family  farm  and  mill  as  well 
as  to  practice  medicine.  He  married  Rachel 
McCleary,  the  adopted  foster  daughter  of  Richard 
Bassett  and  a widow,  sometime  in  the  1760s.  The 
couple  produced  four  children:  James  Lawson, 
Richard,  Thomas,  and  Mary. 

In  the  early  1770s  Clayton  sold  his  land  in  Mur- 
derkill  Hundred  and  began  to  buy  extensive 
tracts  of  land  in  Bohemia  Manor,  an  area  that  lay 
in  both  Delaware  and  Maryland,  with  his  father- 
in-law,  Richard  Bassett.  Eventually  he  and  Bas- 
sett came  to  own  thousands  of  acres  in  Bohemia 
Manor.  With  the  coming  of  the  American  Revo- 
lution, Clayton  joined  the  local  militia,  being 
elected  second  major  of  the  Bohemia  (Maryland) 
Battalion.  The  battalion  was  subsequently  incor- 
porated into  the  Continental  Army,  and  Clayton 
served  as  a physician  on  George  Washington’s 

Dr.  Benson  is  Director  of  the  Library  of  the  Historical  Society  of  Delaware. 
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staff  with  the  rank  of  colonel  in  the  Battle  of  the 
Brandywine  (September  11,  1777).  There  is  no 
record  of  further  military  service  for  him. 

Clayton  entered  the  world  of  public  life  with  his 
appointment  as  a justice  of  the  peace  for  New  Cas- 
tle County  1778  (Reappointed,  1785).  For  the  next 
two  decades  he  served  in  a variety  of  capacities, 
elected  and  appointed.  He  served  in  the  House  of 
Assembly  in  Dover  as  a representative  of  New 
Castle  County  (1781-82, 1783, 1785-86, 1787-88) 
and  Kent  County  (1786-87).  From  1786  to  1789 
he  served  as  treasurer  of  the  Delaware  State;  he 
then  assumed  the  presidency  of  the  state  when 
Thomas  Collins  died  in  office.  During  his 
presidency,  the  state  rewrote  its  constitution  in 
1791-92.  Among  its  provisions,  this  second  state 
constitution  strengthened  the  executive  branch 
and  replaced  the  president  with  a governor.  Clay- 
ton was  elected  in  his  own  right  as  the  state’s  first 
executive  in  1792,  making  him  the  last  president 
and  first  governor  of  Delaware.  He  stepped  down 
as  governor  in  1797  to  return  to  his  practice  of 
medicine,  but  within  a year  he  was  back  in  pub- 
lic life-this  time  as  a United  States  Senator.  The 
legislature  chose  him  in  1798  to  complete  the 
term  of  John  Vining,  who  had  resigned.  Clayton 
went  to  Philadelphia  to  take  his  seat  in  Congress 
despite  the  yellow-fever  epidemic  engulfing  the 
city.  He  was  in  contact  with  the  leading  doctors 
of  that  city,  including  Benjamin  Rush.  Clayton 
contracted  the  dread  disease  that  summer  and 
returned  to  his  home  to  die  on  August  11,  1798, 
at  the  age  of  54.  His  will  specified  that  he  was  to 
be  buried  in  a plain  pine  box  without  a funeral 
service  or  sermon.  He  was  interred  in  Bethel 
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Methodist  Cemetery,  Cecil  County,  Maryland. 

Clayton  died  a rich  and  prominent  man.  His  es- 
tate, valued  at  nearly  £ 2,000  included  household 
furnishings,  livestock,  ten  slaves,  and  one  inden- 
tured Black,  and  a large  library  with  an  exten- 
sive number  of  medical  titles.  In  addition  to  his 
political  career,  Clayton  gained  some  fame  as  a 
doctor.  During  the  American  Revolution  he  is 
credited  with  discovering  a substitute  for  the 
difficult  to  obtain  chinchone  or  Peruvian  Bark, 
used  to  treat,  among  other  things,  malaria  and 
other  fevers.  He  was  also  a founder  and  officer  of 
the  Medical  Society  of  Delaware. 

SOURCES: 

George  V.  Massey  II,  Clayton-Hambly  Ancestry  of 
Thomas  Hambley  Beck,  Esq.  (n.p.,  1948). 

Dictionary  of  American  Biography,  vol.  6. 

Biographical  Directory  of  the  American  Con- 
gress, 1774-1961,  Washington,  GPO  1950,  p.  705. 

The  Documentary  History  of  the  First  Federal 
Elections,  1788-1790,  vol.  2. 

New  Castle  County  Probate  Records,  Joshua 
Clayton,  Esq.,  1798-1810,  Delaware  State 
Archives. 


NEW 

MEDICAL  CENTER 

Being  developed  in  fast 
growing  Middletown  Area. 

Definite  need  for 
Pediatrician  and  OB/GYN 

For  More  Information 
Call 

Dr.  Norman  J.  Rocheau 
at 

475-5900 


r\RAFATE' 

^^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS  | 

Duodenal  ulcer  is  a chronic  recurrent  disease..  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course  j 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration.  | 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoln,  digoxin,  or  I 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability  ^ 
of  these  agents  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  In  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract.  ) 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However; 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs  ' 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from  ; 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability  ' 
are  felt  to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  Impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a 
lethal  dose  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paksof  100  (NDC  0088- 1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 Ellakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gasfroenfero/ 1987,9(4):395-399 

Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 
KANSAS  CITY,  MO  64137 


CAFAD276 


M 


0160N8 


Carafeit€  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers)  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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1 out  of  2 teens  in  America  has  taken  drugs 
1 out  of  2 parents  doesn’t  see  it. 


See,  the  Washingtons  think  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Maybe  the  > 
Sanchezes  think  it’s  your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Thlk  to  your  kids.  Tell  ’em 
the  dangers  of  drugs.  Tell  ’em 
how  to  handle  peer  pressure. 


Tell  ’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGruff, 
EO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anything  else. 

Together,  we  can  help  Tkke  a Bite 
out  of  Crime. 


TAKE  A BITE  OUT  OF 


1 


JAMES  TILTON  (1745-1822) 


John  A.  Munroe,  Ph.D. 


James  Tilton,  who  has  been  called  “Delaware’s 
greatest  physician,”  was  born  on  a farm  in  Duck 
Creek  Hundred,  Kent  County,  on  June  1,  1745. 
He  received  a superior  education  at  West  Notting- 
ham Academy  in  Maryland  and  at  the  College  of 
Philadelphia,  where  he  graduated  in  1768  with 
the  first  class  from  the  first  medical  school  in 
America. 

From  1768  to  1776  Tilton  practiced  medicine 
in  Dover.  As  soon  as  the  American  Revolution 
broke  out,  he  joined  the  militia,  and  when  the 
first  Delaware  regiment  marched  away  to  join 
Washington’s  army,  Tilton  was  with  them  as  the 
regimental  surgeon.  He  was  with  the  army  at  the 
battles  of  Long  Island,  White  Plains,  Trenton, 
and  Princeton.  His  first  notable  accomplishment 
was  the  invention  of  the  “Tilton  hut”  for  army 
hospitals. 

This  hut  was  a substitute  for  large  army  hospi- 
tals, which  encouraged  the  spread  of  contagion. 
In  the  winter  of  1779-1780,  when  the  army  was 
quartered  at  Morristown,  New  Jersey,  Tilton  per- 
suaded military  authorities  to  adopt  his  plan, 
which  meant  the  use  of  small,  well  ventilated,  log 
cabins  with  only  six  to  twelve  men  in  each  unit. 

As  the  war  wound  down,  Tilton  declined  the 
offer  of  a professorship  in  medicine  at  the  Univer- 
sity of  Pennsylvania  (which  had  succeeded  the 
College  of  Philadelphia)  and  returned  to  his  prac- 
tice in  Dover.  Soon,  however,  he  concluded  that 
Kent  County  was  unhealthy  because  of  the  large 
area  of  marshes  (vapors  from  these  lowlands  were 
then  blamed  for  the  spread  of  disease),  and  he 
moved  to  a hilly  property  on  the  outskirts  of  Wil- 
mington. His  home,  now  much  altered  and  well 
within  the  bounds  of  Wilmington,  is  presently 
the  University  and  Whist  Club,  at  Ninth  and 
Broom  Streets. 


Dr.  Munroe  received  his  PhD.  from  the  University  of  Pennsylvania.  He  is  H.  Rod- 
ney Sharp  Professor  Emeritus  of  History  at  the  University  of  Delaware. 
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Active  in  politics,  Tilton  was  elected  to  a one- 
year  term  (1783-1784)  in  the  Continental  Con- 
gress. He  was  late  in  attending,  but  when  his 
term  expired,  he  did  not  want  to  leave.  Neverthe- 
less, when  he  wasTater  elected  to  a second  term 
in  Congress,  he  declined  the  honor.  He  did  accept 
election  to  a three-year  term  in  the  Upper  House 
of  the  State  Legislature  in  1785.  In  1788,  he  pub- 
lished The  Biographical  History  of  Dionysius, 
Tyrant  of  Delaware,  an  unrestrained  attack  on 
George  Read,  the  cautious  but  wise  leader  of  the 
moderate  party  in  Delaware  politics.  Tilton  was 
not  a moderate  man.  Yet,  despite  the  dogmatic 
character  of  his  pamphlet,  it  is  the  best  contem- 
porary history  of  Delaware  politics  during  the 
Revolution.  Under  the  Federal  Constitution  of 
1787,  Tilton  became  a zealous  supporter  of  the 
Jeffersonian  Party,  though  he  did  not  again  seek 
high  office. 

Tilton  usually  supported  his  opinions,  which 
were  often  quite  original,  with  vigor.  He  told  deli- 
cate female  patients  who  were  depressed  to  aban- 
don ladylike  airs  and  learn  to  spin  stocking  yarn 
or  to  milk  cows.  He  warned  housewives  that  they 
spent  too  much  time  and  money  on  the  ceremo- 
ny of  serving  tea.  One  dish  should  be  enough  for 
each  person,  he  argued;  he  mixed  everything  he 
ate  together.  And,  he  objected  to  the  use  of  im- 
ported goods  such  as  tea,  coffee,  or  French  wine. 
Replace  them,  he  advised,  with  domestic 
products  like  milk,  cider,  apple  brandy,  and  corn 
whiskey. 

Similarly,  he  favored  the  use  of  domestic  cloth 
over  fine  imported  textiles.  When  summoned  to 
Washington  to  meet  President  Madison,  he 
shocked  his  Wilmington  friends  by  wearing 
homespun. 

He  was,  of  course,  a bachelor,  but  though  eccen- 
tric, he  was  very  sociable.  He  was  the  first  presi- 
dent of  the  Medical  Society  of  Delaware,  the  first 
president  of  the  Delaware  State  Society  of  the 
Cincinnati,  and  a member  of  many  other  groups, 
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including  the  philosophical  society,  the  lyceum, 
and  the  Presbyterian  church. 

In  1813,  Tilton  published  his  Economical  Ob- 
servations on  Military  Hospitals  and  the  Preven- 
tion and  Cure  of  Diseases  Incident  to  an  Army, 
basing  his  pamphlet  on  his  experiences  in  the 
Revolutionary  War.  Its  appearance,  as  well  as  Til- 
ton’s long  record  of  loyalty  to  the  Democratic- 
Republican  Party,  led  President  Madison  to  ap- 
point him  Physician  and  Surgeon  General  of  the 
Army.  Serving  two  years  in  this  capacity  during 
the  War  of  1812,  Tilton  made  an  exhausting  tour 
of  the  northern  frontier,  despite  his  age  and  var- 
ious physical  infirmities. 

Soon  after  the  war,  an  infection  in  his  leg  re- 
quired amputation,  which  the  tough  old  doctor 
withstood,  even  though  there  was  no  anesthetic. 
He  ordered  that  his  severed  leg  be  preserved  to  be 
buried  with  him  at  his  death,  which  occurred  in 
1822. 

In  his  memory,  a hospital  constructed  in  Wil- 
mington during  the  Civil  War  for  the  treatment 
of  wounded  soldiers  was  named  the  Tilton  Hospi- 


tal. In  our  century,  he  has  been  memorialized  by 
the  name  of  the  Tilton  General  Hospital  at  Fort 
Dix,  New  Jersey.  And  finally,  Wilmington,  a city 
he  thought  unexcelled  for  its  healthfulness,  ho- 
nored him  by  naming  for  him  a park  at  Seventh 
and  Broom  Streets,  near  his  old  residence  on 
what  was  once  called  Tilton’s  Hill. 

SOURCES: 
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HENRY  LATIMER  (1752-1819) 


Barbara  Benson,  Ph.D. 


Henry  Latimer  was  born  on  April  24,  1752,  in 
Newport,  Delaware,  the  son  of  James  and  Sarah 
Gedes  Latimer.  His  father  had  come  to  America 
in  1736  and  settled  in  Newport,  where  he  dev- 
eloped a thriving  grain  and  shipping  business. 
Henry  Latimer  spent  his  early  life  in  Newport 
and  then  was  sent  to  school  in  Philadelphia.  He 
studied  at  the  University  of  Pennsylvania,  gradu- 
ating in  1773.  He  then  went  to  Scotland  to  con- 
tinue his  medical  studies  at  the  University  of 
Edinburgh,  from  which  he  graduated  in  1775. 

Latimer  returned  to  Delaware  and  opened  a 
practice  in  Wilmington.  With  the  coming  of  the 
American  Revolution,  Latimer  joined  the  Con- 
tinental Army  as  a surgeon  in  1777.  He  was  as- 
signed to  a group  known  as  the  Flying  Camp 
Hospital  unit  within  the  northern  Division  and 
served  in  the  major  battles  from  the  Brandywine 
to  Yorktown. 

After  the  war,  Latimer  returned  to  Wilmington 
and  his  medical  practice.  Soon  he  entered  politi- 
cal life,  serving  in  the  Delaware  Legislature  in 
1787, 1788,  and  1790,  when  he  was  elected  speak- 
er. Latimer  ran  as  Federalist  for  the  United 
States  House  of  Representatives  in  1792.  A loser 


Dr.  Benson  is  Director  of  the  Library  of  the  Historical  Society  of  Delaware 


in  the  vote  count  to  John  Patton,  he  contested  the 
election  and  after  an  investigation  Congress  oust- 
ed Patton  on  technical  irregularities  and  seated 
Latimer  on  February  14, 1794.  He  lost  in  his  re- 
election  attempt,  but  in  1795  returned  to  Con- 
gress, this  time  to  the  Senate  seat  left  by  the 
resignation  of  George  Read.  Reelected  by  the 
state  legislature  in  1796,  Latimer  served  as  a sen- 
ator until,  weary  of  partisan  strife,  he  resigned 
on  February  28,  1801. 

Latimer  married  Nancy  Richardson  on  Febru- 
ary 26,  1789,  and  was  the  father  of  three  sons: 
Henry,  James,  and  John  Richardson.  He  was  a 
charter  of  the  Delaware  State  Medical  Society 
(1789)  and  a trustee  of  the  newly  formed  College 
of  Wilmington  (1803).  Latimer  died  in  Philadel- 
phia on  December  19, 1819,  and  was  buried  in  the 
graveyard  of  Wilmington’s  Presbyterian  Church. 
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MARTIN  WALTHAM  BATES  (1787-1869) 


John  A.  Munroe,  Ph.D 


The  medical  career  of  Martin  Waltham  Bates 
lasted  only  a few  years,  and  it  was  but  one  of 
several  vocations  he  tried  before  he  found  his  true 
metier  in  the  practice  of  law.  He  was,  however, 
referred  to  as  Dr.  Bates  to  the  end  of  his  life. 

Born  in  Salisbury,  Connecticut,  on  February 
24, 1787,  Bates  was  reared  in  Berkshire  County, 
Massachusetts,  where  he  acquired  his  early 
schooling.  At  nineteen,  realizing  his  father,  with 
a large  family  to  support,  could  do  nothing  more 
for  him,  he  set  out  for  the  South,  where  he  under- 
stood a young  man  would  have  more  opportuni- 
ties than  in  New  England. 

After  a short  period  of  farming  and  school- 
teaching at  Norwalk  Connecticut,  he  settled  in 
Warwick,  Maryland,  just  across  the  Mason-Dixon 
Line  from  Middletown,  Delaware.  At  Warwick  he 
taught  school  by  day  and  studied  medicine  in  the 
evening.  After  three  years,  he  was  able  to  set  up 
a medical  practice  in  Smyrna,  Delaware.  He 
seemed  to  be  doing  well,  but  a rural  doctor’s  life 
was  not  easy  in  those  days  of  a sparse,  scattered 
population,  and  after  a few  years,  his  health 
broke  down. 

He  had  acquired  some  money  as  a result  of  his 
marriage  to  Mary  Hillyard,  member  of  the  promi- 
nent Kent  County  family  (builders  of  Woodburn, 
now  the  governor’s  home),  and  with  this  as  his 
stake  he  invested  in  two  vessels  and  set  himself 
up  as  a merchant  in  Dover.  Unfortunately,  his 
business  soon  was  ruined  by  the  depression 
which  followed  the  War  of  1812. 


Dr.  Munroe  received  his  Ph.D.  from  the  University  of  Pennsylvania.  He  is  H.  Kid- 
ney Sharp  Professor  Emeritus  of  History  at  the  University  of  Delaware. 
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Thanks  to  the  leniency  of  his  creditors,  he  was 
able  to  apply  himself  to  the  study  of  law  in  the 
Dover  office  of  Senator  Thomas  Clayton.  Admit- 
ted to  the  bar  in  October  1822,  at  the  age  of 
thirty-five,  he  began  a successful  law  practice 
that  soon  enabled  him  to  pay  off  all  his  old  debts. 
He  became  known  as  an  able  pleader,  a fine  de- 
bater, and  a thorough  scholar. 

He  also  began  a career  in  politics.  In  1826  and 
1827,  he  served  in  the  Delaware  House  of 
Representatives  as  a Federalist  delegate  from 
Kent  County.  When  the  old  parties  in  Delaware 
reorganized  themselves  as  the  Jackson 
Democrats  and  their  opponents,  who  became 
known  as  Whigs,  Bates  became  a leader  of  the 
Democrats.  He  was  their  candidate  for  Congress 
in  1832,  1834,  and  1836,  but  Democrats  were 
then  the  minority,  and  Bates  lost  these  elections. 
As  his  party  gained  strength.  Bates  was  returned 
to  office,  first  as  a member  of  the  State  Constitu- 
tional Convention  of  1852-1853,  and  then  as  a 
United  States  Senator  in  1857,  to  complete  the 
term  of  the  lately  deceased  John  M.  Clayton  (cou- 
sin of  Bates’s  old  mentor,  Thomas  Clayton). 

Unfortunately,  Bates  had  an  accident  and 
broke  his  hip  before  he  ever  went  to  Washington. 
He  was  now  seventy  years  old,  and  not  only  per- 
manently crippled,  but  also  partly  blinded  by 
cataracts.  He  was  not,  therefore,  re-elected  when 
his  term  expired  in  1859. 

Bates  lived  on,  however,  for  almost  ten  years, 
dying  on  January  1, 1869,  just  short  of  his  eighty- 
second  birthday.  A devout  Methodist,  Bates  is 
said  to  have  given  one-tenth  of  his  income  to  the 
church.  In  his  last  years  he  took  delight  in  the 
success  of  his  adopted  son,  Daniel  Moore  Bates, 
who  became  chancellor  of  Delaware. 
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DR.  ARNOLD  NAUDAIN  (1790  - 1872) 


William  H.  Williams,  Ph.D. 


Arnold  Naudain  (1790-1872)  was  born  at 
“Snowland,”  near  Leipsic,  Kent  County,  Dela- 
ware on  January  6,  1790.  His  father,  Andrew 
Naudain,  was  a descendant  of  an  old  Delaware 
Family  with  Huguenot  roots.  His  mother,  Rebec- 
ca Snow  Naudain,  was  the  product  of  an  estab- 
lished Maryland  family. 

Arnold  Naudain  received  his  early  education 
in  Dover,  Delaware,  and  then  graduated  from 
Princeton  in  1806  and  the  University  of  Pennsyl- 
vania with  an  M.D.  degree  in  1810.  In  1810  Dr. 
Naudain  commenced  the  practice  of  medicine  in 
Dover,  Delaware,  and  married  Mary  Schee,  a dis- 
tant cousin  on  his  father’s  side.  The  marriage 
produced  two  sons  and  five  daughters  who  sur- 
vived to  adulthood.  The  eldest  son,  James  Schee 
Naudain,  eventually  followed  his  father  into  the 
medical  profession. 

After  serving  as  surgeon  of  the  Delaware 
Militia  during  the  War  of  1812,  Dr.  Naudain 
returend  to  his  medical  practice  in  Dover.  In  1823 
and  in  1828,  he  was  elected  to  one  year  terms  as 
President  of  the  Delaware  State  Medical  Society. 

During  the  early  1820s,  Dr.  Naudain’s  interests 
and  energies  increasingly  turned  to  politics.  In 
Delaware  during  the  early  nineteenth  century, 
religious  connection  usually  dictated  political  af- 
filiation. Methodists  and  Episcopalians  tended  to 
support  the  dominant  Federalist  Party  while 
Presbyterians  generally  voted  the  Democratic- 
Republican  ticket.  Because  Dr.  Naudain  was  the 
fourth  generation  of  his  family  to  become  elder 
in  the  Presbyterian  Church,  his  commitment  to 
the  Democratic-Republican  Party  is  not  sur- 
prising. 

Dr.  William  is  a Professor  of  Histor>’  in  the  University  of  Delaware  Delaware  Tech- 
nical and  Community  College  Parallel  Program. 
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In  1822,  Dr.  Naudain  was  chosen  by  the 
Democratic-Republican  Party  to  run  for  the  U.S. 
House  of  Representatives  against  incumbent 
Federalist  Louis  McLane  of  Wilmington.  Dr. 
Naudain  was  chosen,  in  part,  because  his  Kent 
County  residence  was  seen  by  the  Democratic- 
Republicans  as  a way  to  make  inroads  into  the 
traditionally  strong  downstate  Federalist  vote. 
Dr.  Naudain,  however,  lost  to  McLane  in  1822, 
and  again  in  1824.  Dr.  Naudain  did  win  election 
to  the  Delaware  House  of  Representatives  and 
served  from  1823-1827.  In  1826,  he  was  chosen 
Speaker  of  that  body. 

In  the  late  1820s  the  Federalist  Party,  which 
had  long  since  disappeared  in  most  of  the  rest  of 
the  United  States,  finally  collapsed  in  Delaware. 
With  the  demise  of  the  Federalists,  the 
Democratic-Republican  Party  began  to  splinter 
into  fragments.  As  a result,  old  political  allegi- 
ances were  abandoned  and  a new,  two  party  sys- 
tem emerged  based  on  support  for  one  of  the  two 
presidential  candidates  of  1828.  John  Quincy 
Adams  was  the  favorite  of  Delawareans  and  other 
Americans  who  would  later  be  labelled  Whigs. 
Andrew  Jackson  was  supported  by  those 
Delawareans  and  other  Americans  who  would 
later  be  called  Democrats.  Dr.  Naudain  became 
a Whig  and  joined  John  M.  Clayton  and  others 
to  lead  the  new  Whig  Party  to  political 
dominance  in  Delaware  until  the  1850s.  Dr.  Nau- 
dain’s old  opponent,  Louis  McLane,  became  the 
bulwark  of  the  new  Democratic  Party. 

In  1829,  Louis  McLane,  who  was  now  U.S.  Sen- 
ator from  Delaware,  was  appointed  minister  to 
France  by  President  Andrew  Jackson.  Dr.  Nau- 
dain was  elected  to  the  Delaware  General  Assem- 
bly to  fill  McLane’s  empty  Senate  seat.  In  1832, 
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Dr.  Naudain  was  elected  by  the  General  Assem- 
bly to  a full  term  in  the  U.S.  Senate.  That  same 
year  he  was  defeated  by  Caleb  P.  Bennett  in  a 
very  close  race  for  the  Governor  of  Delaware. 

While  in  the  U.S.  Senate,  Dr.  Naudain  was  a 
loyal  supporter  of  the  programs  of  Whig  Senator 
Henry  Clay  of  Kentucky.  In  1836,  he  resigned 
from  the  U.S.  Senate  to  take  up  private  practice 
in  Wilmington.  In  1841,  the  Whig  administra- 
tion of  President  William  Henry  Harrison  ap- 
pointed Dr.  Naudain  to  the  lucrative  post  of  port 
collector  for  Wilmington,  and  Superintendent  of 
the  light  houses  on  the  Delaware  River,  a position 
he  held  until  1845. 

In  1845,  after  Democrat  James  K.  Polk  was 
elected  President,  Dr.  Naudain  moved  to 
Philadelphia  where  he  devoted  himself  to  private 
practice  and  the  Presbyterian  Church.  He  was 


one  of  the  founders  and  first  elder  of  the  Green 
Hill  Presbyterian  Church  of  Philadelphia  and  a 
commissioner  to  the  General  Assembly  of  the 
Presbyterian  Church.  In  1857,  Dr.  Naudain 
returned  to  Delaware.  He  died  at  the  age  of  82, 
on  January  4,  1872,  and  was  buried  in  the 
cemetery  of  Old  Drawyer’s  Presbyterian  Church 
near  Odessa,  Delaware. 

SOURCES: 

Biographical  directx)ry  of  american  congress,  1774-1971.  fWashington,  D.C.,  1971). 

J.  Thomas  Scharf,  History  of  delaware,  1609-1888.  (Philadelphia,  1888). 

Biographical  and  genealogical  history  of  the  state  of  delaware,  vol.  I.  (Chambers- 
burg,  PA.,  1899). 

Delaware  state  journal  (Wilmington),  Tuesday,  Jan.  9,  1872. 

John  A.  Munroe,  Louis  McLane,  federalist  and  Jacksonian.  (New  Brunswick,  N.J., 
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HIRAM  RODNEY  BURTON,  M.D.  (1841-1927) 


Hiram  Rodney  Burton  was  born  in  Lewes,  Dela- 
ware, in  1841,  the  son  of  Joshua  Sheppard  and 
Ruth  Rodney  Burton.  The  Burtons  were  a large 
and  important  clan  in  Sussex  county;  their  com- 
mon ancestor  had  settled  in  Indian  River 
Hundred  in  the  seventeenth  century.  Among  Hir- 
am Burton’s  relations  was  Dr.  William  Burton, 
who  was  governor  of  Delaware  during  the  early 
stages  of  the  Civil  War. 

After  attending  local  public  school  and  St. 
Peter’s  Academy  in  Lewes,  Hiram  R.  Burton 
taught  school  for  two  years  and  then  engaged  in 
the  dry-goods  business  in  Washington,  D.C.,  dur- 
ing the  Civil  War.  His  real  love,  however,  was 
medicine.  Following  an  apprenticeship  in  the 
office  of  Dr.  J.B.  Lyons  in  Lewes,  he  enrolled  in  the 
Medical  Department  of  the  University  of  Penn- 
sylvania and  graduated  with  an  M.D.  degree  in 
1868.  That  same  year  he  began  his  medical  prac- 
tice in  Frankford,  Delaware.  He  moved  his  prac- 
tice to  Lewes  in  1872.  In  1877,  Dr.  Burton 
married  Margaret  Virginia  Rawlins  of  George- 
town, Delaware.  They  had  one  daughter.  Mrs. 
Burton  died  in  1897. 

Dr.  Burton  was  an  affable  man  who  served  as 
a family  advisor  as  well  as  a physician  to  his  pa- 
tients. He  joined  the  Masonic  Lodge  and  became 
active  in  politics  as  a Republican.  From  1877 
through  1888,  he  served  as  deputy  collector  of 
customs  at  the  Port  of  Lewes.  He  was  also  acting 
assistant  surgeon  at  the  U.S.  Marine  Quarantine 
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Hospital  from  1890  to  1893.  In  1898,  he  ran  for 
the  State  Senate,  but  was  defeated. 

During  these  years,  Delaware’s  Republican 
Party  was  split  between  Union  Republicans,  who 
supported  John  E.  Addicks  for  the  U.S.  Senate, 
and  the  Regular  Republicans  who  opposed.  Ad- 
dicks, a Pennsylvania-born  gas  company  owner, 
breathed  life  into  the  GOP  in  Sussex  County  by 
financing  the  political  campaigns  of  his  support- 
ers. Dr.  Burton  was  prmoinent  among  the 
county’s  Union,  or  Addicks,  Republicans.  In  1904, 
he  was  the  Union  Republican  candidate  for  the 
U.S.  House  of  Representatives.  As  part  of  a com- 
promise, the  Regulars  supported  Burton’s  can- 
didacy, and  thus  secured  his  election  to  the  U.S. 
Congress  for  two  terms.  By  1908,  the  Regulars 
had  become  ascendant  in  the  party  and  Dr.  Bur- 
ton failed  to  be  renominated.  He  returned  to 
Lewes  where  he  practiced  medicine  until  his 
death  in  1927. 
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tion, 1949,  V.  Ill,  273. 
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Morning  News,  Wilmington,  Delaware,  June  18,  1927. 

Henry  C.  Conrad,  History  of  the  State  of  Delaware  3 vols.  (Wilmington,  published 
by  the  author,  1908)  V.  I,  253,  V.  II  722-723. 
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Eight  physicians 

and  four  medical  office  managers 
tell  “all”  about  automation. 


“We  didn't  add  or  subtract  people. 
We  just  get  more  work  done  in 
the  same  amount  of  time. " 


“Before  we  automated,  our  cash  flow 
would  stop  for  a month  at  a time.  Now 
there’s  a more  regular  cash  flow.  ’’ 


“Now  it  takes  just 
one  hour  to  bill  3,000 
accounts.  ” 


“If  a patient  didn't  show  up,  I never 
knew  it.  Now,  we  can  contact  those 
who  miss  their  appointments. " 


I 


What  can  automation  do  for  you?...  What  can’t 
it  do?...  Is  it  practical?...  What  should  you  look 
for  in  a system?...  What  should  you  expect  from 
the  company  who  seUs  you  the  system?...  How 
will  it  affect  your  staff?...  And  how  do  you  go 
about  getting  the  answers  to  all  these  questions? 

KTI  can  help.  As  the  systems  supplier  to  over 
3,000  healthcare  professionals,  we  brought 
together  a group  of  physicians  and  medical  office 
managers  to  talk  about  the  benefits  and  cautions 
of  automation.  And  prepared  a special  report  on 
their  thoughts  and  comments. 

If  you  want  the  advantage  of  their  experiences, 
send  us  this  coupon.  And  you’ll  get  a lot  of 
answers  in  just  a few  minutes  of  reading. 


Send  for  your  FREE  report 


KTI  P.O.  Box  898075  Camp  Hill,  PA  17089-8075  ] 
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CALEB  RODNEY  LAYTON  (1851-1930) 


William  H.  Williams,  Ph.D. 


Caleb  Rodney  Layton  (1851-1930)  was  born  at 
his  maternal  grandparents’  home,  the  Long 
Farm,  near  Frankford,  Delaware,  on  September 
8,  1851.  His  father  was  Samuel  Henry  Layton 
and  his  mother  was  Sarah  Long  Layton.  Caleb 
spent  his  childhood  living  with  his  paternal 
grandfather.  Judge  Caleb  Sipple  Layton,  in 
Georgetown.  Judge  Layton  was  deeply  involved 
in  Delaware  politics  and  was  a close  friend  of 
Whig  leader,  John  Middleton  Clayton.  Stimulat- 
ed by  this  environment,  young  Caleb  developed 
a life-long  interest  in  politics. 

Caleb  Layton  received  his  early  education  in 
public  and  private  schools  in  Georgetown  and 
graduated  from  Amherst  College  in  1873  with  a 
Bachelor  of  Arts  degree.  He  then  enrolled  at  the 
University  of  Pennsylvania  and  received  an  M.D. 
degree  in  1876.  Dr.  Layton  returned  to  George- 
town to  begin  a private  practice  that  would  con- 
tinue for  25  years.  He  married  Anne  Elizabeth 
Sipple  of  Georgetown,  and  the  union  produced 
three  children.  The  eldest,  Daniel  Layton,  would 
become  Chief  Justice  of  the  Delaware  Supreme 
Court. 

As  soon  as  he  returned  to  Georgetown,  Dr.  Lay- 
ton  became  politically  active,  and  served  as  secre- 
tary of  the  Sussex  County  Republican  Committee 
from  1876-1888.  As  the  nineteenth  century  drew 
to  a close,  the  increasing  demands  of  Kent  and 
Sussex  County  Republicans  for  a stronger  voice 
in  state  party  affairs  were  largely  ignored  by  the 
party’s  leaders  who  resided,  primarily,  in  New 
Castle  County.  In  1889,  John  Edward  Addicks  an- 
nounced to  a gathering  of  Republicans  in  Dover 
that  he  wished  to  be  the  next  U.S.  Senator  from 
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Delaware  and  asked  for  their  support.  The  leader- 
ship of  the  Republican  Party  quickly  made  it 
clear  that  it  opposed  Addicks’  ambitions.  Frus- 
trated with  the  party  leadership’s  stand  on  a 
number  of  other  issues,  many  Kent  and  Sussex 
Republicans  struck  back  by  rallying  to  Addicks’ 
cause.  Subsequently,  the  Republican  Party  was 
split  into  two  factions.  Those  supporting  Addicks 
were  called  Union  Republicans,  and  those  op- 
posed were  labelled  Regular  Republicans.  Dr. 
Layton  was  one  of  the  first  to  rally  to  Addicks’ 
cause.  In  1891  he  joined  with  Addicks  in  starting 
the  Union  Republican,  a weekly  paper  published 
in  Georgetown,  and  served  as  its  editor  for  five 
years.  Subsequently,  Dr.  Layton  was  known  as 
the  leader  of  the  Addicks’  forces. 

In  1901  Governor  John  Hunn  appointed  Dr. 
Layton  Secretary  of  State,  a post  he  held  until 
1905.  In  1906,  Dr.  Layton  was  appointed  by  Presi- 
dent Theodore  Roosevelt  to  audit  some  of  the  fed- 
eral deaprtments  in  Washington.  Dr.  Layton 
remained  in  Washington  until  1910  when  he 
returned  to  Georgetown  and  to  his  medical  prac- 
tice. Except  for  a few  interruptions,  he  would  con- 
tinue his  practice  until  prevented  by  failing 
health  a few  months  before  his  death.  Dr.  Layton 
strongly  desired  to  join  the  Medical  Corps  of  the 
U.S.  Army  during  World  War  I,  but  was  barred  be- 
cause of  his  age.  He  was  a member  of  the  Sussex 
County  Medical  Society  and  the  Delaware  State 
Medical  Association.  He  was  a civic  leader  in 
Georgetown  and  served  on  the  Town  Council,  the 
School  Board,  and  the  Vestry  of  St.  Paul’s  Epis- 
copal Church. 

When  Theodore  Roosevelt  unsuccessfully  ran 
as  a Progressive  Candidate  for  President  in  1912, 
Dr.  Layton  was  an  ardent  supporter.  By  1918,  the 
factionalism  that  had  split  the  Republican  Party 
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in  Delaware  was  a thing  of  the  past.  That  year  Dr. 
Layton  was  nominated  as  Republican  candidate 
for  the  U.S.  House  of  Representatives.  He  w'on  in 
1918  and  again  in  1920.  While  in  Congress,  Dr. 
Layton  was  a member  of  the  standing  committee 
on  rivers  and  harbors.  While  in  his  second  term 
as  U.S.  Congressman,  Dr.  Layton  failed  to  support 
the  Dyers  Anti-Lynching  Bill  which  was  aimed 
at  protecting  blacks  against  mob  rule.  When  he 
ran  for  election  for  a third  term  in  1822,  the  tradi- 
tionally Republican  black  vote  abandoned  Dr. 
Layton  and  helped  elect  his  Democratic  oppo- 
nent, William  H.  Boyce. 

Dr.  Layton’s  first  wife  died  in  1925.  Subsequent- 
ly, he  married  Fannie  S.  Harrington  who  served 
as  Delaware’s  Secretary  of  State  in  1925-26,  the 
first  woman  in  Delaware  to  be  named  to  that 
office.  Dr.  Layton  died  of  “heart  trouble”  on 
November  11, 1930,  and  was  buried  in  St.  Paul’s 
Episcopal  Cemetery,  Georgetown. 
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LEWIS  HEISLER  BALL,  (1861-1932) 


Carol  Hoffecker,  Ph.D. 


Lewis  Heisler  Ball  was  born  in  Mill  Creek 
Hundred,  New  Castle  County,  in  1861,  the  third 
of  eight  children  of  a prosperous  farmer,  John 
Ball,  and  his  wife,  Sarah  Ann  Baldwin  Ball. 
Lewis  graduated  from  Delaware  College  in  1882 
and  earned  an  M.D.  from  the  University  of  Penn- 
sylvania in  1885.  Ball  began  the  practice  of  medi- 
cine in  partnership  with  a long-established 
physician.  Dr.  Swithin  C.  Chandler,  in  Faulkland, 
Delaware.  He  later  bought  Dr.  Chandler’s  prac- 
tice and  home.  Dr.  Ball’s  medical  account  book 
and  visiting  books  reveal  that  he  had  a large 
practice  and  that  his  average  fee  per  visit  ranged 
from  $2.00  to  $6.00.  In  1893,  he  married  Cather- 
ine Springer  Justis.  They  had  one  child  which 
died  in  infancy. 

Throughout  his  adult  life.  Dr.  Ball  was  intense- 
ly active  in  Republican  Party  politics.  Beginning 
as  a member  of  the  party’s  Hundred  Committee, 
he  rose  to  be  county  chairman  in  1894,  a position 
he  held  for  28  years.  He  was  state  party  chairman 
from  1902-1904.  Dr.  Ball’s  years  of  political  ac- 
tivity coincided  with  a split  within  Delaware’s 
Republican  Party  between  supporters  and  oppo- 
nents of  the  Senatorial  ambitions  of  the  carpet- 
bagger gas  magnate  John  E.  Addicks.  Ball, 
described  as  a “bitter  factionalist”  by  the  Addicks 
Republicans,  was  several  times  elected  to  public 
office  as  part  of  compromises  worked  out  between 
the  two  sides. 

In  1901,  after  serving  a two-year  term  as  state 
treasurer.  Dr.  Ball  was  elected  to  the  United 
States  Congress.  At  that  time,  Delaware  had  no 

Dr.  Hoffecker  is  a Professor  of  History  at  the  University  of  Delaware. 
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US.  Senator.  Neither  faction  of  the  Republican 
Party,  nor  the  Democratic  Party,  had  enough 
votes  to  secure  election  to  the  joint  session  of  the 
State  Legislature,  which  then  chose  the  State’s 
US.  Senators.  In  1903,  after  35  fruitless  ballots, 
the  Republican  factions  reached  an  accord  that 
permitted  the  election  of  Dr.  Ball  to  the  remain- 
ing two  years  of  the  senatorial  term  that  had 
fallen  vacant  in  1899.  As  a member  of  the  House 
of  Representatives,  and  later  as  a senator.  Dr.  Ball 
supported  the  17th  Amendment  to  the  US.  Con- 
stitution to  provide  popular  election  of  US.  Sena- 
tors. In  1905,  his  term  having  expired.  Dr.  Ball 
returned  to  his  medical  practice  in  Faulkland.  He 
was  re-elected  to  the  U.S.  Senate  in  1918,  defeat- 
ing Democrat  incumbent  Willard  Saulsbury.  He 
served  on  the  Senate’s  Naval  Committee  and 
chaired  the  District  of  Columbia  Commission.  In 
1924  Ball  lost  the  GOP  nomination  to  T.  Coleman 
du  Pont.  In  1925,  President  Calvin  Coolidge  ap- 
pointed Ball  a member  of  the  Board  of  Investiga- 
tion of  the  Veteran’s  Bureau.  On  the  conclusion 
of  the  Board’s  work.  Dr.  Ball  once  more  resumed 
his  medical  practice  in  Faulkland.  In  1932,  at  the 
age  of  72,  Dr.  Lewis  H.  Ball  died  of  pneumonia. 

Sources: 


Biographical  Directory  of  the  American  Congress,  1774-1949,  U.S.G.P.O.  1950,  p. 
810. 

“Ball  Family”  Lewis  Heisler  Ball  Manuscripts,  Boxes  55  and  56,  Genealogical 
Files,  Historical  Society  of  Delaware. 

H.C.  Reed,  ed.  Delaware,  A History  of  the  F irst  State,  3 vol.  (New  York  Lewis  Histor- 
ical Publishing  Co.,  Inc.,  1947),  V I,  197-199. 

Every  Evening,  Wilmington,  Delaware,  September-November  1900,  passim; 
February-March  1903,  passim;  October-November  1918,  passim. 
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WHERE  IS  YOUR 
PRACTICE 
GOING  THIS  YEAR? 


WE  CAN  HELP 

BRING  THEM  BACK  AND 

BUILD  YOUR  PRACTICE. . . 


by  designing  a mcirketing  plan  and 
carrying  it  out  for  you. 

We  work  with  all  specialties. 

Call  NOW  for  FREE  Information 
215-649-8770 

Rebecca  Anwar,  Ph.D. 

Hoover  Anwar  Associates 

Medical  Marketing  Services 

First  Pennsylvania  Bank  Building 
Seven  East  Lancaster  Avenue 
Ardmore,  PA  19003 


HOOVER  • ANWAR 
ASSOCIATES 


POSITION  WANTED 

PHYSICIAN  PRACTICE  MANAGER 

Experienced  health  care  ad- 
ministrator seeks  challenging 
position  in  Wilmington  area. 
Proven  skills  in: 
Administration/Planning/ 
Fiscal  Management 
Innovative  Problem  Solving 
Marketing 

Effective  Communication 

Please  send  inquiries  to: 

Delaware  Medical  Journal 
1925  Lovering  Avenue 
Wilmington,  Delaware  19806 


Does  Preparing  Your  Tkxes  Cause 
li)ur  Temperature  Tb  Rise? 

As  a doctor  you  know  the  sjrmptoms  well.  The  sleepless  nights,  the  fatigue,  the  headaches,  the  tension 
and  stress  - all  of  which  detracts  from  your  ability  to  treat  your  patients  and  build  your  practice.  All 
because  it’s  tax  time. 

However,  there  is  a cure  to  end  this  reoccurring  problem  in  a mannner  that  is  effective  and  affordable. 
Call  Ballard,  Thompson  & Associates. 

At  Ballard,  Thompson  & Associates  we  understand  that  your  practice  is  your  life.  Therefore  we  devote 
ourselves  to  filing  a return  for  you  in  which  we  have  taken  the  time  to  examine  every  possible 
deduction.  Furthermore  our  experienced  and  highly  trained  staff  will  work  with  you  and  for  you. 

So  call  today  — because  getting  your  taixes  done  efficiently  requires  m.ore  than  liquids  and  plenty 
of  bed  rest  ...  it  requires  the  expert  advice  from  Ballard,  Thompson  & Associates. 

Where  Accounting  is  More  than  Just  Numbers 


BALLARD,  THOMPSON 


&ASSOCIATES,  P.A, 

Newark  737-5511  10  W.  Main  Street  Georgetown  856-4555 

Christiana,  DE  19702 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  A)ud,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Corwenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 


Oncenigfjtiy 


300 
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Brief  Summary 

ConsuK  the  package  literature  for  complete  Information. 

Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  fourweeks. 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer  The  conseguences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known. 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
H;-receptor  antagonists. 

Precautions:  General  - 1 . Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizabdine  is  metabolizedin  the  liver.  In  patients  with  normal 
renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix®  may 
occur  during  therapy  with  nizatidine. 

Drug  Interactions  - No  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system; 
therefore,  drug  interactions  mediated  by  inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur.  In  pabems  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizabdine,  1 50  mg  b.i.d.,  was 
administered  concurrently. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  wibi  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  bierapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effecf.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  bie  gastric  oxynbc  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice:  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo.  Female 
mice  given  the  high  dose  of  Axid  (2,000  m^g/day,  about  330  bmes  the  human 
dose)  showed  marginally  statisbcally  signbicant  increases  in  hepatic  carcinoma 
and  hepabc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  conbol  limits  seen  for  the  sbain  of  mice  used.  The  female  mice  were  given 
a dose  larger  bian  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  wibi  concurrent  controls  and  evidence  of  mild  liver 
injury  (bansaminase  elevabons).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
baUery  are  not  considered  evidence  of  a carcinogenic  pofenbal  for  Axid. 

Axid  was  nof  mutagenic  in  a battery  of  tests  performed  to  evaluate  bs  potential 
genetic  toxicby,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test. 

In  a two-generabon,  perinatal  and  posbiatal  ferblby  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  eflects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  effects -Pregnancy  Category  C-  Oral  reproduebon 
studies  in  rats  at  doses  up  to  300  times  bie  human  dose  and  in  Dutch  Belled  rabbbs 
af  doses  up  to  55  bmes  bie  human  dose  revealed  no  evidence  of  impaired  ferblby  or 
teratogenic  eflect;  but,  at  a dose  equivalent  to  300  bmes  the  human  dose,  beated 
rabbbs  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  inbavenous  adminisbabon  to  pregnant  New  Zealand  Whbe  rabbbs. 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aorbe 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  b produced  ventricular 
anomaly,  distended  abdomen,  spina  bbida.  hydrocephaly,  and  enlarged  heart  in  one 
fetus.  There  are.  however,  no  adequate  and  well-controlled  sbidies  in  pregnant 
women,  b is  also  not  known  whebier  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  attect  reproduction  capaeby.  Nizabdine  should  be 
used  during  pregnancy  only  if  the  potenbal  benelb  justnies  the  potenbal  risk  to  the 
fetus. 

Itiu/sing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0.f%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concenbabons.  Caubon  should  be  exercised  when  adminis- 
tering nizabdine  to  a nursing  mother. 

Pediatric  Use  - Safety  and  effeebveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reactions:  Clinical  trials  of  nizabdine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domesbc  placebo-conbolled  bials 
included  over  1 ,900  patients  given  nizabdine  and  over  1 ,300  given  placebo.  Among 
reported  adverse  evems  in  the  domesbc  placebo-controlled  bials,  sweating  (f  % vs 
0.2%),  urbearia  (0.5%  vs  < 0.01  %),  and  somnolence  (2.4%  vs  1 .3%)  were  signbi- 
canby  more  common  in  the  nizabdine  group.  A variety  of  less  common  events  was 
also  reported:  b was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine. 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
line  pnoi 


Hepatic  - Hep: 
[astJ;  SGPT  |AL1 
possibly  or  prob 


J],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 


possibly  or  probably  related  to  nizabdine.  In  some  cases,  there  was  marked 
elevabon  of  SGOT,  SGPT  enzymes  (oreaterthan  500  lU/L)  a 
SGPT  was  greater  than  2,000  lU/L.  me  overall  rate  of  occurrences  of  e'levated  liver 


.)  and,  in  a single  instarice. 


enzymes  and  elevabons  to  three  bmes  the  upper  limb  of  normal,  however,  did  not 
signbicanby  dbfer  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-beated 
pabents.  All  abnormalbles  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular  — In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
fomabc  ventriculartachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogenic  acbvi^  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  wbh  equal  frequency  by  patients  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  or  gynecomasba  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  wbh  had  and  another  Hz-receptor  antagonist.  On  previous  occasions,  biis 
perienced  birombocytopenia  whife  taking  other  drugs.  Rare  cases  of 
lenic  purpura  have  been  reported. 

Inlegumerifal -Sweating  and  urbearia  were  reported  signbicanby  more  fre- 
quenby  in  nizabdine-  than  in  placebo-treated  pabents.  Rash  and  exfoliabve  dermab- 
bs  were  also  reported. 

Hypersensitivity  - As  wbh  other  Hz-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizabdine  have  been  reported.  Because  cross-sen- 
sbivby  in  this  class  of  compounds  has  been  observed,  Hz-receptor  antagonists 
should  not  be  administered  to  individuals  wbh  a history  of  previous  hypersensbivby 
to  these  agents.  Rare  episodes  of  hypersensbivby  reactions  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophiliaj  have  been  reported. 

Other  - Hyperuricemia  unassociated  wbh  gout  or  nephroibhiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  administrabon  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  fallowing  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  -There  is  litbe  clinical  experience  wbh  overdosage  of  Axid 
in  humans.  Test  animals  that  received  large  doses  of  nizatidine  have  exhibbed 
cholinergic-type  effects,  including  lacrimation,  salivabon,  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal.  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respeebvely. 

Treatment  -To  obtain  up-to-date  information  about  the  treabnent  of  overdose,  a 
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doses,  irberacbon  among  drugs,  and  unusual  drug  kinetics  in  your  pabent. 

If  overdosage  occurs,  use  of  acbvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  wbh  clinical  monboring  and  supporbve  therapy.  Renal  dialysis  lor 
fourto  six  hours  increased  plasma  clearance. 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.,  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Starkey 


Editorials 

Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material, 
preferred  length  is  approximately  250-500  words.  For  further  information  con- 
tact the  Journal  office,  658-3957. 


After  reading  the  Serra/McNicholas/Lemole  ar- 
ticle on  Ebstein’s  anomaly,  I wrote  Kathy 
McNicholas  a note  with  several  questions.  She 
refers  to  a TORR  and  I didn’t  know  what  that  was. 
It  is  a unit  of  pressure  analagous  to  mm  Hg  but 
more  precise.  She  refers  repeatedly  to  “Dr.  Fon- 
tan’s  Criteria”  or  the  ten  commandments  of  Dr. 
Fontan.  It  turns  out  that  these  are  guides  to 
predicting  suitability  for  surgery  or  likelihood  of 
success  (or  failure).  They  are  as  follows: 

1.  Minimal  age  4 years 

2.  Sinus  rhythm 

3.  Normal  caval  drainage 

4.  Normal  right  atrial  volume 

5.  Mean  pulmonary  artery  pressure  less  than 
or  equal  to  15  torr 

6.  Pulmonary  arteriolar  resistance  less  than  4 


units  per  meter  squared 

7.  PA-aortic  diameter  ratio  greater  than  or 
equal  0.75 

8.  No  impairment  fram  previous  shunts 

9.  Normal  left  ventricular  function  (ejection 
fraction  0.6  or  greater) 

10.  Competent  left  atrio- ventricular  valve 

If  all  ten  criteria  are  met,  success  is  almost  as- 
sured. As  I understand  it,  the  right  ventricle  is 
relatively  unimportant. 

Finally  I suggested  omitting  the  details  of  the 
surgical  technique.  I guess  she  didn’t  see  that 
part,  so  medical/pediatric/family  practice  and 
psychiatric  physicians  are  allowed  to  read 
through  that  rather  rapidly. 

E.W.M. 


MERCEDES-BENZ 
PORSCHE  • AUDI 


3 MARVELS  OF  GERMAN  ENGINEERING 
NOW  UNDER  1 ROOF 


1989  AUDI  80  $O^Q00 

PAY  AS  LOW  AS  C^l  27mo. 


60-month  closed-end  lease  with  $3300  down  cash  or 
trade,  plus  local  taxes,  tags  and  security  deposit,  with 
approved  credit. 


PRICE  MOTORCARS 


Mercedes-Benz  • Porsche  • Audi 

3801  Lancaster  Pike  (Route  48) 
Wilmington  995-2211 
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that’s  comforting  news. 

Better  still,  the  760  is  priced 
considerably  less  than  many 
comparable  European  sedans. 
Which  means  it’s  the  ideal  car 
for  those  who  have  both  an 
appreciation  for  the  finer  things 
in  life.  As  well  as  an  appmciation 
for  what  the 

finer  things  'VOIiVO 
in  life  cost.  A '-•m  Ix-liovc  in. 


The  Volvo  760  is  that  rare 
automobile  that  not  only  gives 
you  the  instant  satisfaction  of 
driving  one  of  the  finest  luxury 
cars  now  being  built.  But  also 
the  long-term  siiti.sfaction  of 
knowing  that,  like  all  Volvos,  it 
will  continue  to  reward  you  long 
into  the  futum. 

And  considering  all  the 
amenities  the  760  has  to  offer, 

C IVRV  WI.VO  NORTH  AMERICA  CORPORATION 

SEE  YOUR  DEALER  TO  BUY  OR  LEASE  THE  VOLVO  760  TODAY. 


OLDSMOBILE  • VOLVO  • SAAB  / BILL  LUKE  CHEVROLET  • OLDSMOBILE  KENNETT  SQUARE,  PA 


Letters  To  The  Editor 


ASSUMING  RESPONSIBILITY 
FOR  DELAWARE'S  AIDS  PATIENTS 


To  The  Editor: 

I read  with  interest  the  Special  Report  by  Dr. 
Winslow  and  the  accompanying  editorial  by  Dr. 
Holloway  (January  issue,  Delaware  Medical  Jour- 
nal, 1989).  The  reputation  of  the  Infectious  Dis- 
ease Clinic  for  HIV  infected  patients  is  certainly 
well  desevred.  In  their  comments,  both  Dr.  Wins- 
low and  Dr.  Holloway  call  for  participation  in  HIV 
management  by  other  physicians,  hospitals,  and 
the  state  and  federal  governments.  In  his  conclud- 
ing remarks.  Dr.  Winslow  states  “it  is  imperative 
that  primary  care  physicians  and  other  hospitals 
in  the  State  assume  their  fair  share  of  responsi- 
bility for  the  management  of  HIV  infected  pa- 
tients.” In  response,  I would  like  to  share  with 
your  readers  our  experience  with  the  HIV  epi- 
demic at  the  Wilmington  VA  Hospital. 

To  date,  we  have  tested  over  200  patients  for  the 
presence  of  the  HIV  antibodies.  Approximately 
60  have  tested  positive  and  17  have  had  the 
criteria  for  AIDS.  One  infectious  disease  physi- 
cian and  members  of  a multidisciplinary  “AIDS 
Committee”  have  participated  in  all  aspects  of 
HIV  related  care.  This  committee  includes  a 
senior  psychiatrist,  an  internist,  the  infection 
control  nurse,  a community  health  nurse,  a ward 
nurse,  a priest,  a senior  administrator,  a social 
worker,  and  is  chaired  by  the  infectious  disease 
physician.  Many  of  our  patients  are  seen  in  the 
Infectious  Disease  Clinic  which  has  operated 
since  1985.  Our  HIV  positive  patients  come  from 
Delaware  and  all  the  adjoining  states.  They  are 
seen  in  our  Mental  Hygiene  Clinic  where  two 
psychiatrists,  one  psychologist  and  a social  worker 
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counsel  HTV  positive  patients.  Some  of  the  AIDS 
Committee  members  have  attended  VA  sponsored 
courses  in  New  Y^rk  City  where  they  have  been 
taught  counselling  techniques  pertaining  to  HIV 
testing.  As  part  of  our  Universal  Precautions  Policy 
(officially  instituted  in  1988),  we  have  conducted 
several  in-service  programs  directed  towards  our 
hospital  employees.  The  support  from  highly  quali- 
fied medical  subspeciahsts,  internists,  surgeons,  radi- 
ologists, laboratory  staff,  and  other  staff  members 
has  been  outstanding. 

The  VA  Hospital  has  been  a major  affiliate  of 
Jefferson  Medical  College  since  1980  and  vigorous 
training  programs  are  in  place.  Jefferson  residents 
and  students  participate  in  the  care  of  HIV  positive 
patients  on  the  wards  and  in  the  clinic  and  learn  to 
deal  with  the  medical  and  psychosocial  issues  relat- 
ed to  this  epidemic  We  have  also  participated  in  ex- 
perimental protocols  involving  Zidovudine  (AZT), 
Clofazirnine  (Lamprene),  and  Rifabutin  (Ansamycin) 
since  1986. 

Clearly,  the  sheer  magnitude  of  this  epidemic  will 
require  additional  resources.  It  is  also  obvious  the  in- 
fectious disease  physicians  will  not  be  able  to  han- 
dle the  caseload  without  help  from  other  internists. 
The  plea  by  Dr.  Winslow  and  Dr.  Holloway  is  there- 
fore an  early  and  appropriate  warning  that  more 
must  be  done  soon.  It  may  comfort  them  to  know 
that  we,  at  the  VA  Hospital,  share  their  views  and 
already  have  in  place  a system  to  care  for  the  victims 
of  this  deadly  virus. 

Anand  P.  PEmwalker,  M.D. 
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IN  BRIEF 


AIDS  EDUCATION  The  American  Academy  of  Family  Practice  announces  the  development  of 
CENTERS  AIDS  Regional  Education  and  Training  Centers  which  are  designed  to  pro- 
vide informational  resources  to  family  physicians  and  other  front  line  health 
care  providers.  The  center  in  this  area  is:  Department  of  Medicine,  Wilming- 
ton Hospital,  Dean  Winslow,  M.D.,  RO.  Box  1668,‘Wilmington,  19801.  Tel- 
ephone (302)  428-2295.  If  Dr.  Winslow  is  unavailable,  ask  for  Arlene  Bincsik, 
R.N.,  or  Pat  Lincoln,  R.N. 


CORRECTION:  In  the  editorials  in  the  March  issue,  the  name  of  the  author  of  the  editorial 

“What  Physicians  Can  Do  Regarding  Life  Support”  was  inadvertently  left 
out.  This  editorial  was  submitted  to  us  by  Dr.  David  Raskin.  We  apologize 
to  Dr.  Raskin  for  this  mistake. 


YOU  ALWAYS  SAVE  MORE  AT  PHILLIPS 
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THEORY  OF  FUNDAMENTALS.  Invest  In  quality 
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blend  of  Dacron®  polyester  and  worsted  wool, 
climate  control  365  days  o year  for  business 
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The  "Country  Club"  blazer . . . easy  comfort, 
classic  styling,  wide  spectrum  of  colors  for  busi- 
ness or  casual  wear. 
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In  Brief 


CARDIOLOGY  Episcopal  Hospital  of  Philadelphia,  will  present  “Current  Trends  in  Cardi- 
SYMPOSIUM  ology”  Saturday,  May  6,  1989,  from  9 a.m.  to  4 p.m.  at  the  Hershey  Hotel 
in  Philadelphia.  For  more  information,  contact  Dr.  Vidya  S.  Banka,  Direc- 
tor, Section  of  Cardiology,  Episcopal  Hospital,  (215)  427-7247. 


CONGRESS  ON  The  AMA  is  sponsoring  the  Second  Annual  Congress  on  Adolescent  Health, 

ADOLESCENT  HEALTH  May  19-21,  1989  at  the  Westin  O’Hare  Hotel  in  Rosemont,  Illinois.  CME 

is  available  for  each  hour  of  participation.  For  more  information,  call 
1-800-621-8335. 


EMERGENCY  MEDICINE  The  Division  of  Emergency  Medicine  of  the  Department  of  Surgery  of  Tho-  j 

mas  Jefferson  University,  The  American  College  of  Emergency  Physicians  | 
Delaware  Chapter,  and  the  Department  of  Family  Practice  of  the  Medical 
Center  of  Delaware,  are  sponsoring  “Emergency  Medicine  State  of  the  Art  i 
’89,  June  21-24, 1989,  at  Bally’s  Park  Place  Casino  Hotel,  Atlantic  City,  New  j 
Jersey.  The  program  is  approved  for  19.25  prescribed  credit  hours  by  the  ' 
AAFP  For  more  information,  (302)  451-2215.  ' 


And  in  whatever  part  of  the 
boo\  heat  or  cold  is  seated 
there  is  disease" 

hlippocrates 

Pierre  L.  LeRoy,  M.D.,  F.A.C.S.,  C.C.E., 
Medical  Director 


I 

I 

MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 

INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION  I 

The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 


FOR  MORE  INFORMATION 
CALL  OR  WRITE: 


R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laborat  ,y 
(302)  738-0262 


* 25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 
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A BICENTENNIAL  CELEBRATION  • 1789-1989 
Dover,  Delaware  - May  13,  1989 


Dr.  Wendel 

The  physicians  represented  here  this  afternoon 
are:  James  Tilton,  renowned  surgeon,  innovator 
of  hospital  construction,  and  Surgeon  General  of 
the  United  States  Army;  William  Molleston, 
Revolutionary  War  physician  who  also  served  in 
the  Delaware  State  Legislature  from  1782-1784; 
Jonas  Preston,  Quaker,  from  southern  New  Cas- 
tle County;  Robert  Cook  of  Milford;  James  Sykes 
of  Dover,  surgeon,  elected  Delaware  State  Sena- 
tor six  times,  two  terms  as  a speaker,  and  Gover- 
nor of  Delaware  for  one  year;  Edward  Miller, 
graduate  of  the  University  of  Pennsylvania,  and 
the  first  physician  to  declare  that  yellow  fever  was 
not  contagious  but  vector  borne;  Nicholas  Way, 
who  assisted  many  Philadelphia  refugees  from 
the  scourge  of  the  yellow  fever  in  finding  shelter 
in  Wilmington,  himself,  later  a victim  of  the 
same  disease;  Matthew  Wilson  of  Lewes,  physi- 
cian and  Doctor  of  Divinity,  renowned  as  a 
teacher  and  author;  Joshua  Clayton,  surgeon, 
last  president  of  Delaware  and  first  governor  of 
the  Delaware  state;  Nathaniel  Luff  of  Kent 
County,  surgeon,  who  crossed  the  Delaware  River 
with  George  Washington  on  Christmas  Eve  for 
the  Battle  of  Trenton,  and  George  Monro,  New 
Castle  surgeon  who  studied  at  the  University  of 
Pennsylvania,  and  in  London  and  Edinburgh. 
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Dr.  Tilton 

Welcome  to  this  historic  first  meeting  of  the 
Medical  Society  of  Delaware.  On  February  3 of 
this  year,  the  Delaware  Legislature  enacted  a bill 
that  authorized  the  formation  of  the  Medical  So- 
ciety of  Delaware.  The  list  of  original  incorpora- 
tors includes:  John  McKinley,  Nicholas  Way, 
Jonas  Preston,  Ebenezer  Smith,  George  Monro, 
Thomas  McDonough,  Joshua  Clayton,  Ezekiel 
Needham,  James  Tilton,  William  Molleston,  Ed- 
ward Miller,  James  Sykes,  Nathaniel  Luff, 
Robert  Cook,  Matthew  Wilson,  Joseph  Hall,  John 
Marsh,  John  Polk,  John  Stephens  Hill,  Julius 
Jackson,  William  McMechen,  Henry  Lattimer, 
James  McColmont,  Joseph  Capelle,  Archibald 
Alexander,  Henry  Peterson,  and  Levarius  Hook- 
er Lee.  Further,  the  act  states  that  these  men  are 
authorized  and  empowered,  at  any  time  after  the 
second  Monday  of  May  next,  to  meet  together  in 
Dover,  in  the  County  of  Kent,  or  other  convenient 
place,  and  being  so  assembled  to  the  number  of 
six  or  more,  elect  and  choose  by  a plurality  of 
voices,  then  present:  a president  and  such  other 
officers  as  to  a majority  shall  appear  proper  and 
necessary  for  the  convenience  and  government  of 
the  organization.  In  accordance  with  this  direc- 
tive, we  have  gathered  here  in  Dover  on  this  12th 
day  of  May,  1789,  to  elect  the  officers  of  the  cor- 
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poration  and  perform  such  other  business  as  may 
be  required.  I have  asked  Dr.  Edward  Miller  to  act 
as  secretary  of  this  assembly.  This  first  order  of 
business  is  drafting  a constitution  for  the  Socie- 
ty. Dr.  Edward  Miller  and  Dr.  Jonas  Preston  will 
report  their  work  on  this  item. 

Dr.  Miller 

Mr.  Chairman,  Dr.  Preston  and  I offer  the  fol- 
lowing for  our  Constitution: 

(1)  The  officers  of  the  Society  shall  consist  of  a 
President,  a Vice  President,  four  Censors,  a 
Secretary,  and  a Treasmer,  who  shall  be  annually 
chosen  by  ballot,  on  the  second  Tuesday  in  May; 

(2)  The  President,  and  in  his  absence,  the  Vice 
President,  shall  preside  in  all  meetings,  and 
subscribe  all  the  public  acts  of  the  Society.  The 
President,  or,  in  case  of  his  death  or  incapacity, 
the  Vice  President,  with  the  concurrence  of  two 
Censors  and  four  Fellows,  shall  also  have  the  pow- 
er of  calling  a special  meeting  of  the  Society  when 
they  judge  it  necessary; 

(3)  The  business  of  the  Censors  shall  be  to  in- 
spect the  records  and  examine  the  accounts  and 
expenditures  of  the  Society,  and  to  report  there- 
on. And  all  communications  made  to  the  Socie- 
ty, after  being  read  at  one  of  their  stated 
meetings,  shall  be  referred  to  the  Censors,  and 
such  other  Fellows  of  the  Society  as  shall  be  ap- 
pointed for  the  purpose,  to  examine  and  report 
thereon  to  the  Society. 

Dr.  Preston  continues 

(4)  The  Secretary  shall  keep  all  records  of  the 
proceedings  of  the  Society,  and,  under  their  direc- 
tion, shall  correspond  with  such  persons  and  so- 
cieties as  may  be  judged  necessary  to  promote  the 
views  and  objects  of  the  institution.  He  shall  like- 
wise receive  and  preserve  all  books  and  papers  be- 
longing to  the  Society,  and  letters  addressed  to 
them. 

(5)  The  Treasurer  shall  receive  all  donations, 
and  also  the  contributions  arising  from  such  laws 
and  regulations,  as  the  Society  may,  from  time  to 
time,  make.  He  shall  likewise  keep  all  the  monies 
and  securities  belonging  to  the  Society,  and  shall 
pay  all  orders,  signed  by  the  President,  or  Vice 
President,  which  orders  shall  be  his  vouchers  for 
his  expenditures. 

(6)  All  questions  shall  be  decided  by  a majority 
of  votes.  In  all  cases  where  the  Society  is  equally 
divided,  the  presiding  officer  shall  have  a casting 
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vote. 

(7)  Every  Fellow  shall  subscribe  the  Constitu- 
tion, and  annually  pay  a dollar,  to  defray  the  con- 
tingent expenses  of  the  Society. 

Dr.  Tilton 

Thank  you  gentlemen.  Is  there  any  discussion 
on  this  proposal?  All  in  favor  of  adoption  of  this 
Constitution  please  say  Aye’-  opposed  - ’Nay’  - our 
constitution  is  adopted.  Now  gentlemen,  we  must 
proceed  to  an  election  of  officers; 

Dr.  Clayton 

Mr.  Chairman,  I nominate  you,  James  Tilton, 
as  our  first  President  and  Jonas  Preston  as  Vice 
President. 

Dr.  Way 

Mr.  Chairman,  I would  like  to  nominate  Ed- 
ward Miller  as  Secretary  and  James  Sykes  as 
Treasurer. 

Dr.  Molleston 

Mr.  Chairman,  for  Censors,  let  us  have  Mat- 
thew Wilson,  Joshua  Clayton,  Nathaniel  Luff, 
and  Nicholas  Way. 

Dr.  Tilton 

Thank  you  gentlemen.  That  completes  the 
slate  of  officers  as  directed  by  our  constitution. 
Are  there  any  other  nominations  from  the  floor? 
All  in  favor  of  electing  these  candidates  please 
say  ’Aye’:  opposed  please  say  ’Nay’. 

Thank  you  - we  have  our  first  group  of  officers 
for  the  Medical  Society  of  Delaware. 

Dr.  Wendel 

Ladies  and  gentlemen:  thus  went  our  first  Med- 
ical Society  of  Delaware  meeting  200  years  ago. 
At  the  time  of  this  meeting,  the  Society  had  less 
than  50  members,  some  educated  in  medical 
schools  in  Europe,  some  at  the  College  of 
Philadelphia  (later  renamed  the  University  of 
Pennsylvania),  and  other  men  who  had  been  ap- 
prenticed to  physicians  for  four  to  six  years  to 
learn,  firsthand,  their  profession.  These  doctors 
were  a dedicated,  hardworking  group  who  gave 
all  of  their  time  to  the  welfare  of  patients.  Their 
basic  medical  knowledge  and  procedural  skills 
were  skimpy  by  our  standard,  but  remarkably, 
they  did  an  outstanding  job  in  handling  diseases 
such  as  smallpox,  yellow  fever,  dysentery,  typhus, 
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leg  sores,  rheumatism,  heat  stroke,  etc.  Diagno- 
sis was  a result  of  clinical  acumen  because  they 
had  no  lab,  x-ray,  or  other  diagnostic  tools.  Treat- 
ments often  included  blood  letting,  blisters,  poul- 
tices, fermentation  (hot  compresses),  and  clysters 
(which  was  the  rectal  administration  of  medica- 
tion when  not  taken  by  mouth).  By  the  time  of  the 
Centennial  Celebration  in  1889,  Dr.  W.  T.  Skin- 
ner reported  that  the  membership  numbered 
135.  Today,  1989,  we  have  over  1200  members.  As 
we  look  back  over  the  past  two  centuries,  we  can 
shake  our  heads  in  astonishment  to  recall  how 
these  men  and  women  did  such  an  outstanding 
job  in  preserving  the  health  of  the  citizens  of 
Delaware  through  epidemics  of  yellow  fever, 
typhus,  typhoid  fever,  influenza,  and  the  wars  of 
the  Revolution,  1812,  Civil  War,  WWl  and 
WW2.  They  pioneered  and  persevered  through 
the  development  of  diagnostic  and  procedural 
skills  we  have  today,  through  treatment  modali- 
ties that  never  admit  defeat,  and  through  the 
specialization  and  subspecialization  of  all  the 
fields  of  medicine  that  we  now  share.  In  his  ad- 
dress to  the  centennial  ceremony  in  1889,  Dr. 
Skinner  spoke  of  the  many  courageous  men  who 
had  served  as  physicians  to  the  people  of  Dela- 
ware. He  recalled  the  progress  made  in  medical 
diagnosis  and  treatment  and  of  the  dedication  of 
the  members  of  the  Medical  Society  who  took 
three  days  for  the  annual  meeting  of  the  Society 
in  Dover  - one  day  to  reach  Dover,  one  day  for  the 
meeting,  and  one  day  to  return  home.  In  closing 
he  said:  “great  as  is  the  satisfaction  we  derive 
from  contemplating  the  past,  I predict  that 
whoever  stands  up  here  a hundred  years  hence, 
to  recount  the  changes  which  shall  have  been 
wrought  by  that  time,  will  have  more  to  say  of  the 
century  upon  which  we  are  now  just  entering 
than  can  be  said  even  of  the  one  which  closed  with 
us  today.” 

Ladies  and  gentlemen,  if  only  Dr.  Skinner 
could  see  us  now.  Thirty  percent  of  the  material 
I learned  in  medical  school  only  35  years  ago  is 
now  heresy,  and  fully  forty  five  to  fifty  percent  of 
our  present  day  array  of  diagnostic  tools  were 
merely  a gleam  in  someone’s  imagination  in 
1953. 

With  the  steady  progress  of  science,  we  have 
seen  the  life  span  of  the  average  American  dou- 
bled from  thirty  five  - forty  years  to  over  seventy 
five  years  today.  The  emergence  of  antibiotics  has 
beaten  back  infectious  diseases.  The  next  termi- 
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nal  problem  for  fifty  to  sixty  year  olds  has  been 
cardiovascular  disease,  and  with  the  advent  of 
more  precise  diagnostic  tools  like  echocardiogra- 
phy and  coronary  arteriography,  progression  to 
coronary  bypass  surgery,  angioplasty,  strep- 
tokinase, tissue  plasminogen  activator,  and  other 
medical/surgical  modalities  again  has  extended 
life  expectancy  now  to  the  seventies.  We  still  have 
our  problems,  which  include  cancer,  HIV  infec- 
tion, and  now  the  specter  of  social,  ethical,  and 
medicolegal  dilemmas  occupy  a great  deal  of  the 
physicians’  time.  I too  wonder,  as  did  Dr.  Skinner 
in  1889,  what  marvels  will  our  president  100 
years  from  now  have  to  contemplate.  We  too  have 
had  our  outstanding  Society  members  in  the  past 
years  and  they  include  Drs.  Margaret  Handy, 
Edgar  and  Elizabeth  Miller,  A.R.  Shands,  Leith 
Munson,  Lewis  B.  Flinn,  Leonard  Lang,  William 
Holloway,  and  David  Platt,  to  name  but  a few. 

It  is  a great  honor  for  me  to  be  serving  as  presi- 
dent of  the  Medical  Society  during  this  historic 
year;  I pray  our  accomplishments  in  service  to 
our  members  far  outlast  our  words  today. 

Thank  you  all  for  coming  today  - you  are  all  in- 
vited to  attend  the  anniversary  reception  at  the 
Governor’s  home  at  Woodburn. 

Thank  you. 


Henri  F.  Wendel,  M.D. 

President 
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200th  ANNIVEDSADY 
MEDICAL  SOCIETY  Of  DELAWARE 
1789  - 1989 


The  Medical  Soci- 
ety of  Delaware 
cordially  invites 
its  members  to 
participate  in  its  200th 
Anniversary  Celebra- 
tions to  be  held  through- 
out the  year. 

Please  look  for  your  invi- 
tations in  the  mail. 


CELEBRATIONS 

Monday  May  15  thru  August  31,  1989 

An  exhibition  jointly  sponsored  by  the  University  of 
Delaware  Library  Associates. 

Satm-day  November  18,  1989 

Prayer  Breakfast 

Scientific  Session 

Dinner/Dance 

Fife  and  Drum  Corps 
Instruction  in  the  minuet 

Anyone  who  attends  the  dinner/dance  in  costume  v/ill 
be  admitted  free  of  charge. 


DELAWARE 
MEDICAL  JOURNAL 


VOLUME  61 
NUMBER  5 
MAY  1989 


ETIOLOGY  AND  TREATMENT  OF  CEREBRAL  PALSY 


Steven  Bachrach,  M.D. 


INTRODUCTION 

Various  definitions  of  cerebral  palsy  can  be 
found  in  the  works  of  Little  (1862)\  Freud 
(1897)^,  and  Osier  (1889)^.  All  three  emphasize 
that  cerebral  palsy  is  a collection  of  motor  disord- 
ers dating  from  birth  to  early  childhood  and  is 
due  to  a lesion  of  the  brain.  The  definition  of 
cerebral  palsy  now  generally  accepted  has  been 
defined  by  Ingram'^  as  follows:  “Cerebral  palsy  is 
used  as  an  inclusive  term  to  describe  a group  of 
nonprogressive  disorders  occurring  in  young  chil- 
dren in  which  disease  of  the  brain  causes  impair- 
ment of  a motor  function.  The  impairment  of 
motor  function  may  be  the  result  of  paresis,  in- 
voluntary movement,  or  incoordination,  but  mo- 
tor disorders  that  are  transient  or  are  the  result 
of  progressive  diseases  of  the  brain  or  attributa- 
ble to  abnormalities  of  the  spinal  cord  are  exclud- 
ed.” This  definition  is  accepted  widely  and  serves 
as  the  basis  for  making  a diagnosis  of  cerebral 
palsy.  The  definition  of  young  children  varies,  but 
most  people  accept  an  injury  occurring  up  to  age 
five  years  as  within  the  scope  of  this  definition. 

The  different  motor  disorders  or  syndromes 
comprised  by  the  term  “cerebral  palsy”  are 
grouped  together,  not  because  they  have  a com- 
mon cause,  but  because  they  show  characteristics 
that  are  similar  and  are  important  in  clinical 
management.  The  prevalence  among  children  at 
school  entry  consistently  has  been  found  to  be 
about  2 per  1,000  live  births,  with  little  variation 
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across  developed  countries.®^  There  is  no  evi- 
dence that  this  figure  has  changed  over  the  last 
30  years.  Data  from  western  Australia  show  the 
cerebral  palsy  rate  remaining  around  2 to  2 1/2 
per  1,000  births  despite  a marked  fall  in  perina- 
tal mortality.^  The  same  author  describes  an  in- 
crease in  the  rate  of  cerebral  palsy  among  very 
low  birth  weight  infants  from  14  per  1,000  live 
births  in  1968-1971,  to  25  per  1,000  live  births  in 
1979-1981.  This,  however,  has  contributed  little 
to  the  overall  rate  of  cerebral  palsy  because  78% 
of  all  cases  are  in  infants  of  normal  birth  weight. 

Cerebral  palsy  in  low  birth  weight  infants  is 
seen  most  typically  as  spastic  diplegia  and  often 
is  associated  with  normal  intelligence.  The 
asphyxiated  infant  is  more  likely  to  have  spastic 
quadriplegia,  sometimes  with  a superimposed 
dyskinetic  component.  Severe  mental  retardation 
is  far  more  common  in  these  children  than  in 
premature  infants  with  diplegia. 

While  the  incidence  of  cerebral  palsy  has  not 
changed,  the  relative  incidence  of  spastic  cerebral 
palsy  has  increased  over  the  years.  Whereas 
15-20  years  ago  the  spastic  type  of  cerebral  pal- 
sy comprised  about  60%  of  cases,  today  80%  of  pa- 
tients with  cerebral  palsy  show  spasticity.®  The 
reason  for  this  change  is  the  marked  decrease  in 
athetoid  cerebral  palsy  secondary  to  hyper- 
bilirubinemia, which  once  comprised  20%  of  the 
cerebral  palsy  population.  In  addition,  in  the 
past,  approximately  half  the  cases  of  spasticity 
were  hemiplegic,  whereas  today,  80-85%  have 
bilateral  spasticity.  This  can  be  explained  by  im- 
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proved  perinatal  care,  the  reduced  incidence  of 
traumatic  prolonged  labor  and  forceps  delivery 
that  caused  unilateral  lesions  and  hemiplegia, 
and  the  increased  survival  rate  of  premature  low 
birth  weight  infants  who  suffer  traventricular 
hemorrhages  that  affect  the  germinal  matrix  and 
pyramidial  tracts  leading  to  spastic  diplegia. 

The  biggest  controversy  in  any  discussion  of 
cerebral  palsy  concerns  its  etiology.  This  con- 
troversy goes  back  to  its  first  descriptions.  Pathol- 
ogists and  neurologists  interested  in 
neuropathology  first  tried  to  classify  cerebral  pal- 
sy based  on  pathological  lesions.  The  association 
between  cerebral  palsy  in  the  newborn  period  and 
abnormal  pregnancy,  labor,  and  delivery  was  first 
described  by  Little  in  1862.^  The  title  of  his 
paper  shows  clearly  that  he  felt  cerebral  palsy 
was  secondary  to  perinatal  complications.  Little 
was  convinced  that  the  origins  of  the  defects  he 
observed  were  to  be  found  in  the  circumstances 
of  birth  and  that  virtually  nothing  else  could 
have  caused  this  medical  picture.  Thirty-five 
years  later,  Sigmund  Freud  wrote,  “the  anoma- 
ly of  the  birth  process,  rather  than  being  the 
causal  etiological  factor,  may  itself  be  the  conse- 
quence of  the  real  prenatal  etiology.”^ 

These  two  divergent  opinions  have  continued 
to  be  argued  for  the  past  100  years.  Within  the 
last  five  years,  however,  strong  evidence  has  been 
presented  that  would  seem  to  support  Freud’s  po- 
sition; that  is,  that  cerebral  palsy  is  not  the  result 
of  birth  asphyxia,  but  that  birth  asphyxia  and 
cerebral  palsy  are  both  markers  of  some  intrau- 
terine insult  or  maldevelopment  of  the  brain. 
With  this  new  evidence,  it  is  clear  that  clinicians 
should  be  cautious  in  assigning  a cause  of 
cerebral  palsy  simply  because  of  adverse  factors 
in  the  perinatal  period.  After  all,  such  complica- 
tions are  very  common  in  the  general  population. 
For  instance,  in  the  collaborative  perinatal 
project,®  62%  of  all  pregnancies  experienced  one 
or  more  late  obstetric  complications.  Twenty-five 
percent  at  birth  experienced  a nuchal  cord  and 
18%  experienced  passage  of  meconium.  The  data 
show  that  infants  with  nuchal  cord  have  no 
higher  risk  of  cerebral  palsy  than  infants  without 
one,  and  infants  who  have  passed  meconium  dur- 
ing labor  only  show  a small  increased  risk  limit- 
ed to  those  who  also  had  depressed  Apgar 
scores.® 

The  perinatal  project  followed  approximately 
54,000  pregnancies  at  12  university  hospitals  be- 
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tween  1959  and  1966.  These  pregnancies  result- 
ed  in  over  51,000  live-born  singleton  births, 
45,000  of  whom  were  followed  to  7 years  of  age. 

Of  these  children,  189  developed  cerebral  palsy. 
The  two  major  risk  factors  for  cerebral  palsy  were 
low  birth  weight  and  birth  asphyxia.  The  rate 
was  increased  20  to  25  fold  for  infants  less  than 
1,500  grams  (ie,  a 4%  to  5%  risk).  It  was  increased 
250  times  for  full  term  infants  with  the  most  se- 
vere category  of  asphyxia  (ie,  those  with  Apgar 
score  of  3 or  less  at  20  minutes).  Many  other  fac- 
tors that  are  associated  statistically  with  cerebral 
palsy  are  associated  with  it  only  because  they  are 
related  to  either  low  birth  weight  or  asphyxia. 
Even  these  two  factors  do  not  account  for  all 
cases.  Fifty-five  percent  of  children  with  cerebral 
palsy  were  infants  with  no  evidence  of  asphyxia 
(Apgar  scores  of  greater  than  7 at  1 minute)  and 
67%  were  infants  weighing  more  than  2,500 
grams.  Furthermore,  it  takes  a severe  degree  of 
asphyxia  to  cause  cerebral  palsy.  With  the 
severest  category  of  hypoxia,  an  Apgar  score  of 
less  than  3 at  20  minutes,  43%  of  the  survivors 
did  not  develop  cerebral  palsy. 

Nelson  and  Ellenberg  in  1986  presented  data 
from  the  collaborative  perinatal  project,  looking 
specifically  at  the  189  children  who  developed 
cerebral  palsy.  They  examined  prenatal  and 
perinatal  factors  using  a multi-varied  analysis  to 
investigate  which  factors  were  most  important  in 
predicting  cerebral  palsy,  and  the  proportion  of 
cases  for  which  each  factor  accounted.  They 
looked  at  all  the  factors  previously  identified  as 
being  associated  with  cerebral  palsy.  The  predic- 
tive value  of  any  one  of  these  factors  was  poor. 
Once  labor  began,  the  most  powerful  predictor  of 
cerebral  palsy  was  a gestational  age  less  than  32 
weeks.  In  the  delivery  room,  delay  of  first  cry  for 
greater  than  five  minutes,  an  asymmetric  Moro 
reflex,  and  microcephaly  were  most  predictive  of 
cerebral  palsy.  In  the  nursery  period,  neonatal 
seizures  and  major  non-central  nervous  system 
malformations  were  the  most  important 
predictors.  | 

When  information  from  all  these  stages  was  in-  ! 
eluded,  children  in  the  five  percent  highest  risk 
group  contributed  to  37  % of  cases.  Thus  63%  did 
not  come  from  this  highest  risk  group.  Even  more 
striking  is  the  proportion  of  children  in  particu- 
lar risk  groups  who  actually  had  cerebral  palsy. 

Of  the  more  than  2,000  mother-infant  pairs  in  the 
5%  with  the  highest  risk,  only  2.8%  had  a child 
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with  cerebral  palsy  meaning  there  was  a false 
positive  reading  of  over  97%.  For  infants  over 
2,500  grams,  the  false  positive  rate  for  the  5% 
highest  risk  group  was  99%.  Therefore,  when  the 
leading  predictors  from  a rather  large  data  base 
were  considered  simultaneously,  the  overwhelm- 
ing majority  of  children  in  the  group  at  highest 
risk  actually  did  not  have  cerebral  palsy. 

When  characteristics  from  all  stages  compete, 
the  four  most  important  predictors  of  cerebral 
palsy  are  neonatal  seizures,  low  birth  weight, 
delayed  cry  (a  better  predictor  than  Apgar 
scores),  and  non-central  nervous  system  congen- 
ital malformations.  Yet,  when  one  looks  at  a child 
with  one  of  these  factors,  33%  to  65%  have 
another  possible  cause  for  the  cerebral  palsy.  For 
instance,  40  of  189  infants  with  cerebral  palsy 
had  asphyxia,  but  23  of  these  40  had  at  least  one 
other  leading  predictor  present,  such  as  low  birth 
weight  or  a major  congenital  malformation  before 
labor  or  delivery  even  began.  This  leaves  only  17 
patients  (9%  of  all  cases)  in  whom  asphyxia  was 
the  only  predictive  factor  for  cerebral  palsy.  The 
conclusion  of  this  study  is  stated  by  Nelson  and 
Ellenberg^®  as  follows:  “The  acid  test  of  an  un- 
derstanding of  an  outcome’s  cause  is  the  ability 
to  predict  its  occurrence.  As  this  study  shows,  our 
present  ability  to  recognize  the  important  antece- 
dents of  cerebral  palsy  and  to  predict  the  occur- 
rence of  the  disorder  failed  to  account  for  a 
majority  of  cases,  and  there  was  an  exceedingly 
high  rate  of  false  positive  identification.  We  prob- 
ably do  not  know  what  causes  most  cases  of 
cerebral  palsy.” 

A recent  article  by  Blair  and  Stanley^  from 
western  Australia  came  to  a similar  conclusion. 
Of  183  children  who  developed  spastic  cerebral 
palsy,  4.9%  were  considered  very  likely  to  have 
experienced  intrapartum  damage,  and  in  another 
3.3%,  intrapartum  injury  was  considered  possi- 
ble. This  leaves  91.8%  where  intrapartum  inju- 
ry was  considered  highly  unlikely  to  account  for 
the  disability. 

Supporting  these  observations  is  the  fact  that, 
in  spite  of  the  marked  increase  in  perinatal  in- 
tervention (eg,  fetal  monitoring)  aimed  at  reduc- 
ing the  incidence  of  asphyxia,  cerebral  palsy 
rates  have  not  shown  a consistent  decrease.  In 
studies  in  the  United  States,®  Sweden^,  and  Aus- 
tralia,® the  cerebral  palsy  rate  has  remained 
remarkably  stable  over  the  past  20  to  30  years. 
During  this  time  period,  the  perinatal  mortali- 
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ty  rate  has  fallen  steadily,  and  the  rates  of 
caesarean  section,  electronic  monitoring,  and  ne- 
onatal intensive  care  admissions  all  have  in- 
creased. Thus,  improvement  in  obstetric  and 
neonatal  care  has  reduced  the  mortality  rate  and 
has  allowed  the  survival  of  large  numbers  of  in- 
fants who  otherwise  would  have  died.  However, 
such  improvements  have  not  reduced  the  inci- 
dence of  motor  handicap  in  the  population.  The 
implications  of  this  finding  are  significant  for 
both  the  medical  and  legal  professions,  given  the 
high  rate  of  lawsuits  against  obstetricians  when 
infants  are  found  to  be  handicapped. 

TREATMENT  AND  MANAGEMENT  OF  CEREBRAL 
PALSY 

Although  by  definition  cerebral  palsy  is  a mo- 
tor disorder,  there  are  many  non-motor  disabili- 
ties associated  with  it.  These  often  prove  to  be 
more  disabling  to  the  patient  than  the  motor  dis- 
order itself.  Some  of  these  associated  problems  in- 
clude the  following: 

(1)  Cognitive  ability.  The  cognitive  level  of  chil- 
dren and  particularly  of  young  children  with 
cerebral  palsy  can  be  extremely  difficult  to  evalu- 
ate because  so  many  instruments  require  motor 
competency.  There  are  motor-free  tests  that 
should  allow  for  evaluation  without  as  much  de- 
pendence on  motor  abilities.  Nevertheless,  for  a 
child  whose  speech  is  impaired  and  whose  hand 
function  may  be  quite  limited,  testing  can  be  a 
real  challenge  to  the  pediatrician  or  psychologist. 
Approximately  one  third  of  children  with 
cerebral  palsy  have  normal  intelligence,  another 
one  third  are  in  the  mildly  retarded  range  of  func- 
tioning, and  the  remaining  one  third  are  at  or  be- 
low the  moderately  retarded  level. Many  of 
those  children  with  normal  intelligence  have 
some  degree  of  visual-perceptual  difficulties  and 
learning  disabilities.  Many,  especially  the  very 
low  birth  weight  (VLBW)  survivors  of  premat- 
urity, may  suffer  from  an  attention  deficit  disord- 
er as  well. 

(2)  Communicative  disorders.  These  children 
may  have  an  expressive  and/or  perceptive  disord- 
er of  language.  This  also  will  make  testing 
difficult,  and  children  may  be  labeled  incorrect- 
ly as  retarded.  The  recent  use  of  communication 
boards  has  allowed  for  such  children  to  express 
themselves,  and  new  technologic  breakthroughs 
are  resulting  in  ever-more  sophisticated  devices 
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that  produce  synthesized  speech  at  faster  rates. 

(3)  Seizure  disorders.  This  is  more  common  in 
children  with  spastic  quadriplegia  than  in  chil- 
dren with  other  types  of  cerebral  palsy.  Approxi- 
mately half  of  all  children  with  cerebral  palsy 
have  a seizure  disorder. 

(4)  Visual  problem.  Strabismus  is  seen  in  great- 
er than  75%  of  children  with  cerebral  palsy,  and 
near-sightedness  is  quite  common.  In  hemiplegia 
homonymous  hemianopsia  may  be  present,  and 
paralysis  of  conjugate  upward  gaze  is  seen  in 
those  with  kernicterus.^^ 

(5)  Carious  teeth.  This  occurs  commonly  in  chil- 
dren with  cerebral  palsy  because  of  poor  hygiene 
and  defects  of  the  dental  enamel. In  addition, 
children  with  cerebral  palsy  have  an  accentuat- 
ed tendency  towards  malocclusion,  resulting  in 
greater  need  for  orthodontic  as  well  as  dental 
care. 

(6)  Hearing  loss.  This  is  seen  in  15%  to  25%  of 
children  with  cerebral  palsy.  In  two  thirds  of  such 
cases,  it  is  secondary  to  bilirubin  toxicity. 

(7)  Incontinence.  A recent  study  of  57  children 
with  cerebral  palsy,  ranging  in  age  from  under 
two  years  to  over  20  years  who  were  referred  for 
urological  symptoms,  found  significant  pathol 
ogy.^^  Incontinence  was  the  presenting  com- 
plaint in  49  (86%)  of  the  children,  whereas  three 
children  had  severe  urgency  and  frequency,  two 
children  had  urinary  tract  infection  (UTI),  two 
children  had  difficulty  initiating  urination,  and 
one  child  was  in  urinary  retention.  The  neurolog- 
ical injury  to  the  vesicourethral  unit  was  purely 
an  upper  motor  neuron  lesion  in  49  patients, 
whereas  in  six  patients,  an  incomplete  lower  mo- 
tor neuron  injury  to  the  sphincter  was  shown. 
Medication  was  used  in  47  patients  (mostly  an- 
ticholinergics) and  intermittent  catheterization 
in  9 patients. 

(8)  Nutrition.  A number  of  factors  contribute  to 
the  poor  growth  in  these  children.  Feeding 
problems  are  often  secondary  to  hypotonia,  poor 
sucking,  incoordination  of  the  swallowing 
mechanism,  tonic  bite  reflex,  hyperactive  gag 
reflex,  and  tongue  thrust.  All  these  contribute  to 
making  feeding  either  impossible  or  so  difficult 
that  it  takes  anywhere  from  one  to  two  hours  to 
feed  a child  sufficient  calories.  In  addition,  den- 
tal problems  such  as  enamel  hypoplasia  (seen  in 
two  thirds  of  children  with  cerebral  palsy^^), 
poor  oral  hygiene,  bruxism,  dental  caries,  and 
malocclusion  make  it  difficult  to  eat  properly. 


Energy  requirements  for  most  children  with 
spastic  cerebral  palsy  will  be  decreased  because 
of  decreased  activity,  whereas  those  with  athetoid 
cerebral  palsy  may  have  a markedly  increased 
need  for  energy.  Specific  vitamin  and  mineral 
deficiencies  may  also  be  seen  in  these  patients. 
The  need  for  an  alternative  method  of  feeding, 
such  as  by  gastrostomy  tube,  often  is  avoided  for 
too  long,  resulting  in  a significantly  mal- 
nourished child  and  exhausted  parents  who  have 
spent  countless  hours  trying  to  get  adequate 
calories  into  their  child.  A gastrostomy  tube  is 
even  more  critical  if,  in  addition  to  malnutrition, 
the  child  is  chronically  aspirating,  a not  uncom- 
mon occurrence  in  the  more  severely  affected 
spastic  quadriplegics. 

For  many  years,  there  has  been  a question  as 
to  whether  the  smaller  size  and  lower  weight  of 
children  with  cerebral  palsy  is  due  to  neurologi- 
cal or  nutritional  factors.  Recently,  in  a study 
done  at  the  Kennedy  Center  in  Baltimore,^'^  19 
children  with  cerebral  palsy  had  gastrostomies 
placed  and  were  followed  for  six  to  41  months 
(mean  23  months).  All  were  profoundly  han- 
dicapped with  all  four  limbs  involved,  and  all 
were  severely  retarded.  Weight  to  height  ratios 
improved  in  16  of  19  children.  Weight  gain  was 
more  dramatic  than  the  increase  in  length, 
though  some  of  the  children  had  accelerated 
linear  growth  as  well.  This  supports  those  who 
have  been  saying  that  these  children  are  small 
because  of  malnutrition,  and  that  tube  feedings 
can  make  a real  difference  in  the  care  of  these 
children. 

(9)  Drooling.  Estimates  of  the  incidence  of  sig- 
nificant drooling  varies  from  10%  in  a study  of 
Swedish  patients  who  showed  “embarrassing 
drooling,”  to  37.4%  of  Belgian  patients  who 
showed  “moderate  to  serious”  drooling.^®  Three 
basic  approaches  have  been  attempted  to  deal 
with  this  issue.  One  is  surgical,  including  the 
rerouting  of  parotid  ducts  to  the  tonsillar  fossae, 
resection  of  submandibular  glands,  or  parotid 
duct  ligation  (or  some  combination  of  these).  The 
second  approach  is  behavior  modification,  with 
the  use  of  cueing  and  positive  reinforcement.  The 
third  major  approach  is  oral  therapy,  using  sen- 
sory motor  techniques  to  decrease  tongue  thrust 
and  oral  motor  techniques  to  facilitate  jaw 
closure.  None  of  these  approaches  has  been  shown 
to  be  superior  to  any  other  one. 

(10)  The  motor  handicap  itself.  There  are 
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AXID® 

nizatidine  capsules 

Brief  Summary 

ConsuH  ttie  package  literature  tor  complete  intormauoo. 

Indicatioin  and  Usage:  And  is  indicated  for  up  to  eight  weeks  lor  the  treatment  ot 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  widun  four  weeks. 

And  is  indicated  for  maintenance  therapy  tor  duodenal  ulcer  p^ents  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  And  for  longer  than  one  year  are  not  known. 
Contraindication:  And  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hi-receptor  antagonists 

Precautions:  Genera/  - 1 Symptomadc  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gasdic  malignancy. 

2.  Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  Pharrnacokinetic  studies  in  pabents  with  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizabdine  is  metabolized  in  the  liver.  In  pabents  with  normal 
renal  funcbon  and  uncomplicated  hepabc  dysfuncbon,  the  disposibon  ot  nizabdine 
is  similar  to  that  in  nomtai  subjects. 

Laboratory  Tesfs -False-positive  tests  for  urobilinogen  with  Mulbsbx*  may 
occur  during  thei^y  with  nizabdine. 

Drug  Interactions -Ho  interacbons  have  been  observed  between  Axid  and 
theopf^line,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system: 
therefore,  drug  interacbons  mediated  by  Inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur.  In  pabents  given  very  high  doses  (3.900  mg)  of  aspinn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizabdine,  I M mg  b.i.d..  was 
administered  concurrenby. 

Carcinogenesis,  Mutagenesis.  Impairment  o!  fertility— two-year  oral  car- 
cinogenici^  study  inratswithdosesashighasSOO  mg/kg'day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  die  density  of  enterochramafbn-like 
(ECL)  cells  in  the  gastric  oxynbc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  aflhough  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compai^  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kgday,  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significant  increases  in  hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  id  the  other 
dose  groups.  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  forthe  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevabons).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kgday,  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled  DNA  s^esis. 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generabon.  perinatal  and  postnatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  m^g/day  produced  no  adverse  ^ects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C- Oral  reproduction 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administrabon  to  pregnant  New  Zealand  wite  rabbits, 
nizabdine  at  20  mgfkg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mgikg  it  produced  ventricular 
anom^,  distended  abdomen,  spina  bifida  hydroceph^.  and  enlarged  heart  in  one 
fetus.  There  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  ca^city.  Nizabdine  should  be 
used  during  pregnancy  only  tf  the  potenbal  benefit  jusbfies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers  —Studies  conducted  in  lactabng  women  have  shown  that 
<0.1%  or  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concentrabons.  Caubon  should  be  exercised  when  adminis- 
tering nizabdine  to  a nursing  mother. 

Pediatric  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patents  - Ulcer  healing  rates  in  eldeily  pabents  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnonnaiibes  are  also  similar  to  those  seen  in  other  age  groups.  Age  alone  may 
not  be  an  important  factor  in  the  disposibon  of  nizabdine.  Bderty  pabents  may  have 
reduced  renal  funcbon. 

Adverse  Reacbons:  Clinical  trials  of  nizabdine  Included  almost  5.000  pabents 
given  nizabdine  in  studies  of  varying  durabons.  Domesbc  placebo-corfirolled  trials 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .3(10  given  placebo.  Among 
reported  adverse  events  in  the  domesbc  placebo-controlled  trials,  sweabng  (1  % vs 
0.2%),  urbcaria  (0.5%  vs  < 0.01%).  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizabdine  group.  A variety  of  less  common  events  was 
also  reported:  it  was  not  possible  to  determine  whether  btese  were  caused  by 
nizabdine. 

Hepabc — Hepatocellular  injury,  evidenced  by  elevated  Irver  enzyme  tests  (SGOT 
[AST].  SGPT  [/U.T].  or  alkaline  phosphatase),  occurred  in  some  pabents  arid  was 


possibly  or  probably  related  to  nizabdine.  In  some  cases,  there  was  marked 
elevabon  of  SGOT  S(SPT  enzymes  (area 

SGPT  was  greater  than  2,000  lU/L  Iw  overall  rate  of  occurrences  of  elevated  liver 


greater  than  500  lU/L)  and.  in  a single  instance. 


enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 

significar 

pabents. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventricular  tachycardia  occurred  in  two  Individuals  administered  Axid  and  in 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  bials  showed 
no  evidence  of  anbandrogenic  acbvi^  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  pabents  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomastia  occurred. 

Hematologic —fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axid  and  another  Ffi-receptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  firrombocytopenia  while  taking  other  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported. 

Inlegurrrenlal  - Sweabng  and  urbcaria  were  reported  significantly  more  fre- 
quently in  nizabdine-  than  in  placebo-treated  pabents.  Rash  and  exfoliative  dermab- 
bs  were  also  reported. 

Hypersensitivity — As  with  other  Hi-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizabdine  have  been  reported.  Because  cmss-sen- 
sibvity  in  this  class  of  compounds  has  been  observed.  Hrieceptor  antagorrists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents.  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 
laryngeal  ^ema  rash,  and  eosinophilial  have  been  reported. 

Other — Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia  fever  and  nausea  related  to  nizabdine  administrabon  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  —There  is  litbe  clinical  experience  with  overdosage  of  Axid 
in  humans.  Test  animals  brat  received  large  doses  of  nizabdine  have  exhibited 
cholinergic-type  effects,  including  lacrimabon.  salivabon.  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1 .200  mg/kg  in  monkeirs 
were  not  lethal.  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively. 

Treatment  — To  obtein  up-to-date  infonnabon  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center.  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses. interacbon  among  drugs,  and  unusual  drug  kinebes  in  your  p^ent 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  for 
fourto  six  hours  increased  plasma  clearance. 
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secondary  complications  to  the  motor  handicap, 
such  as  discrepant  leg  lengths  in  hemiparetics 
and  skeletal  deformities.  The  most  common  com- 
plications are  scoliosis  and  subluxation  of  the 
hips  in  those  with  spasticity.  Patients  with  spas- 
tic cerebral  palsy  often  develop  joint  contractures 
of  both  the  upper  and  lower  extremities.  As  a rule, 
all  children  with  hemiplegia  will  walk  eventually 
(unless  they  are  severely  retarded).^'  The  major- 
ity walk  by  2 years  of  age,  many  with  the  help  of 
short-leg  braces.  Approximately  15%  of  diplegics 
use  wheelchairs  because  crutch  walking  is  too  ex- 
haustive or  because  of  other  problems  like  men- 
tal retardation.  The  other  85%  become 
community  ambulators.  In  75%  of  those  patients 
with  athetoid  cerebral  palsy,  ambulation  is  even- 
tually achieved.  In  those  patients  with  ataxic 
cerebral  palsy,  all  walk,  but  quite  late. 

Several  studies  have  shown  a correlation  be- 
tween the  age  of  achievement  of  sitting  balance 
and  the  potential  for  walking.  In  one  particular 
study,  all  64  children  who  attained  sitting  by  24 
months  of  age  were  eventually  able  to  walk.^' 
No  child  who  later  was  non-ambulatory  was  sit- 
ting at  two  years  of  age.  All  eventual  ambulators 
sat  by  age  49  months  at  the  latest.  Those  children 
who  walked  or  sat  by  2 years  of  age  were  commu- 
nity ambulators  and  required  no  assistive 
devices,  whereas  only  half  of  those  who  sat  by 
three  years  of  age  achieved  community  ambula- 
tion. Children  who  sat  after  three  years  of  age 
and  eventually  could  walk  were  able  to  walk  only 
with  the  help  of  crutches  or  braces. 

A variety  of  medications  have  been  used  to 
treat  spasticity,  including  dantolene  sodium 
(Dantrium),  diazepam  (Valium),  baclofen 
(Lioresal),  benzotropine  mesylate  (Cogentin),  and 
clonazepam  (Clonopin).  The  benefits  are  variable 
and  all  of  them  have  sedative  side  effects  that 
often  are  unacceptable  to  families.  A trial  of 
medication  in  conjunction  with  a physical  ther- 
apy program  often  proves  beneficial,  because  the 
medication  can  make  the  therapy  more  success- 
ful if  it  succeeds  in  decreasing  spasticity. 

Rehabilitation  is  aimed  not  only  at  improving 
the  physical  condition,  but  also  maximizing 
potential  in  all  areas  of  function:  movement  and 
mobility,  fine  motor  skills,  self-care,  and  com- 
municative skills.  Hands-on  therapy,  while  im- 
portant, is  only  a small  part  of  the  overall 
approach.  Treatment  includes  meeting  the 
educational  and  equipment  needs  of  the  child, 
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and  the  needs  of  the  family.  To  achieve  this,  a re- 
habilitation team  brings  together  professionals 
from  many  different  disciplines  who  work 
together  to  reach  patient-specific  goals. 

The  evidence  for  an  advantage  of  one  type  of 
therapy  over  another  simply  does  not  exist.  The 
key  to  success  in  any  therapy  program  is  the  con- 
sistency of  its  delivery  and  the  early  involvement 
of  the  parents.  While  many  studies  have  ques- 
tioned the  ability  of  an  early  intervention  pro- 
gram to  improve  motor  skills,  there  is  less 
controversy  about  its  advantages  in  improving 
the  child’s  social  skills  and  a parent’s  ability  to 
manage  the  child  at  home  and  to  accept  the 
child’s  handicap. 

Lastly,  but  probably  most  importantly,  are  the 
impacts  of  the  handicap  on  the  child  and  family. 
There  are  a number  of  key  times  in  the  life  of  the 
family  that  are  particularly  critical  and  at  which 
physicians  can  expect  that  families  will  ex- 
perience major  psychosocial  upheaval  The 
first  is  at  the  time  of  initial  diagnosis,  when  par- 
ents wonder  what  they  did  wrong  and  how  they 
contributed  to  this  condition.  Information  at  this 
time  needs  to  be  limited  to  the  essentials,  and 
families  need  to  find  support,  either  amongst 
their  own  extended  families  or  in  various  support 
gi’oups  that  exist  in  the  community  for  parents 
and  families  of  handicapped  children.  In  addition 
to  focusing  on  parents,  there  needs  to  be  consider- 
ation given  to  the  impact  on  siblings  and  other 
family  members.  Anticipatory  guidance  is  ex- 
tremely important  to  prepare  for  other  stressful 
times  in  the  life  cycle  of  the  child  within  his/her 
family.  These  anticipated  stress  points  include 
the  start  of  schooling,  and  when  the  child 
plateaus,  such  as  when  it  becomes  clear  to  fami- 
lies that  ambulation  will  not  be  possible,  or  that 
the  child  will  not  learn  to  read.  Adolescence  is 
another  stressful  time  for  families  w^hen  sexual- 
ity becomes  prominent.  Stress  also  arises  when 
the  issue  of  independence  or  the  lack  of  ability  to 
achieve  independence  becomes  a problem.  A 
major  stress  point  is  when  families  begin  to  grap- 
ple with  the  issue  of  future  placement  when  the 
child  becomes  an  adult,  to  when  parents  can  no 
longer  care  for  their  child. 

Another  aspect  of  adolescence  is  that  many 
pediatricians  stop  seeing  patients  at  18  or  21 
years  of  age.  Whatever  the  cutoff  age,  a transition 
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needs  to  be  made,  as  it  does  for  any  chronically 
ill  patient,  to  ensure  a safe  and  comfortable  tran- 
sition to  the  adult  medical  system.  This  can  be  a 
successful  “rite  of  passage”  if  handled  well,  and 
another  concrete  sign  to  the  family  (and  patient) 
that  the  child,  no  matter  how  limited,  is  an  adult 
and  needs  to  be  treated  as  one. 
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you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We've  had  1 28  years  of  practice  ourselves  — let  us 
help  you  with  yours. 
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We’re  behind  some  of  the  most 
successful  professionals  in  Delaware 


It’s  no  coincidence  that 
behind  some  of  Delaware’s 
most  successhil  professionals  is 
a team  of  Bank  of  Delaware 
corporate  financial  experts. 

Working  together,  our  team 
of  commercial  lending  special- 
ists, cash  management  experts 
and  corporate  trust  officers  wiU 
develop  financial  strategies  that 
work  hand-in-hand  with  every 
aspect  of  your  business.  From 
commercial  lending  and  em- 
ployee benefit  plans  to  invest- 
ment and  trust  services,  our 


highly  qualified,  experienced 
people  will  create  a custom- 
ized package  for  your  business. 

In  conjunction  with  develop- 
ing strategies  for  you,  our  team 
can  prepare  a comprehensive 
package  of  personal  financial 
services  for  your  senior  execu- 
tives. This  may  include  Bank 
of  Delaware  Financial  Manage- 
ment Accounts,  personal  trust 
services,  residential  mortgage 
loans  and  more. 

You  can  count  on  a prompt 
response,  plus  ongoing  com- 


munication with  your  account 
officer. 

Call  a member  of  our  Cor- 
porate Team  today  at  429-1349 
in  New  Castle  County,  in  Sussex 
and  Kent  Counties  call  toll  free 
at  1-800-292-9603.  Like  many 
successful  companies  through- 
out the  state,  you’ll  discover 
just  how  beneficial  a relation- 
ship with  Bank  of  Delaware’s 
corporate  team  can  be. 

ID  BANCOF  DEIAWiip|g 

Delaware’s  Bank 
Member  FDIC 


Left  to  right:  Peter  C.  Fulweiler,  VP  Corporate 
Financial  Services;  George  W.  Forbes,  III, 
Executive  VP  Commercial  Lending; 


Delawareness 

IT’S  A GREAT  STATE  OE  MIND 


Equal  Opportunity  Lender 


Roberts.  Townsend,  VP  Corporate  Business 
Development;  and  Linda  N.  Outlaw, 

VP  Commercial  Lending 


AT  THE  OMEGA  CARDIOGRAPHIC  LAB 


A Complete  Diagnostic  Non-Invasive 
Laboratory  Offering: 


Color  Doppler  Echocardiography 
Echocardiography 

Two  Dimensional 
M-Mode 

Thallium  201  Exercise  Testing 


Treadmill  Exercise  Stress  Testing 
24  Hour  Hotter  Monitoring 
Electrocardiograms 
30  Day  Transient  Arrhythmia  Detectioni 
Trans-Telephonic  Pacemaker  Evaluationi 


OMEGA 

CARDIOGRAPHIC 
LAB 


OMEGA  CARDIOGRAPHIC  LAB,  INC. 

Building  G-36  / Newark,  DE  19713  / (302)  737-3700 
Omega  Professional  Center 

Monday  through.  Friday  8.30  AM  to  5.00  PM  studies  interpreted  by:  Christopher  H.  Wendel,  M.D.,  F.A.CC 

Ehsanur  Rahman,  M.D.,  F.A.C.C. 
Christopher  A.  Bowens,  M.D.,  F.A.C.C 


YOUR  HEART'S  IN  THE  RIGHT  PLACE 


B 


The  old  standard  black  and  whites  ...  just  aren^t  good  enough  anymore! 


2D  Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 

o OCL  for  evaluation  of  a systolic  murmur,  unmasks  a jet  of  mitral  regurgitation, 

hat  appears  essentially  normal. 


D.  Same  patient  with  color  Doppler,  reveals  an 
easily  appreciated  jet  of  aortic  insufficiency. 


C.  This  2D  image  is  from  a patient  referred  to 
lOCL  for  the  evaluation  of  shortness  of  breath. 


The  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography,  is  now  proud  to  be  the  first  to 
introduce  the  128  Channel  Computed  Sonography  System  from  Acuson.  128  channels  effectively 
double  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
in  other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 


■A.  DELAWARE 

^cuwnvE 

^ \ WORKSHOP 
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HIGH-TECH  REPRODUCTION:  ADVANCES  IN  REPRODUCTIVE 
TECHNOLOGY 


Jean  Lien,  M.D. 
Jeffrey  B.  Russell,  M.D. 


INTRODUCTION 

It  is  difficult  to  believe  that  the  first  “test-tube 
baby,”  Louise  Joy  Brown,  is  ten  years  old.  Since 
this  monumental  occasion  on  July  25, 1978,  more 
than  10,000  In  Vitro  Fertilization  (IVF)  infants 
have  been  delivered.  IVF  is  now  a medically,  le- 
gally, and  socially  accepted  procedure  for  end 
stage  therapy  for  infertile  couples.  In  Vitro  Fer- 
tilization is  only  one  of  many  technological  ad- 
vances in  infertility  therapy  developed  in  the 
rapidly  growing  field  of  reproductive  endocrinol- 
ogy. The  widespread  publicity  of  “test-tube  ba- 
bies,” fertility  drugs,  improved  microsurgical 
techniques  and  laser  surgery,  and  the  controver- 
sial issue  of  surrogate  motherhood,  have  in- 
creased the  public’s  awareness  of  the  problem  of 
infertility. 

The  general  gynecologist  is  very  familiar  with 
the  basic  workup  of  infertility,  including  semen 
analysis,  basal  body  temperature  charts,  post  coi- 
tal test  for  sperm  motility,  hysterosalpingogram, 
endometrial  biopsy,  serum  progesterone,  and  di- 
agnostic laparoscopy.  As  a male  factor  accounts 
for  40%  of  all  infertility  problems,  an  initial  se- 
men analysis  is  an  essential  screening  test.  Other 
frequent  causes  of  infertility  include  ovulatory 
dysfunction,  tubal  pathology,  cervical-sperm  in- 
teraction, and  immunological  factors.  In  approx- 
imately 15%  of  cases,  infertility  is  “unexplained,” 
or  “idiopathic,”  with  no  definite  cause  iden- 
tified.^ 

Dr.  Lien  is  a Fellow  in  Maternal  Fetal  Medicine  at  George  Washington  University. 
Dr.  Russell  is  Director  of  the  Reproductive  Endocrine  and  Fertility  Center  at  the 
Medical  Center  of  Delaware,  and  is  Assistant  Professor  of  Obstetrics  and  Gyne- 
cology at  Thomas  Jefferson  University. 
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MANIPULATION  OF  GAMETES  AND  EMBRYOS 

The  most  publicized  technological  advance  has, 
of  course,  been  In  Vitro  Fertilization  and  Embryo 
Transfer  (IVF/ET).  The  first  U.S.  facility  for  IVF 
was  opened  in  1980  in  Norfolk,  Virginia.  More 
than  100  IVF  programs  are  now  available  in  the 
United  States.  It  must  be  emphasized,  though, 
that  IVF  and  Embryo  Transfer  should  be  consid- 
ered a “last  resort”  method  for  infertility  patients 
who  are  refractory  to  conventional  methods  of 
therapy.  The  primary  indication  for  IVF  and  Em- 
bryo Transfer  is  tuboperinatal  disease.  Other  con- 
ditions in  which  it  is  used  include  “unexplained,” 
immunological  and  male  factor  (such  as 
oligospermia)  infertility,  failed  tubal  reconstruc- 
tion, and  endometriosis  refractory  to  other 
therapy. 

Controlled  Ovarian  Stimulation  (COS)  is  used 
to  recruit  multiple  follicles  to  increase  the  num- 
ber of  oocytes  retrieved,  thereby  increasing  the 
likelihood  of  pregnancy.  Originally,  IVF  pro- 
grams used  laparoscopy  for  oocyte  retrieval  with 
a recovery  rate  of  90%.^  Now  IVF  programs 
recover  the  oocytes  under  local  anesthesia  by  in- 
serting a needle  transabdominally,  trans- 
urethrally,  or  transvaginally,  under  ultrasound 
guidance.  Recovery  rates  of  75%  to  85%  have  been 
achieved  with  ultrasound  aspiration,  and  com- 
parable fertilization  and  pregnancy  rates  have 
resulted.^  Once  the  aspirated  follicular  fluid  is 
retrieved,  it  is  examined.  Mature  oocytes  that 
have  entered  metaphase  II  of  meiosis  are  insemi- 
nated with  prepared  “washed”  sperm  from  the 
husband  or,  in  a special  case,  a donor.  Fertilized 
ova  are  placed  in  growth  media  for  forty-eight 
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hours  prior  to  transfer  to  the  uterus  at  the  four 
to  eight-cell  stage. 

Jones,  et  al,  in  a three  year  review  of  over  300 
patients  at  the  IVF  program  in  Norfolk  showed 
pregnancy  rate  by  cycle  of  19%;  by  transfer,  25%; 
and  by  patient,  33%.“^  Guzick,  et  al,  have  calcu- 
lated cumulative  pregnancy  rates  of  approxi- 
mately 25%  for  two  cycles,  50%  for  four  cycles,  and 
60%  for  six  cycle  attempts.^  With  the  cost  and  in- 
convenience of  IVF  being  decreased  by  tech- 
niques such  as  ultrasound  aspiration  of  follicles, 
it  may  be  feasible  for  more  patients  to  undergo 
more  treatment  cycles,  thereby  resulting  in  an  in- 
creased success  rate. 

A procedure  which  is  simpler,  less  expensive, 
and  involved  fewer  technical  factors  is  the  GIFT 
(Gamete  Intra  Fallopian  Transfer)  procedure. 
This  technique  is  useful  when  there  are  factors 
which  interfere  with  gamete  transport  or  pick  up 
to  the  site  of  fertilization,  such  as  oligospermia 
(low  sperm  count),  but  is  contraindicated  if  there 
is  not  at  least  one  morphologically  and  function- 
ally normal  fallopian  tube.  The  first  pregnancy 
after  a GIFT  procedure  was  reported  by  Asch,  et 
al,  in  November  1984.®  In  this  technique,  pre- 
ovulatory stimulated  oocytes  are  aspirated.  The 
aspirated  oocytes  and  sperm,  which  have  been 
washed,  are  then  deposited  into  the  ambulatory 
portion  of  the  fallopian  tube  with  a catheter. 
Guastella,  et  al,  in  September,  1986,  reported  a 
success  rate  of  31.8%  in  26  GIFT  procedures.^ 
An  international,  multicenter,  study  of  GIFT  is 
currently  in  progress.® 

A technique  which  is  very  commonly  used  is  ar- 
tificial insemination.  An  estimated  20,000  in- 
fants are  conceived  every  year  by  Artificial 
Insemination  by  Donor  (AID).®  AID  is  indicated 
in  infertility  secondary  to  a “male  factor,”  or 
azoospermia.  Oligospermia,  physiologic  or  psy- 
chological male  dysfunction  (eg  impotence  or 
retrograde  ejaculation),  immunologic  infertility 
and  unexplained  infertility,  have  also  been  used 
as  indications  for  artificial  insemination.  Artifi- 
cial insemination  has  been  performed  using  in- 
trauterine, intracervical,  and  intravaginal 
techniques,  differentiated  by  the  location  of  depo- 
sition of  the  sperm.  Theoretically,  the  intrauter- 
ine technique  can  improve  pregnancy  rates  by 
bypassing  the  cervical  barrier  and  increasing  the 
total  number  of  sperm  reaching  the  site  of  fertili- 
zation. Intrauterine  Insemination  (lUI)  places 
washed  sperm  into  the  uterine  cavity  through  a 
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catheter  inserted  through  the  cervical  canal. 
Sperm  washing  is  necessary  in  lUI  procedures  to 
eliminate  the  seminal  plasma  content  because  of 
the  prostaglandins  and  other  substances  that 
may  produce  severe  uterine  contractions  and 
vasomotor  reactions.  Allen,  et  al,  in  a review  of 
the  literature  on  lUI,  calculated  a success  rate  of 
60%  with  the  lUI  in  cervical  factor  infertility,  but 
only  a 20-25%  success  rate  in  male  factor  infer- 
tility.^® 

A process  in  which  motile  sperm  obtained  by 
ejaculation  are  separated  by  filtering  the  speci- 
men through  human  serum  albumin  (HSA) 
columns  can  be  used  to  increase  the  pregenetic 
determination  of  the  fetus.  This  process,  called 
sex  selection,  is  based  on  a separation  technique 
first  developed  by  Ericsson,  et  al,  in  1973,  in 
which  a sample  of  sperm  with  a high  percentage 
of  the  faster  moving  Y sperm  is  isolated. “ This 
sex  selection  technique  can  be  used  to  prevent  or 
decrease  the  possibility  of  genetic  transmission 
of  X-linked  diseases.  There  are  now  licensed  clin- 
ics which  offer  sex  selection  technology  with  a 
reported  success  rate  of  75%  to  80%;  thirty-seven 
of  the  “Gametrics”  clinics  are  now  in  ex- 
istence.^^ 

There  are  at  least  11  major  commercial  sperm 
banks  and  15  smaller  sperm  banks  available  in 
the  United  States  for  those  couples  requiring 
donor  insemination.  Sperm  storage  facilities  are 
also  located  in  medical  centers  and  physicians’ 
offices.^®  Cryopreservation  has  been  used  for 
many  years  for  donor  sperm  and  for  men  under- 
going vasectomy,  chemotherapy,  irradiation,  or 
immunosuppressive  therapy,  allowing  storage  of 
healthy  sperm  for  an  indefinite  period. 
Cryopreservation  has  also  been  used  for  storing 
excess  embryos  obtained  from  the  IVF/ET  proce- 
dure. It  was  not  until  1982  that  a successful  preg- 
nancy from  a frozen-thawed  eight-cell  human 
embryo  was  reported.’^  Cryopreservation  may 
be  useful  in  overcoming  problems  of  synchroni- 
zation between  donors  and  recipients  in  egg  or 
embryo  donation  programs.  It  may  also  be  useful 
in  women  who  are  at  risk  of  losing  ovarian  func- 
tion through  surgery,  irradiation,  or  chemother- 
apy. The  success  rate  of  embryos  transferred  after 
being  frozen  from  IVF/ET  cycles  has  been  report- 
ed from  8%  to  14%. 

Another  option  for  infertile  couples  is  the  Em- 
bryo Donor  Program.  This  allows  a woman  with 
a healthy  reproductive  system  without  a uterus 
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Carafeit€  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^therapy  for  the  ulcer-prone  patient. 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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r\RAFATE' 

^-^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  suaalfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  suaalfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (suaalfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  ^ese  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Howevei; 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailabilhy 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
suaalfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  exaeted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  suaalfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  suaalfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  12  gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  presaibed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  suaalfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (suaalfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-171 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 


RefererKe: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gasfroenfero/ 1987;9(4):395-399. 
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Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 
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YOCONr 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

A^on:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  not«l  that  in  male  sexual 
performanra,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  tiieoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 
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view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
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Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
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to  have  an  ovum  fertilized  with  her  husband’s 
sperm.  The  embryo  is  transferred  to  the  recipient 
to  carry  the  pregnancy.  The  infant  born  is  gener- 
ally unrelated  to  the  surrogate,  which  may 
eliminate  conflicts. 

DRUGS  IN  INFERTILITY 

The  most  widely  used  “fertility  drug,” 
clomiphene  citrate  (Clomid,  Serophene)  has  been 
available  for  clinical  use  since  1968.  It  is  indicat- 
ed in  women  with  intact  hypothalamic  pituitary- 
ovarian  axis,  especially  those  with  adequate  en- 
dogenous estrogen  production  with  normal  or  low 
levels  of  gonadtropins.  It  is  the  drug  of  choice  for 
induction  of  ovulation  in  women  with 
oligomenorrhea  and  amenorrhea  with  normal  es- 
trogen levels.  Clomiphene  is  administered  at  an 
initial  oral  dose  of  50  mg/day  on  days  five  to  nine 
after  a spontaneous  or  induced  menstrual  peri- 
od. If  ovulation  occurs,  the  same  dose  is  repeat- 
ed each  month.  However,  if  ovulation  does  not 
occur,  the  dose  is  increased  by  50  mg  in  each  suc- 
cessive month  until  the  woman  ovulates.  The 
maximum  dosage  recommended  by  the  manufac- 
turer is  100  mg/day,  but  doses  as  high  as  250 
mg/day  have  been  used  to  stimulate  ovulation  to 
produce  pregnancy.  Approximately  70%  to  80% 
of  the  conceptions  occur  at  the  50  or  100  mg 
dosages.^®  Side  effects  of  the  medication  include 
ovarian  enlargement,  hot  flashes,  abdominal  dis- 
comfort, nausea,  breast  tenderness,  and  visual 
symptoms.  It  has  been  reported  that  8-12%  of  the 
pregnancies  are  multiple  births.^®  Although  the 
fetal  wastage  rate  has  been  reported  to  be  20%, 
no  teratrogenic  effects  have  been  noted. 

Bromocriptine  (Parlodel),  an  ergot  alkaloid,  has 
been  available  in  the  U.S.  since  1978  for  the  treat- 
ment of  amenorrhea  associated  with  hyper- 
prolactinemia and  galactorrhea.  Bromocriptine 
acts  as  a dopaminergic  directly  on  the  hypothala- 
mus, enhancing  the  production  of  prolactin  in- 
hibiting factor  (PIF),  which  inhibits  prolactin 
secretion  and  release.  Prolactin  inhibits  the  cy- 
clic production  of  FSH  and  LH  and  may  have  a 
direct  effect  on  the  ovary.  Decreasing  prolactin 
levels,  therefore,  results  in  increased  FSH  and  LH 
levels.  Initially  2.5  mg  of  Bromocriptine  is  given 
orally  with  the  evening  meal,  then  increased  to 
B.I.D.  dosage  beginning  a week  later.  If  the  serum 
prolactin  level  does  not  normalize  when  drawn 
four  weeks  after  initiation,  the  dosage  is  in- 
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creased.  Approximately  80%  of  women  with 
amenorrhea-galactorrhea  hyperprolactinemia 
syndrome  resume  ovulation,  and  if  no  other  etiol- 
ogy of  infertility  is  present,  most  will  become 
pregnant. 

Human  Menopausal  Gonadotropin  (HMG,  Per- 
gonal Serono)  is  purified  FSH  and  LH  extracted 
from  the  urine  of  post-menopausal  women.  It  is 
approved  only  for  treating  anovulation,  but  it  is 
also  used  empirically  with  unexplained  infertil- 
ity, timing  ovulation  for  artificial  insemination, 
and  inducing  multiple  follicular  growth  to  im- 
prove oocyte  retrieval  in  patients  undergoing 
IVF/ET  or  GIFT  procedure.^®  HMG  is  ad- 
ministered intra-muscularly  because  it  is  inac- 
tive orally.  Many  therapeutic  regimens  have  been 
used,  but  the  dosage  of  medication  and  the  dura- 
tion of  treatment  needed,  varies  from  person  to 
person,  and  from  cycle  to  cycle  in  the  same  per- 
son. Therapy,  therefore,  must  be  individualized. 
Usually  seven  to  14  days  of  continuous  HMG  is 
given  beginning  with  two  to  three  ampules 
daily.  Examination  of  the  cervical  mucus, 
measurement  of  serum  estradiol,  and  ultrasound 
studies  are  used  to  monitor  the  patient’s 
response.  Some  resistant  patients  may  require  up 
to  six  or  more  ampules/day  to  produce  adequate 
follicular  stimulation.  When  the  cervical  os 
opens,  the  mucus  liquefies  and  the  estradiol  lev- 
els are  indicative  of  adequate  follicular  stimula- 
tion. Ten  thousand  units  of  Human  Chorionic 
(k)nadotropin  (HCG,  Profam,  Serono)  is  given  IM 
to  mimic  the  mid  cycle  LH  ovulatory  surge.  Ovu- 
lation usually  occurs  approximately  36  hours 
later  and  intercourse  or  insemination  is  timed 
appropriately. 

Experience  with  IVF/ET  has  greatly  advanced 
our  knowledge  of  ovulation  induction  by  visuali- 
zation of  the  follicle  status  and  correlation  with 
the  maturity  of  the  oocyte  aspirated.  Studies  have 
shown  that  the  combination  of  ultrasound  with 
estradiol  levels  increases  the  conception  rate  and 
decreases  the  rate  of  hyperstimulation  and  mul- 
tiple pregnancies,  which  are  the  two  serious  com- 
plications of  HMG  use.^°  Greater  than  90%  of 
the  patients  with  functioning  ovaries  will  ovulate 
with  Pergonal,  (Serono)  and  pregnancy  rates  of 
50-70%  can  be  achieved.^®  Induction  with  Per- 
gonal, therefore,  is  more  effective  than  with 
Clomiphene,  but  is  much  more  expensive 
($500-$ 1,000/cycle  for  medication  alone)  and  has 
a multiple  birth  record. 
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Most  IVF  progi'ams  now  use  a combination  of 
Clomiphene  and  HMG  to  maximize  the  quality 
of  the  oocytes  that  can  be  recovered  while 
minimizing  the  occurrence  of  ovarian  hyper- 
stimulation,^^ 

Another  new  “infertility  drug”  which  appears 
to  be  very  promising  is  pure  FSH,  since  increased 
levels  of  FSH  are  required  for  the  development  of 
normal  follicles,  while  excessive  LH  may  be 
detrimental.  Pure  FSH  (Metrodin,  Serono)  is  ad- 
ministered at  two  ampules  per  day  from  cycle  day 
two  until  two  follicles  reach  a mean  diameter  of 
15mm. This  medication  may  also  be  very 
useful  in  polycystic  ovarian  disease  in  which  LH 
is  increased  disproportionately  to  FSH. 

Gonadotropin  Releasing  Hormone  (GNRH)  is 
decapeptide,  which  is  released  and  transported  to 
the  anterior  pituitary  where  it  stimulates  the 
release  of  LH  and  FSH.  It  was  thought  to  be  the 
most  physiologic  method  for  ovulation  induction. 
GNRH  was  first  isolated  and  synthesized  in  1971 
by  Guillemin  and  Schally.  Since  then  more  than 
2000  GNRH  analogues  have  been  reported.^^ 
Since  1980,  successful  pregnancies  using  pulsa- 
tile GNRH  have  been  reported.^'^  Intravenous, 
subcutaneous  and  intranasal  forms  of  GNRH 
have  been  marketed.  Some  have  used  automatic 
pumps  administering  pulses  of  GNRH  in- 
travenously or  subcutaneously  every  90 
minutes.^'*’^®  In  small  studies,  ovulation  rates 
were  reported  to  be  greater  than  80%  with  preg- 
nancy rates  greater  than  24%  per  cycle.^^’^^ 

It  was  thought  that  longer  acting,  more  potent, 
GNRH  agonists  would  be  more  effective,  but,  it 
has  been  found  that  these  agents  paradoxically 
cause  eventual  desensitization  of  GNRH  recep- 
tors and  decrease  FSH  and  LH  secretion.^^  It  has 
been  proposed  that  GNRH  agonists  be  used  as  ad- 
junctive agents  in  ovulation  induction.  Some  IVF 
programs,  which  have  treated  their  patients  with 
GNRH  agonists  prior  to  starting  ovarian  stimu- 
lation, have  reported  greater  rates  of  oocyte  recov- 
ery and  noted  flexibility  of  selecting  the  starting 
date  of  therapy. 

Other  potential  uses  of  GNRH  include  the 
treatment  of  leiomyomas  and  endometriosis. 
GNRH  analogues  produce  a “medical  oophorec- 
tomy,” and  a menopausal  state  inducing  a 
marked  hypoestrogenic  state.  Preliminary 
studies  have  shown  that  50%  to  60%  of  leiomyo- 
mas respond  to  the  hypoestrogenic  environ- 
ment.^^ Some  leiomyomas  may  re-enlarge  after 
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cessation  of  GNRH  therapy,  but  studies  have 
shown  that  surgical  myomectomy  is  much  easi- 
er with  pre-treatment  of  GNRH.^®  Clinical 
studies  have  also  shown  resolution  of  endometri- 
al implants.  Thus  far,  though,  pregnancy  rates 
have  not  been  significantly  increased.^^ 

ADVANCES  IN  SURGICAL  THERAPY 

During  the  past  ten  years,  great  advances  have 
been  made  in  the  areas  of  microsurgery, 
laparoscopy,  and  the  use  of  lasers  in  pelvic  recon- 
structive surgery.  An  example  of  the  refinements 
of  microsurgical  technique  has  been  in  the  rever- 
sal of  tubal  sterilizations.  Approximately  500,000 
sterilizations  are  done  annually  with  an  estimat- 
ed one  percent  of  the  patients  subsequently  re- 
questing reversal  of  the  procedure. Current 
reversal  techniques  include  the  use  of  magnifica- 
tion by  microscope  or  loupes,  electrosurgery  or 
laser  to  minimize  trauma,  constant  irrigation  of 
the  operative  site,  and  the  use  of  fine  needles  and 
very  fine  non-reactive  sutures.  In  a recent  exten- 
sive review  of  the  literature,  the  success  rate  of 
tubal  anastomosis,  in  terms  of  percentage  of  live 
births,  varied  from  50%  to  80%^^  Microsurgery, 
in  procedures  such  as  tubal  anastomosis,  lysis  of 
pelvic  adhesions,  and  removal  of  endometrial  im- 
plants has  played  a significant  role  in  the  treat- 
ment of  infertility. 

DeCherney,  however,  has  predicted  that 
laparoscopy  (endoscopy)  will  replace  today’s 
microsurgery:  “In  the  ’80s,  a burgeoning  of  recon- 
structive surgery  with  the  use  of  the  endoscope 
will  revolutionize  gynecologic  surgery.”^®  Proce- 
dures that  can  be  performed  through  a lapara- 
scope  today  include  lysis  of  adhesions,  removal  of 
endometrial  implants,  removal  of  ectopic  preg- 
nancies, ovarian  biopsies,  ovarian  cystectomies, 
neosalpingostomies,  and  myomectomies. 

The  introduction  of  the  laser  into  gynecologic 
surgery  has  been  an  important  factor  in  the  suc- 
cess of  laparoscopy  in  infertilty  surgery.  In  com- 
parison to  electrocautery,  its  area  of  damage  is 
much  smaller  and  it  has  a greater  hemostatic 
effect  during  dissection.  The  CO^  laser  used 
intra-abdominally  for  female  reconstructive 
surgery  was  first  reported  in  1974.^®  Since  that 
time,  it  has  been  shown  that  the  laser  has  several 
advantages  over  conventional  techniques.  In  ad- 
dition to  the  already  mentioned  better  hemo- 
static properties  and  the  diminished  damage  to 
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adjacent  normal  tissue,  the  laser  also  has  great- 
er precision  of  application  and  faster  healing 
time.^°  Probable,  but  unproven  advantages  in- 
clude reduced  post-operative  adhesions  and  im- 
proved likelihood  of  pregnancy.^® 
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INTRODUCTION 

Breast  feeding  has  been  gaining  in  popularity 
with  new  mothers  since  the  early  1970s.  More 
than  50%  of  mothers  are  now  breast  feeding  at 
the  time  of  discharge  from  the  hospital.  Increas- 
ingly primary  care  physicians  are  being  asked 
who  should  nurse  and  whether  or  not  there  are 
any  contraindications  to  breast  feeding.  This  ar- 
ticle will  examine  briefly  the  advantages  of 
breast  feeding,  and  focus  on  other  specific  con- 
siderations to  nursing  the  newborn  infant. 

ADVANTAGES  OF  BREAST  FEEDING 

Advantages  of  breast  feeding  may  be  divided 
into  three  areas:  immunological  benefits,  nutri- 
tional benefits,  and  psychological  benefits. 

The  immunological  benefits  have  been  well 
documented.  Breast  fed  infants  in  developing 
countries  have  lower  rates  of  infection-related 
morbidity  and  mortality  than  formula  fed  in- 
fants. There  are  specific  and  nonspecific  factors 
which  protect  babies  from  infection.  (Table  I) 
Among  the  specific  factors,  secretory  IgA  is  the 
predominant  gamma  globulin  which  provides 
against  specific  pathogens.  At  birth,  lactation 
hormones  cause  plasma  cells  to  “home”  to  the 
breast  where  they  secrete  IgA  into  the  breast 
milk.  The  type  of  IgA  found  in  the  breast  milk  de- 
pends on  the  exposure  of  the  mother.  IgA  levels 

Dr.  Hausman  is  an  Instructor,  Department  of  Pediatrics,  Thomas  Jefferson  Univer- 
sity School  of  Medicine. 

Dr.  Callahan  is  Assistant  Professor,  Department  of  Pediatrics,  Thomas  Jefferson 
University  School  of  Medicine. 
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are  highest  in  colostrum,  the  “milk”  secreted  im- 
mediately after  birth.  The  concentration  of  IgA 
in  the  colostrum  may  be  as  high  as  5 mg/ml.  This 
level  decreases  rapidly,  and  by  the  time  the  more 
mature  milk  comes  in,  levels  of  IgA  have 
decreased  to  1 mg/ml. 

There  are  several  postulated  mechanisms  by 
which  this  IgA  works  in  the  breast  milk  to  pro- 
tect the  infant.  It  may  bind  to  the  enterpathogen, 
rendering  it  incapable  of  attacking  the  infant, 
may  actually  kill  the  enterpathogen,  or  may  in- 
hibit adherence  of  the  enterpathogen  to  the  in- 
testinal wall.^  Protection  against  rotavirus, 
Giardia  lamhlia,  Vibrio  cholera,  E.  coli  (both  en- 
tertoxinogenic  and  enterpathogenic)  and  shigella 
species  has  been  described. 

Nonspecific  factors  (Table  I)  also  provide  the  in- 
fant with  protection  against  infection.  Lactofer- 
rin,  found  in  high  concentrations  in  the 
colostrum,  acts  by  binding  to  iron,  making  it  un- 
available to  E.  coli  and  Candida  albicans.  Lyso- 
zyme lyses  one  of  linkages  in  the  bacterial  cell 
wall,  and  is  bacteriostatic  against  gram  negative 
rods  and  gram  positive  bacteria.  Unlike  many  of 
the  other  protective  factors  of  breast  milk,  lyso- 
zyme concentrations  increase  during  the  period 
of  lactation.  Cellular  components  also  play  a 
large  role  in  the  protection  against  infection.  The 
concentration  of  cells  is  highest  in  colostrum  and 
contains  a higher  percentage  of  macrophages. 
Macrophages  and  monocytes  have  a variety  of 
functions  including  phagocytosis,  killing  of  bac- 
teria, and  production  of  C3  and  C4,  lysozymes 
and  lactoferrin.  The  function  of  neutrophils  in 
breast  milk  is  not  entirely  known,  but  is  thought 
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PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives; 

•Provide  broad  coverage  to  meet  the  needs  of  praoticing 
physicians. 

• Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

• Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
become  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

‘‘CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.” 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  is  one  of  America’s  leading  financial  institutions. 

With  over  $19.6  billion  in  assets  and  $1.9  billion  in  surplus,  • 
they  have  the  size  and  resources  to  adequately  finance 
professional  liability  programs.  You  can  count  on  them  to  > 
stay  in  the  market  and  be  there  when  you  need  them.  I 

CNA’s  financial  standing  and  stability  have  not  gone  | ■ 
unnoticed.  Continental  Casualty  Company,  CNA’s  | ^ 
primary  professional  liability  underwriter,  has  an  A-t-  I • 
rating  — the  highest  rating  available  from  A.M.  Best,  I . 

the  definitive  source  for  information  on  insurance  1 , 

organizations.  This  rating  represents  a very  significant  | : 
barometer  for  CNA’s  financial  and  operating  strength. 

Major  Features  of  the  CNA 
Physicians  Protection  Program 

Protection  I 

The  Physicians  Protection  Program  provides  coverage  j 

for  damages  arising  from  the  performance  of  or  failure 
to  perform  professional  services  in  your  capacity  as  a | 
physician  or  surgeon,  or  the  performance  of  professional  s 
medical  services  by  any  person  or  organization,  including  | 
nurses,  nurse  anesthetists,  physician  assistants,  and  jj 

others  for  whose  acts  or  omissions  you  are  legally  liable.  | 

Liability  limits  available:  1 

Annual  Aggregate  j 

Limits  ! 

$1,000,000  ^ 

$3,000,000  : 

$4,000,000 
$5,000,000 
$4,000,000 

$5,000,000  |l 

Extended  Reporting  Option  (TAIL)  j 

In  the  event  of  death,  disability,  or  retirement  by  the  i 

physician,  no  charge  shall  be  made  for  this  coverage  ■ 

provided  that  during  the  policy  period: 

A.  death  or  total  and  permanent  disability  occurs;  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Per  Claim  Limits 

1.  $1,000,000 
2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  IPA,  or  other  similar 
.3,  organizations  but  only  for  such  liability  as  is  attributable 
totheCNA-insured  physicians’  negligence. 

^ Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist 
Medical  Aide 
R.N. 

L.P.N. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 
Medical  Laboratory  Technician 
Research  PhD 


Optometrist 
Pharmacist 
O R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 


Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured’s 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA. 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issvjing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  coverage. 

Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 

The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

RO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 

For  more  information  call  1 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 


Harry  S.  Wilson,  Inc. 
1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


-800-533-4539. 
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AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  CT  06109 
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INC. 

Environmental  Services  Division 


New  rules  from  the  Delaware  Solid  Waste  Authority  and  impending  regulations  will  change  the 
way  you  must  dispose  of  needles,  sharps  and  other  equipment.  Medlab  now  provides  containers, 
pick-up  and  certified  disposal  for  one  low  fee.  Call  Division  Manager,  Jim  Boylan,  (302)  994-5764 
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to  relate  to  protection  of  the  mammary  gland  it- 
self. Lymphocytes  are  thought  to  confer  cell  medi- 
ated immunity.  Other  nonspecific  factors  include 
lipases,  bifidus  factor  (a  specific  factor  in  colos- 
trum and  milk  which  promotes  the  colonization 
of  the  gut  with  Lactobacillus  bifidus)  and  com- 
plement. 

Table  I:  Immunologic  Factors 
Specific  Immunity 
Secretory  IgA 
Nonspecific  Factors 
Lactoferrin 
Lysozyme 

Cellular  components 
Lipases 
Bifidus  factor 
Complement 

Nutritional  benefits  help  make  breast  milk  the 
ideal  infant  “formula.”  The  casein: whey  ratio 
favors  whey,  the  more  digestible  protein.  Whey 
proteins  include  alpha-lactalbumin,  lactoferrin, 
and  secretory  IgA.  The  fat  found  in  breast  milk 
is  also  more  easily  digestible.  Lactose  is  the  major 
carbohydrate  found  in  human  milk.  Its  concen- 
tration in  human  milk  is  higher  than  that  of  any 
other  mammal.  This  high  concentration  of  lac- 
tose is  thought  to  provide  the  energy  source  for 
the  rapid  and  profound  growth  of  the  human 
brain.  In  comparing  bovine  and  human  milk  (Ta- 
ble II)  the  relatively  low  solute  load  of  human 
milk  is  evident,  and  is  thought  to  protect  the  ne- 
onatal kidney  from  needing  to  excrete  a large  so- 
lute load. 

The  psychological  benefits  of  breast  feeding 
have  been  well  described,  and  range  from  a 
maternal  sense  of  fulfillment  and  nurturing,  to 
the  infants’  benefit  from  maintaining  skin  to 
skin  contact. 

Table  IT.  Principal  Salt  Components  in  Cow’s  and 
Human  Milk 

SALT  HUMAN  MILK  COW’S  MILK 


Sodium  15  58 

Chloride  43  103 

Potassium  55  138 

Phosphorous  15  96 

Calcium  33  125 

Magnesium  4 12 

(Units  are  mg/lOOml.) 


Breast  Feeding  - Advantages  and  Contraindications 

CONTRAINDICATIONS  TO  BREAST  FEEDING 

Contraindications  to  breast  feeding  may  be 
divided  into  three  areas.  (Table  III)  Maternal  dis- 
ease may  make  breast  feeding  difficult  or  impos- 
sible. There  are  several  conditions  in  the  infant 
which  have  been  considered  contraindications  to 
breast  feeding.  Finally,  medication  use  and  its  in- 
fluence on  lactation  is  a subject  which  has 
received  much  attention,  but  little  consensus  of 
opinion. 


Table  III:  Special  Consideration  in  Breast  Feeding 

MATERNAL  CONTRAINDICATIONS 

Systemic  Diseases 
Diabetes  mellitus 
Cystic  fibrosis 

Other  severe  systemic  diseases 

Infectious  Considerations 
Hepatitis  B 
Tuberculosis 
Cytomegalovirus 

Acquired  Immune  Deficiency  Disease 

Anatomic  Considerations 
Breast  cancer 
Prior  history  of  surgery 
Congenital  absence  of  glandular  tissue 

Social  Consideration 
Cigarette  use 
Alcohol  use 

Medication  Use 

INFANT  CONTRAINDICATIONS 

Strict  Contraindications 
Galactosemia 
Severe  lactase  deficiency 

Relative  Contraindications 
Inability  to  suck 
Cleft  palate 
Neurologic  damage 
Pierre  Robin  syndrome 
Premature  infant 
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Breast  Feeding  - Advantages  and  Contraindications 

Many  maternal  diseases  have  traditionally 
been  cited  as  a reason  to  prohibit  breast  feeding, 
but  review  of  the  literature  shows  little  scientif- 
ic support  for  these  recommendations.  The  dia- 
betic mother  may  breast  feed  her  infant.  Insulin 
is  a relatively  large  molecule  and  does  not  pass 
into  breast  milk.  Because  the  mother  will  use 
more  calories  to  make  milk,  her  insulin  require- 
ment may  decrease  while  lactating,  and  she  will 
need  to  be  monitored  more  closely. 

Now  that  women  with  cystic  fibrosis  are  sur- 
viving into  their  childbearing  years,  the  question 
of  whether  or  not  they  may  breast  feed  has  aris- 
en. Only  one  case  report  has  been  published  deal- 
ing with  this  question.  This  article  described  a 
high  sodium  concentration  in  the  milk  of  the  af- 
fected mother.^  The  woman  in  the  report, 
however,  was  not  nursing.  It  has  been  demon- 
strated that  during  weaning,  sodium  concentra- 
tion of  human  milk  rises.  Perhaps  this  was 
responsible  for  the  observed  high  sodium  in  this 
mother  with  cystic  fibrosis  who  never  established 
lactation.  These  women  probably  may  nurse 
their  infants  if  sodium  concentration  of  the  milk 
is  monitored.  Women  with  severe  systemic  dis- 
eases such  as  systemic  lupus  erythematosis  have 
been  prevented  from  nursing  because  of  the  stress 
the  disease  places  on  the  woman,  again,  without 
support  from  literature. 

Similarly,  most  minor  infectious  diseases  such 
as  upper  respiratory  infections,  gastroenteritis, 
or  flu-like  illnesses  should  not  interfere  with 
breast  feeding.  The  infant  has  already  been  ex- 
posed to  the  infectious  agent  or  will  be  in  daily 
contact  with  the  mother,  and  breast  feeding 
should  be  continued,  if  not  encouraged,  to  allow 
the  infant  to  receive  the  immunologic  benefits  of 
lactation. 

There  are  several  infectious  diseases,  however, 
which  may,  at  first  inspection,  preclude  breast 
feeding.  Hepatitis  B virus  is  secreted  into  breast 
milk  as  it  is  into  other  bodily  secretions.  Beasley 
studied  the  epidemiology  of  the  Hepatitis  B vi- 
rus in  Taiwan  and  found  the  mode  of  feeding  to 
not  have  an  effect  on  rate  of  transmission.^  In 
countries  such  as  these,  horizontal  transmission 
may  be  so  large  that  it  is  a more  important  source 
of  transmission  than  vertical  transmission 
through  breast  milk.  In  developing  countries,  the 
benefits  of  breast  feeding  definitely  outweigh  the 
risk  of  contracting  Hepatitis  B virus,  but  in  de- 
veloped countries  this  may  not  be  true.  The 
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American  Academy  of  Pediatrics  recently 
reversed  its  stand  and  concluded  that  breast  feed- 
ing is  not  contraindicated  in  HBsAg  positive 
mothers,  as  long  as  immunization  with  hepati- 
tis vaccine  and  immunoglobulin  occurs  soon  af- 
ter birth."^  Mothers  who  are  HBsAg  positive 
should  be  excluded  from  donation  to  milk  banks. 

Untreated  tuberculosis  is  a contraindication  to 
breast  feeding.  Treatment  will  change  this  ap- 
proach. If  a mother  is  PPD  positive  and  her  chest 
x-ray  is  negative,  she  should  be  treated  with 
isoniazid  during  the  third  trimester.  Her  infant 
may  breast  feed  when  born.  If  the  mother  has  pul- 
monary tuberculosis  (PPD  and  CXR  positive),  she 
should  be  treated  for  one  week  before  she  is  per- 
mitted contact  with  the  infant.  The  infant  should 
also  be  started  on  INH  prophylaxis.  Because  INH 
crosses  into  breast  milk,  if  both  the  infant  and 
mother  are  taking  the  medication,  drug  levels 
should  be  monitored  in  the  infant.  Like  Hepati- 
tis B,  in  developing  countries,  tuberculosis  should 
not  be  a contraindication  to  breast  feeding. 

Cytomegalovirus,  one  of  the  herpes  viruses, 
causes  congenital  defects  when  the  mother  is  in- 
fected during  the  first  trimester.  Infections  ac- 
quired after  this  time  are  usually  handled 
without  difficulty  by  the  infant.  CMV  is  also  ex- 
creted into  bodily  secretions.  If  the  mother  is 
seropositive  and  excreting  CMV  from  other 
sources,  she  will  be  likely  to  excrete  CMV 
through  her  breast  milk.  The  chance  of  this  ex- 
cretion increases  over  time.  Stagno  et  al,  studied 
17  women  who  were  excreting  detectable  CMV 
in  their  milk  alone,  and  found  that  9 (52%)  of  the 
exposed  newborns  acquired  CMV  by  nine  months 
of  age.®  However,  none  of  these  infants  developed 
detectable  morbidity  at  two  years  of  follow-up. 
Recommendations  regarding  breast  feeding  de- 
pend on  the  gestational  age  of  the  baby.  Term  in- 
fants may  breast  feed  if  their  mothers  are  CMV 
positive.  Premature  newborns  should  not,  be- 
cause their  immature  immune  systems  may  not 
be  able  to  handle  the  infection. 

Maternal  Acquired  Immune  Deficiency  Syn- 
drome (AIDS)  is  the  infectious  disease  most  re- 
cently identified  as  a potential  contraindication 
to  breast  feeding.  Between  30%  and  50%  of  HIV 
positive  mothers  transmit  the  infection  in  utero, 
and  the  chances  of  transmission  increase  if  the 
mother  is  symptomatic.  Few  published  studies 
have  examined  the  risk  of  infection  from  breast 
milk  alone.  Eight  cases  of  AIDS  in  breast-fed  in 
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Breast  Feeding  - Advantages  and  Contraindications 

fants  that  have  been  reported  have  been  summa- 
rized in  the  recent  review  by  Oxtoby.®  These  case 
reports  suggest  that  Human  Immunodeficiency 
Virus  (HIV)  is  transmitted  through  mother’s 
milk.  Six  of  the  mothers  were  transfused  postpar- 
tum with  blood  infected  with  HIV  and  subse- 
quently became  HlV-antibody  positive.  One  other 
mother  had  a seroconverting  illness  associated 
with  needle  sharing  after  delivery.  The  last  case 
was  that  of  a child  whose  mother  died  at  birth  of 
presumed  non-HIV  infection,  but  whose  wet 
nurse  was  found  to  be  infected  with  HIV  twelve 
months  after  his  birth.  These  cases  are  not 
representative  of  the  more  common  situation:  in- 
fants born  to  mothers  who  were  infected  during 
pregnancy.  How  much  breast  feeding  increases 
these  infants’  risk  for  infection  has  not  been  well 
studied.  Transmission  at  delivery  probably  does 
occur,  as  with  Hepatitis  B.  Unfortunately,  mater- 
nal antibodies  cross  the  placenta  to  the  fetus,  so 
that  timing  of  infection  is  difficult  to  determine. 
Infants  with  HIV  infection  frequently  have 
problems  with  secondary  infections,  and,  there- 
fore, breast  feeding  may  be  especially  important. 

At  least  in  women  with  HIV  who  are  asympto- 
matic and  have  a relatively  intact  immune  sys- 
tem, breast  feeding  should  have  a beneficial  effect 
in  fighting  infection.  Without  more  information, 
it  is  difficult  to  make  one  generalized  recommen- 
dation about  when,  and  if,  breast  feeding  should 
be  discouraged.  It  is  not  even  known  if  breast 
feeding  increases  the  risk  of  poor  outcome  if  a 
baby  known  to  be  congenitally  infected  with  HIV 
continues  to  breast  feed.  At  this  point  in  time,  the 
Center  for  Communicable  Diseases  has  said  that 
in  developed  countries,  it  is  probably  safest  to 
recommend  bottle  feeding  in  these  situations. 

Anatomic  considerations  may  play  a role  in  de- 
termining the  mother’s  ability  to  breast  feed. 
Breast  cancer  is  a contraindication  to  lactation, 
as  the  mother’s  energies  are  probably  best  direct- 
ed to  dealing  with  her  disease.  In  addition,  high 
prolactin  levels  during  lactation  may  contribute 
to  the  growth  of  the  malignant  tumor  in  some 
hormone-responsive  cancers.  In  1985,  Neifert 
described  several  women  unable  to  nurse  their  in- 
fants because  they  lacked  the  glandular  appara- 
tus to  make  milk.'  This  is  thought  to  be  a 
congenital  condition  and  to  be  very  rare.  It  may 
be  suspected  in  the  woman  whose  breasts  do  not 
show  any  changes  with  pregnancy.  A prior  histo- 
ry of  breast  surgery  may  be  important  in  identify- 
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ing  the  mother  unable  to  breast  feed.  Innervation 
of  the  nipple  and  areola  is  supplied  by  the  fourth 
and  fifth  intercostal  nerves.  Breast  augmenta- 
tion usually  does  not  affect  ability  to  nurse  be- 
cause the  nerve  structures  are  usually  not 
altered.  If  the  nipple  is  transplanted  during 
breast  reduction,  however,  and  the  nerve  supply 
severed,  the  woman  will  be  unable  to  breast  feed 
because  letdown  will  not  occur. 

Social  considerations  may  preclude  lactation. 
The  mother  who  is  a heavy  smoker  exposes  the 
infant  to  the  passive  effects  of  smoke  inhalation. 
In  addition,  nicotine  in  laVge  amounts  decreases 
the  milk  supply.  Similarly,  whereas  a glass  of 
wine  or  beer  has  been  prescribed  over  the  centu- 
ries to  increase  milk  supply  and  letdown,  heavy 
alcohol  use  will  decrease  production. 

There  are  also  several  conditions  in  the  infant 
which  may  make  breast  feeding  difficult  or  im- 
possible. Enzyme  deficiencies  such  as  galactose- 
mia and  severe  lactase  deficiency  would  prohibit 
breast  feeding  since  lactose  is  the  main  carbohy- 
drate in  human  milk.  The  infant  with  a cleft 
palate  may  have  difficulty  coordinating  the  swal- 
lowing mechanism  necessary  for  successful 
breast  feeding  and  the  mother  may  not  produce 
enough  milk  due  to  inadequate  stimulation.  In- 
fants with  severe  neurologic  damage  may  also 
have  difficulties  with  the  swallowing  mechanism, 
as  may  infants  with  the  Pierre  Robin  syndrome. 
These  relative  contraindications  may  be  over- 
come by  special  counseling  of  the  mother.  Special 
nursing  techniques  have  been  developed  to  teach 
these  infants  to  nurse  successfully.® 

The  premature  delivery  of  an  infant  presents 
special  problems.  The  milk  of  mothers  of  prema- 
ture infants  differs  from  that  of  the  mothers  of 
term  infants.  Protein  and  mineral  composition  of 
preterm  milk  is  probably  not  adequate  for 
growth,  and  these  infants  almost  always  require 
supplementation  with  either  a human  milk  for- 
tifier or  preterm  infant  formula.  Without  this 
supplementation,  premature  infants  frequently 
develop  chemical  rickets,  or  less  frequently,  overt 
rickets.®  In  addition,  the  mother  who  wants  to 
solely  breast  feed  her  premature  infant  will  need 
to  be  extremely  dedicated.  It  is  very  difficult  to 
maintain  adequate  volume  without  having  the 
infant  suckle  directly  and  this  may  be  precluded 
by  the  medical  complications  of  prematurity  and 
lack  of  strength  of  the  infant. 

Virtually  all  medications  ingested  by  the 
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mother  will  be  found  in  breast  milk  in  some  con- 
centration. Most  of  them  will  not  have  any  effect 
on  the  infant.  The  effects  of  maternal  medication 
are  determined  by  a variety  of  factors:  the 
amount  of  drug  excreted  into  the  breast  milk-eg 
breast  milk  is  more  acidic  than  plasma  so  weak 
bases  will  be  secreted  into  the  breast  milk  in  larg- 
er amounts;  the  oral  bioavailability  of  the  drug 
in  the  infant-eg  gentamicin  is  found  in  the  breast 
milk  because  it  is  so  poorly  absorbed  by  the  in- 
fants’ GI  tract,  its  effect  on  the  infant  is  negligi- 
ble; infant  pharmacokinetics  such  as  protein 
binding,  half-life,  volume  of  distribution  and  drug 
excretion;  receptor  sensitivity  or  tolerance  of  the 
infant  to  the  drug-eg  sulfa  drugs  are  contraindi- 
cated early  in  the  neonatal  period  because 
bilirubin  is  displaced  from  protein  by  the  drug 
and  causes  a rise  in  the  indirect  fraction. 

A few  general  principles  may  be  applied  to  the 
subject  of  medication  use  during  lactation.  If  a 
mother  has  taken  a medication  chronically,  then 
the  infant’s  in  utero  exposure  will  be  higher  than 
from  breast  feeding.  A drug  taken  chronically 
may  have  a much  different  effect  on  the  infant 
than  one  taken  on  a temporary  basis.  If  it  is 
necessary  to  medicate  the  mother,  pharmacoki- 
netics should  be  taken  into  account  so  that  the 
concentration  of  the  drug  is  lowest  at  the  time  the 
infant  nurses. 

CONCLUSION 

This  article  has  reviewed  briefly  the  main  con- 
traindications to  breast  feeding.  Most  women, 
however,  are  able  to  nurse  successfully.  The  phy- 
sician, be  it  pediatrician,  family  practitioner,  or 
obstetrician,  should  be  familiar  with  these  con- 
traindications in  order  to  promote  breast  feeding 
as  a means  of  nourishing  the  newborn  infant. 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SlOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FDR  THDSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1 For;nerap«utic  use  m paDents  with  hypouierria  with  or  without  metabolic  aiulosis.  in  digitalis 
intoxication  and  in  patients  with  hypokaiem.c  farnmai  periodic  paralysis 

2 For  the  prevention  o<  potassium  depletion  when  the  dietary  intake  is  inadeouate  in  me  following 
conditions  Clients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
wim  ascites  states  of  aldosterone  excess  wim  normal  renal  function,  potassium-iosmg  nephropathy, 
and  wim  certain  diarrheal  states 

3 The  use  of  potassium  sails  in  patients  receiving  diuretics  for  uncomplicated  essenbai  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  wim 
potassium-containing  foods  may  be  adequate  to  control  milder  cases  In  more  severe  cases  sup- 
plementation wim  potassium  salts  may  be  indicated 

CONTRAJNDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  wim  hyperkalemia 
since  a furmer  increase  m serum  potassium  concentration  in  such  pabents  can  produce  cardiac 
arrest  Hyperkaiemia  may  complicate  any  of  me  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydrabon.  extensive  bssue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  me  admmistrabon  of  a potassium-sparing  diuretic  (e.g  . spironolactone, 
tnamterene) 

Wax-matrix  potassium  chionde  preparabons  have  produced  esophagea:  uicerabon  in  certain  cardi- 
ac pabents  wim  esophagea'  compression  due  to  enlarged  left  atnum 
All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  pabent  in 
whom  mere  is  cause  for  arrest  or  delay  m tablet  passage  mrough  me  gastromtesbnal  tract  In  mese 
instances,  potassium  supplementation  should  be  wim  a liquid  preparabon 
WARNINGS:  Hyperkalimli— In  patients  wim  impaired  mechanisms  for  excrebng  potassium,  me  ad- 
ministrabon  of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  pabents  given  potassium  t^  me  intravenous  route  but  may  also  occur  in  pabents  given 
potassium  orally.  Pctentiaiiy  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomabc.  The  use  of 
potassium  salts  in  pabents  wim  chronic  renal  disease,  or  any  omer  condibon  which  impairs  potas- 
sium excrebon.  requires  parbcularly  careful  momtonng  of  me  serum  potassium  concentrabon  and 
appropriaie  dosage  adiustment. 

Inttricllen  wItN  Potassium  Sparing  Diuratics— Hypoxaiemia  should  not  be  treated  by  me  con- 
comitant admmistrabon  of  potassium  salts  and  a potassium-sparing  diurebc  (e  g.,  spironolactone  or 
tnamterene)  since  me  simultaneous  administrabon  of  mese  agents  can  produce  severe  hyperkalemia. 

Gasbointastinal  Lesions— Potassium  chloride  tablets  have  produced  stenobc  and/or  ulcerabve 
lesions  of  me  small  bowel  and  deams  These  lesions  are  caused  by  a high  localized  concentrabon  of 
potassium  ion  in  me  region  of  a rapidly  dissolving  tablet,  which  injures  me  bowel  wall  and  thereby 
produces  obstrucbon.  hemorrhage  or  perforabon 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  dismtegrabon  of  me  tablet.  These 
micro-crystaiioids  are  formulated  to  provide  a controlled  '•eiease  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalioids  and  me  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concenuabon  near  me  gastromtesbnal  mucosa  and  me  ability  of  me  KCl 
to  cause  stenosis  or  uicerabon  Omer  means  of  accomplishing  mis  (e  g.,  incorporabon  of  potassium 
chionde  into  a wax  rnamx)  have  reduced  me  frequency  of  such  lesions  to  less  man  one  per  1(X).(XX) 
pabent  years  (compared  to  40-50  per  100.0(X)  pabent  years  wim  entenc-coated  potassium  chloride) 
but  have  not  eliminated  mem.  The  frequency  of  Gl  lesions  wim  K-DUR  tablets  is.  at  present, 
unknown.  K-DUR  tablets  Should  be  disconbnued  immediately  and  me  possibility  of  bcwei  obstrucbon 
or  perforabon  considered  if  severe  vomibng.  abdominal  pain,  distenbon.  or  gastrointesbnal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  m pabents  wim  metabolic  acidosis  should  be  beated  wim  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depiebon  is  ordinanly  made  by  demonstrabng  hypokale- 
mia in  a pabent  wim  a clinical  history  suggesbng  some  cause  for  potassium  depiebon  In  interprebng 
me  serum  potassium  level,  me  physician  should  boar  in  mind  mat  acute  alkalosis  per  se  can  produce 
hypokalemia  m me  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease me  serum  potassium  concentrabon  into  me  normal  range  even  in  me  presence  of  a reduced 
total  body  potassium  The  beatment  of  potassium  depiebon.  parbcularly  in  me  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attenbon  to  acid-base  balance  and  appropriate 
monitoring  of  serum  elecboiytes.  me  elecbocardiogram,  and  me  clinical  status  of  me  pabent 
Labont^  Tiisis:  Regular  serum  potassium  determinabons  are  recommended.  In  addibon.  during 
me  beatment  of  potassium  depiebon.  careful  attenbon  should  be  paid  to  acid-base  balance,  omer 
serum  elecbolyte  levels,  me  electrocardiogram,  and  the  clinical  status  of  the  pabent.  parbcularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  aodosis 
Drug  Intaractlons:  Potassium-soanng  diurebcs.  see  WARNINGS. 

CaRlnoganatlt.  Mutagenatls,  ImpilrmOTt  of  Fortuity:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pragnancy  Catagory  C:  Animal  reproducbon  studies  have  not  been  conducted  wim  K-DUR.  It  is 
also  not  known  whemer  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproducbon  capacity.  K-OUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 
Nurting  Matbars:  The  normal  potassium  lon  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  me  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. me  conbibubon  of  potassium  chionde  supplementabon  should  have  litbe  or  no  effect  on  me 
level  in  human  milk. 

Pediatric  Uaa:  Safety  and  effecbveness  in  children  have  not  been  established 
ADVERSE  REACTIONS;  Doe  Of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAiNDtCATIONt, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastromtesbnal 
condibons  including  obstrucbon.  bleeding,  uicerabon.  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  omer  factors  known  to  be  associated  wim  such  condibons  were  present  in  many  of 
mese  pabents 

The  most  common  adverse  reacbons  to  oral  potassium  salts  are  nausea,  vomibng,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irntabon  of  me  gastromtesbnal  tract  and  are  best 
managed  by  taking  me  dose  wim  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  admmistrabon  of  oral  potassium  saits  to  persons  wim  normal  excretory  mecha- 
nisms lor  potassium  rarely  causes  senous  hyperkalemia  Htwever.  if  excretory  mechanisms  are  im- 
paired or  if  potass  urn  is  administered  loo  'ap  dly  mbavenousiy.  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINIiSl  It  is  important  to  recognize  mat  hyperkalemia  is 
usually  asymptomabc  and  may  be  manifested  only  by  an  increased  serum  potassium  concentrabon 
and  characlerisbc  electrocardiographic  changes  (peaking  of  T-waves  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongabon  of  the  QT-mterval)  Late  manifestations  include  musde-paralysis  and 
cardiovascular  cohapse  from  cardiac  arrest 
Treatment  measures  for  hyperkaiemia  include  me  following 

1 Eliminabon  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diurebcs 

2 Intravenous  admmistrabon  of  300  to  500  ml/hr  of  10%  dextrose  soiubon  containing  10-20  units 
of  insulin  oe'  1.0(X)  mi 

3 Correcbon  of  acidosis,  if  present,  wim  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resms.  hemodialysis,  or  oentohea'  dialysis 

In  treabng  hyperkaiemia.  it  should  be  recalled  that  m pabents  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  o<  me  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Special  Report 

Even  though  we  all  hear  and  read  more  about  AIDS  than  we  really  want  to,  and 
we  think  we  understand  it  pretty  well,  two  things  have  become  abundantly  clear: 
first,  this  is  probably  THE  most  important  disease  of  our  lifetimes,  and  second, 
we  really  have  an  obligation  to  keep  up  with  the  rapid  progress  being  made  in 
the  scientific  understanding  of  it.  Therefore,  we  propose  to  publish  an  “HIV  Up- 
date” feature  at  frequent  intervals.  Fortunately,  we  have  available  a truly 
knowledgeable  and  committed  person  who  writes  well.  Dr.  Dean  Winslow.  His 
latest  contribution  follows.  A more  clinically  oriented  “how  to  do  it”  piece  on  the 
management  of  patients  with  HIV  infection  will  be  in  the  MSD  News  in  the  near 
future. 

EWM 


HIV  UPDATE 


Dean  L.  Winslow,  M.D. 


MOLECULAR  BIOLOGY  OF  HIV 

Over  the  last  two  years  there  has  evolved  an  in- 
creased appreciation  of  the  complex  interactions 
of  several  regulatory  genes  and  their  protein  gene 
products.  These  include  tat  (a  major  positive  regu- 
lator of  viral  replication),  rev,  nef,  vif,  vpr,  and 
others.  In  addition,  a specific  HIV  protease  has 
been  identified  that  is  important  in  the  cleavage 
of  the  core  structural  protein  during  viral  synthe- 
sis. These  genes  and/or  their  gene  products  may 
eventually  serve  as  targets  for  antiviral  agents. 
In  group  viruses,  there  is  also  evidence  that  other 
infectious  agents  (Herpes  group  viruses,  possible 
other  retroviruses)  may  interact  with  these 
regulatory  proteins  directly  as  well  as  indirect- 
ly facilitating  HIV  replication  by  causing  lym- 
phocyte activation. 

Dr.  Winslow  is  Chief,  Section  of  Infectious  Diseases,  Department  of  Medicine, 
Medical  Center  of  Delaware. 


NATURAL  HISTORY  OF  HIV  INFECTION 

Data  from  the  San  Francisco  Cohort  Study  (an 
ongoing  study  that  includes  men  who  participat- 
ed in  Hepatitis  B virus  vaccine  trials  in  the  late 
1970s  — early  1980s,  and  hence  have  stored  serial 
serum  specimens  that  can  precisely  date  HIV 
seroconversison)  has  shown  that  approximately 
five  percent  of  HIV  seropositive  individuals  go  on 
to  develop  AIDS  each  year  (approximately  48% 
of  patients  known  to  be  seropositive  in  1978  had 
developed  AIDS  by  1988).  The  rate  of  progression 
to  AIDS  is  actually  higher  in  the  second  five 
years  after  infection, 

PROGNOSTIC  MARKERS  IN  HIV  INFECTION 

From  a clinical  standpoint,  oral  thrush  and  oral 
hairy  leukeplakia  (a  white  hyperplastic  reaction 
usually  noted  on  the  lateral  margins  of  the  ton- 
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gue  — presumably  due  to  an  interaction  between 
EBV  and  HIV)  are  highly  predictive  of  progres- 
sion to  AIDS  within  12-24  months.  Cutaneous 
anergy  as  assesed  by  skin  test  reactivity  to  PPD, 
mumps,  Candida,  trichophyton,  etc,  is  still  some- 
what useful  as  a prognostic  indication. 

Absolute  CD^+lymphocyte  counts  as  assessed 
by  flow  cytometry  with  monoclonal  antibody 
staining  remains  faudy  predictive  of  progression 
to  AIDS,  at  least  in  symptomatic  patients. 
However,  these  counts  are  notorious  for  wide  fluc- 
tuations, most  of  which  are  probably  due  to  tech- 
nical factors  which  affect  the  total  lymphocyte 
count  (which  is  still  usually  determined  by 
differential  visual  counting  of  a Wright-stained 
peripheral  blood  smear). 

Other  markers  that  may  be  useful,  particular- 
ly in  combination  with  other  markers,  include  se- 
rum p24  antigen  (although  since  antigen  can 
only  be  measured  in  excess  of  antibody,  it  may  be 
misleadingly  low  or  even  negative  if  bound  up  in 
immune  complexes),  serum  B-2-microglobin  (a 
“downstream”  indicator  of  interferon  action  on 
immune  cells),  serum  neopterin  (a  by-product  of 
macrophage  activation),  an  abnormal  acidilable 
alpha  interferon  and  sedimentation  rate. 

ROLE  OF  LYMPHATIC  SYSTEM  AND 
MACROPHAGE 

A number  of  leading  researchers  have  pre- 
sented evidence  over  the  last  year  that  the  “final 
battle  with  AIDS  is  fought,  not  in  the  blood,  but 
in  the  lymph  nodes  of  the  patient,”  to  quote  Dr. 
Hans  Wigzell  (Karolinska  Institute,  Stockholm). 
Additional  evidence  is  accumulating  that  infec- 
tion of  the  macrophage  may  be  of  primary  impor- 
tance in  a number  of  ways.  Although  depletion 
of  CD^ -I- (helper)  T-lymphocytes  in  the  peripher- 
al blood  is  the  hallmark  of  advanced  HIV  infec- 
tion, only  one  in  IC’-IO®  lymphocytes  are 
infected  by  HIV  whereas  up  to  10%  of  monocytes 
may  be  infected.  In  monocytes,  HIV  is  actually 
“packaged”  in  Golgi  apparatus-associated  vacu- 
oles, rather  than  free  in  the  cytoplasm  or  budding 
from  the  plasma  membrane  as  it  is  in  lympho- 
cytes. Probably  because  of  this,  monocytes  are 
more  resistant  to  lysis  but  HTV  can  serve  as  reser- 
voirs for  infection  of  the  lymphocytes  and  the  cen- 
tral nervous  system  (by  their  ability  to  cross  the 
blood-brain  barrier).  Since  monocytes  are  consi- 
dered to  be  the  most  important  antigen- 
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presenting  cell  (APC),  dysfunction  of  the  infect- 
ed monocyte  could  affect  both  the  afferent  and  the 
efferent  arms  of  the  cellular  immune  system. 
Since  T-cells  require  interaction  with  other  im- 
mune cells  for  clonal  expansion  as  well  as  acti- 
vation, this  may  explain  the  severe  lymphopenia 
seen  in  advanced  HIV  infection.  Although  mono- 
cytes and  macrophages  often  have  CD^  receptors 
in  their  surfaces,  it  is  now  apparent  that  certain 
strains  of  HIV  appear  to  preferentially  infect 
monocytes  and  that  these  strains  have  a low  af- 
finity for  CD^,  suggesting  the  presence  of  a bind- 
ing site  other  than  the  CD^  receptor  in  some 
cases. 

Paradoxically,  macrophage  (and  polyclonal  B- 
cell  activation)  may  occur  early  in  the  course  of 
HIV  infection  and  is  commonly  manifested  by 
diffuse  lymphadenopathy  with  reactive  hyperpla- 
sia seen  on  lymph  node  biopsy.  This  overall  “dys- 
regulation”  of  the  immune  system  may  partial- 
ly explain  the  high  frequency  of  adverse  reactions 
to  medications  such  as  trimethoprim- 
sulfamethaxazole  in  the  setting  of  the  HIV  infec- 
tion as  well  as  some  of  the  unusual  skin  rashes 
commonly  observed.  Of  course,  cells  of  monocyte- 
macrophage  origin  are  also  present  in  the  skin 
(Langerhans  giant  cells),  lungs  (type  II  pneumo- 
cytes),  and  central  nervous  system,  as  well  as 
liver,  spleen,  and  lymph  nodes. 

Very  likely  the  depletion  of  monocytes  and  lym- 
phocytes from  lymph  nodes  (that  follows  their 
depletion  from  peripheral  blood)  results  in  ina- 
bility to  clear  viral  antigens  and  circulating  im- 
mune complexes.  It  is  also  postulated  that 
auto-antibody  formation  (antibody  to  HIV  enve- 
lope gp  120  may  cross-react  with  MHC  II)  may 
contribute  to  immune  suppression  in  AIDS.  It 
has  also  recently  been  shown  in  vitro  that  low 
concentrations  of  “neutralizing  antibody”  may 
actually  enhance  cell  infection  by  HIV.  This  data 
is  of  potential  concern  in  view  of  the  fact  that 
most  HIV  vaccines  currently  in  trial  are  based  on 
envelope  (often  gp  120)  epitopes  to  induce  an  im- 
mune response. 
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American  Medical  Association 
Hospital  Medical  Staff  Section 
Thirteenth  Assembly  Meeting 
June  15-19,  1989 

Medical  Staff  from  across  the  country  are  encouraged  to  elect  a medical  staff 
representative  to  participate  in  the  AMA-HMSS  Assembly  meeting  June  15-19, 1989 
at  the  Chicago  Marriott  Hotel  in  Chicago. 

The  HMSS  Assembly  provides  medical  staffs  with  a unique  opportunity  to  discuss 
and  participate  in  the  policymaking  process  of  the  AMA.  In  addition  to  the  Assem- 
bly Meeting,  the  HMSS  is  sponsoring  an  educational  program  on  the  Health  Care 
Quality  Improvement  Act  and  the  National  Practitioner  Data  Bank.  CME  credits 
have  been  requested. 

For  further  information  about  the  AMA-HMSS,  please  call  (312)  645-4754  or 
645-4761. 
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DR.  JONES  GOES  TO  SEA  - AND  NEVER  LOOKS  BACK 

J.  Worth  Estes,  M.D. 


Dr.  Jacob  Jones  was  not  the  first  physician  to 
leave  medicine  for  greener  pastures,  but  seldom 
has  a doctor  made  such  a complete  break  with  his 
profession.  He  was  born  in  1768  near  Smyrna, 
Delaware.  His  mother  died  while  he  was  an  in- 
fant, and  his  father  died  four  years  later.  The 
boy’s  stepmother  sent  him  to  a private  school  at 
Lewes.  At  18  he  began  to  study  medicine  with  Dr. 
James  Sykes  of  Dover.  After  a four -year  appren- 
ticeship, Jones  took  medical  courses  at  the 
University  of  Pennsylvania,  before  opening  a 
practice  in  Dover.  Soon  after,  he  married  Sykes’ 
sister,  but  she  died  eight  months  later. 

Business,  however,  was  slow.  A friend  later 
reported  that  Jacob  found  the  market  for  his 
professional  services  “already  engrossed  by  a 
number  of  able  and  experienced  gentle- 
men...impatient  of  an  inactive  life,  he  determined 
to  abandon  the  profession  for  the  present,  and 
seek  more  productive  occupation.”^  Hoping  that 
the  law  might  provide  a more  generous  living,  he 
began  studying  it  as  a clerk  at  the  state  supreme 
court,  but  he  has  turned  to  storekeeping  by  the 
time  he  married  Janet  Moore  in  1796.^ 

Americans  were  soon  caught  up  in  an  un- 
declared naval  war  with  France.  The  excitement 
of  the  moment  (and  perhaps  the  enlistment  of  his 
wife’s  cousin)  persuaded  Jones,  now  a father,  to 
abandon  his  professional  aspirations,  and  in  1799 
he  joined  the  U.S.  Navy.^  He  seems  not  to  have 
given  medicine  a thought  during  his  last  50 
years. 

Dr.  Estes  is  Professor  of  Pharmacology  at  Boston  U n i versity  School  of  Medici  ne. 

Del  Med  Jrl,  May  1989-Vol.  61,  No.  5 


Life  as  a naval-officer-in-training  must  have 
been  difficult  for  a man  who  was  twice  the  age  of 
his  fellow  midshipmen,  but  Jones,  now  31, 
learned  his  new  profession  well.  During  the  Bar- 
bary Wars  he  was  a lieutenant  on  the  frigate 
Philadelphia  when  she  ran  aground  off  Tripoli  in 
October  1803.  He  and  the  rest  of  his  crew  were 
held  captive  there  until  the  Constitution  freed 
them  in  June  1805  - as  his  wife  lay  dying  of  con- 
sumption. 

Over  the  next  few  years,  American  naval 
officers  had  little  opportunity  to  achieve  the  glory 
they  coveted.  Lt.  Jones  performed  routine  duties 
at  sea  and  ashore.  In  1802  he  had  been  arrested 
for  acting  as  a second  in  a fatal  duel  between  two 
marine  officers  on  his  ship,"^  and  four  years  later, 
Jones  himself  wounded  a lieutenant  in  a duel, 
but  neither  episode  affected  his  naval  career,  and 
in  1810,  he  was  promoted  to  Commander.  One  of 
his  superiors  described  him  as  “a  brave  good 
officer  and  correct  man,”  and  another  said  he  was 
“a  good  officer  but  unaccomodating  (sic).”^  A 
month  later  he  took  command  of  the  sloop-of-war 
Wasp. 

Soon  after  the  United  States  declared  war  on 
Great  Britain  in  June  1812,  Jones  was  sent  off  to 
capture  British  merchantmen  on  the  West  Indi- 
an trade  routes.  Five  days  later  (18  October  1812) 
the  Wasp  engaged  a slightly  larger  enemy  brig 
Frolic.  British  gunfire  destroyed  much  of  the 
American  rigging  early  in  the  battle.  Jones  took 
advantage  of  the  heavy  seas  by  firing  his  broad- 
sides as  the  Wasp  and  her  guns  rolled  down  on 
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them,  while  his  opponent  fired  as  his  ship  rolled 
up.  As  a result,  more  of  the  Wasp’s  balls  hit  home, 
and  more  of  the  Frolic’s  overflew  her  target. 
Despite  severe  damage  to  his  ship,  Jones  maneu- 
vered her  so  that  he  could  fire  directly  through 
two  of  the  Frolic’s  gun  ports,  and  then  boarded 
her.  After  43  minutes  of  intense  fighting  the  Brit- 
ish surrendered.^® 

Jones’  bloody  but  workmanlike  victory  was 
short-lived.  Because  both  the  Wasp  and  her  prize 
were  badly  damaged,  they  were  soon  captured  by 
a far  heavier  British  ship  and  taken  to  Bermu- 
da, but  this  captivity  lasted  only  a month.  Still, 
the  Wasp  had  achieved  one  of  a string  of  highly 
acclaimed  naval  victories  in  the  opening  months 
of  the  war.  The  city  of  New  York  feted  Jones,^  the 
state  of  Delaware  gave  him  an  elegant  silver 
urn,®  and  Congress  struck  a gold  medal  in  his 
honor.®  A Boston  broadside  celebrating  several 
heroes  of  the  war  sang  out:  “And  Jones  at  the 
Frolic  soon  pelted  away,/Till  the  Frolic  was  tir’d 
of  such  frolicksome  play.”® 

Although  the  Wasp’s  victory  was  overshadowed 
by  those  of  “Old  Ironsides,”  it  was  the  high  point 
of  Jones’  career,  and  earned  him  promotion  to 
Captain,  but  he  engaged  no  more  enemy  ships 
during  the  War  of  1812.  In  1815  he  participated 
in  the  expedition  which  ended  the  sporadic  war 
with  Algiers.®^  In  1821  he  married  Ruth  Lus- 
by  of  Maryland  and  was  sent  to  show  the  flag  in 
the  Mediterranean,  as  commander  of  the  Consti- 
tution, but  his  men’s  undisciplined  behavior  so 
embarrassed  Washington  that  Jones  was  relieved 
of  the  squadron’s  command. 

In  1826  he  led  his  last  squadron,  to  the  Pacific. 
After  shore  duties  in  Baltimore  and  New  York,^ 
in  1847  he  assumed  command  of  the  Philadel- 
phia Naval  Asylum,  a home  for  “decrepit  and  dis- 
abled naval  officers,  seamen,  and  marines” 
established  by  Congress  in  1811.^^  The  82  year 
old  commodore  died  there  three  years  later,  on 
August  3,  1850.' 
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Jacob  Jones  probably  abandoned  medicine  too 
hastily.  As  one  of  his  friends  noted,  “scanty  em- 
ployment...is  commonly  the  lot  of  the  young  phy- 
sician.”^ If  he  had  been  less  impatient  his 
prospects  might  have  been  brightened,  but  the 
necessity  of  providing  for  his  family  must  have 
been  discouraging.  Opportunities  for  excitement 
at  sea-for  which  he  could  have  observed  prepa- 
rations along  the  banks  of  the  Delaware  River- 
must  have  been  very  tempting  to  a young  man 
known  to  his  neighbors  as  “a  gallant”  and  “a 
rake.”^  Although  his  career  began  with  his  ig- 
nominious imprisonment  at  Tripoli,  Jones  did 
win  a celebrated  victory  as  well  as  promotions  to 
the  top  of  his  profession.  Still,  he  was  not  of  the 
caliber  of  the  best  known  commodores  of  the  early 
navy-although  the  scanty  evidence  available  to- 
day suggests  that  he  may  have  thought  he  was. 
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WOMEN  DOCTORS  IN  EARLY  DELAWARE 


Jo  Ann  Rosenfeld,  M.D. 


There  were  only  a small  number  of  women  who 
practiced  in  Delaware  in  the  early  years  of  or- 
ganized medicine.  However,  those  women  had  a 
profound  influence  on  the  lives  and  health  care 
of  their  communities. 

The  first  woman  to  practice  medicine  in  Dela- 
ware was  Josephine  White  De  La  Cour.  Dr.  White 
De  La  Cour  was  born  in  1855  in  Lancaster,  Penn- 
sylvania, and  attended  Friends  School  and  Wes- 
leyan Female  College  in  Wilmington,  Delaware. 
She  graduated  from  Women’s  Medical  College  of 
Pennsylvania  in  1878,  and  obtained  her  license 
to  practice  medicine  in  Delaware  in  1879.  Wom- 
en’s Medical  College  (WMC)  was  the  first  medi- 
cal school  established  exclusively  for  women. 
Most  of  the  first  women  doctors  in  Delaware 
graduated  from  WMC.  Dr.  White  De  La  Cour  was 
a general  practitioner  and  was  one  of  the  earli- 
est members  of  the  New  Castle  County  Medical 
Society.  She  was  also  active  in  the  Women’s 
Suffrage  Movement.  Dr.  White  De  La  Cour  prac- 
ticed for  51  years  before  she  died  in  1929. 

Between  1895  and  1920,  there  were  only  five 
women  registered  with  the  State  Medical  Licens- 
ing Board.  Three  were  graduates  of  Women’s 
Medical  College.  Anna  Shipley  graduated  in 
1902,  Elizabeth  Allison-Headings  in  1910,  and 
Sophia  Ostrow  in  1911.  Elizabeth  Allison- 
Headings  served  on  the  National  Board  of  the 
YWCA  from  1918  to  1924.  She  served  her 
residency  at  Farnhurst,  Delaware,  from  1910  to 
1911,  and  at  Jones  Hospital  in  the  following  year. 

Dr.  Rosenfeld  is  Associate  Director  St.  Francis  Family  Practice  Residency  and  Clin- 
ical Assistant  Professor  of  Family  Medicine,  Temple  University,  Philadelphia. 
Pennsylvania. 
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She  did  graduate  work  in  public  health  at  Colum- 
bia and  Stanford,  and  later  served  as  physician 
to  U.S.  Indian  schools  in  Wisconsin,  and  as  State 
Supervisor  of  Medical  Inspection  of  second  and 
third  class  schools  for  Pennsylvania.  During 
World  War  I,  she  was  a lecturer  on  women’s 
hygiene  in  armed  forces  training  camps. 

Sophia  Ostrow  graduated  from  Women’s  Med- 
ical College  in  1911.  She  had  emigrated  from 
Chersan,  Russia,  the  year  she  entered  medical 
school.  She  practiced  general  medicine  in  Wil- 
mington after  post-graduate  study  in  Europe. 

Caroline  Williams  moved  to  Delaware  after 
graduating  from  medical  school  in  New  York  in 
1918. 

Margaret  Handy  graduated  from  Johns  Hop- 
kins in  1918,  and  influenced  the  Delaware  med- 
ical community  for  over  four  generations.  After 
an  internship  at  Women’s  Hospital  in  Philadel- 
phia, and  a residency  at  Johns  Hopkins  Hospital, 
she  began  practice  as  a pediatrician  during  the 
influenza  epidemic  of  1918.  She  created  the  chil- 
dren’s ward  of  the  People’s  Settlement,  and  was 
the  Chief  of  the  Department  of  Pediatrics  at  the 
Delaware  Hospital  from  1921  to  1946. 

From  1920  through  1945,  there  were  eleven  ad- 
ditional women  who  obtained  licenses  to  practice 
medicine  in  Delaware.  Five  graduated  from  Wom- 
en’s Medical  College,  one  from  the  Philadelphia 
College  of  Osteopathic  Medicine,  and  five  ob- 
tained licenses  after  graduating  from  other 
schools.  Edith  Incababian  graduated  from  the 
Philadelphia  College  of  Osteopathic  Medicine  in 
1935  and  practiced  general  medicine  in  Wilming- 
ton until  her  retirement.  Elizabeth  Bucke  Miller 
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graduated  from  Women’s  Medical  College  in 
1927,  after  attending  Dickinson  College.  She 
practiced  in  Richardson  Park  in  New  Castle,  until 
she  and  her  husband.  Dr.  Edgar  Miller,  became 
medical  missionaries  in  Kathmandu,  Nepal,  and 
later  in  Haiti.  At  24,  she  was  one  of  the  youngest 
medical  missionaries  of  the  time. 

Catherine  Cross  Gray  graduated  from  Women’s 
Medical  College  in  1925,  and  did  her  residency 
at  Beebe  Hospital  in  Lewes.  She  had  a private  ob- 
stetrical practice  in  the  Bridgeville  area. 

Persis  Eslfeld  came  to  Delaware  from  North 
Dakota,  after  graduating  from  Beloit  College, 
and  the  University  of  Illinois  Medical  School  in 
1923.  She  practiced  as  a psychiatrist. 

Mildred  Forman,  born  in  Delaware  and 
descended  from  Delaware’s  first  doctor,  Tymen 
Stidman,  graduated  from  the  Medical  College  of 
Virginia.  She  practiced  general  medicine  for  50 
years  before  retiring  in  1986. 

Today,  approximately  8.4%  of  the  practicing 
doctors  who  belong  to  the  Medical  Society  of 
Delaware  are  women.  They  are  pediatricians, 
pathologists,  family  practitioners,  internists,  psy- 
chiatrists, surgeons,  radiologists,  and  other 
specialists.  From  a meager  beginning,  today 
women  doctors  in  Delaware  are  continuing  to 
make  significant  contributions  to  the  medical 
profession. 


I would  like  to  extend  my  personal  thanks  to 
the  Archives,  Medical  College  of  Pennsylvania, 
and  the  Medical  Society  of  Delaware. 

WOMEN  DOCTORS  IN  EARLY  DELAWARE 


MEDICAL  YEAR  OF 


NAME 

COLLEGE  LICENSURE 

JOSEPHINE  WHITE 

DE  LA  COUR 

WMC 

1878 

ANNA  SHIPLEY 

WMC 

1902 

ELIZABETH 

ALLISON-HEADINGS 

WMC 

1909 

SOPHIA  OSTROW 

WMC 

1911 

MARGARET  HANDY 

JOHNS  HOPKINS 

1918 

CAROLINE  WILLIAMS 

NY  STATE 

1918 

PATRICIA  STUART 

U OF  PENN 

1920 

PERSIS  ESLFELD 

U OF  KLINOIS 

1923 

CATHERINE  CROSS  GRAY 

WMC 

1925 

ELIZABETH  B.  MILLER 

WMC 

1927 

MINNA  SOSNOR-HEDSON 

WMC 

1932 

VIRGINIA  GOULD  RHEUBY 

WMC 

1933 

EDITH  MILLER 

U OF  COLORADO 

1933 

EDITH  INCABABIAN 

PCOM 

1935 

MARION  WHALIN 

WMC 

1935 

MILDRED  FORMAN 

MED  COLLEGE 

OFVA 

1936 

ELIZABETH  KIRBY-SMITH 

U OF  TENN 

1938 

KEY:  WMC  Women’s  Medical  College,  Philadelphia 
PCOM  Philadelphia  College  of  Osteopathic  Medicine 


MANSUR  E ERETTYMAN  INC. 


For  over  half  a century  the  name  Mansure  & Prettyman  has 
been  the  hallmark  of  enduring  excellence  in  fashions  for  men. 

It  is  your  assurance  of  quality,  value  and  service 
equal  to  the  demands  of  today’s  most  discriminating  man. 


ESTABLISHED  1922 


Stone  Hill  Road  & Augustine  Cut-Off 
VISA  • MasterCard  • Am  Ex  • WSFS 
Monday  Saturday  9:30-5:30 
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The  IfeiH)ria]ity  Efeader 
Treatment  Pnc@nmof 
Sieppard  PrattHospital. 


You  know— perhaps  firsthand— how  treating  a borderline 
patient  can  become  a vicious  circle.The  harder  you  try  to  help,  the 
more  resistant,  or  even  abusive  your  patient  becomes,  until  both 
of  you  are  left  frustrated  and  exhausted. 

But  how  do  you  break  the  therapeutic  deadlock?  Changing 
therapists  may  only  begin  the  cycle  all  over  again.  And  a brief 
hospital  stay  usually  produces  only  temporary  improvement. 

At  Sheppard  Pratt,  our  experience  has  shown  that  specialized 
inpatient  treatment,  coupled  with  the  opportunity  for  a longer 
hospital  stay,  may  be  the  only  effective  way  to  interrupt  this  pattern 
of  behavior  and  uncover  and  resolve  the  deep-seated  problems 
underlying  the  patient’s  longstanding  difficulties. 

The  Personality  Disorder  Treatment  Program  at  Sheppard 
Pratt  is  designed  to  provide  such  long-term  care.  Our  objective  is 
to  bring  about  lasting  improvement  in  patients  with  personality 
disorders. 

The  process  is  not  easy.  Serious  personality  disorders  do  not 
lend  themselves  to  a “quick  fix.”  But  we  are  encouraged  by  the 
number  of  our  patients  who  have,  in  time,  broken  out  of  the 
vicious  circle. 

If  you  would  like  to  know  more  about  the 
Sheppard  Pratt  approach  to  the  borderline  patient 
and  other  patients  with  severe  personality 
disorders,  contact  the  Admissions  Office  at 
(301)  938-3800  or  toll  free  1-800-627-0330,  The 
Sheppard  and  Enoch  Pratt  Hospital,  6501  North 
Charles  Street,  RO.  Box  6815,  Baltimore,  MD 
21285-6815. 


SHEPPARD 


THE  PERSONALITY 
DISORDER  TREATMENT 
PROGRAM 


FROM  EXPERTISE 

<;FT?UTrF 

0£/lxVXv/£/« 


i 


The  waiting  is  over  for  you  and  followed  by  a full  written  report  and 

your  patients.  Our  second  state-of-the-  hard  copy  images  for  your  files.  And,  if 
art  MRI  facdity,  dedicated  solely  to  you  have  access  to  a facsimile  machine, 
diagnostic  imaging,  now  stands  ready  we  can  send  you  the  report  even  faster, 

to  provide  you  with  the  information 

you  need  when  you  need  it.  | A O 1 ^ 

Verbal  results  of  your  patient’s  M I )/\  v l~l  / \ i 

study  wm  be  called  in  to  you  the  ^ c b n CM  Tru 

same  day  the  examination  is  read—  L>cIN  1 ci\ 


Whaf  s more,  we  back  you  up 
with  all  of  our  resources— that  unique 
blend  of  research  and  patient  care 
expertise  which  typify  ^ services  at 
Fox  Chase. 

To  schedule  a patient,  or  to  talk 
to  a radiologist  about  tailoring  MRI 
studies  to  your  patients’  specific  needs, 
call  728-3563. 


DISCOVERY&HOPK 

7701  Burholme  Avenue,  Philadelphia,  PA  19111 


^Vhristiana 

Complete  Auidiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 

1 audiology 

Swim  Ear  Molds 

y J ASSOCIATES  I^COR^‘ORATED 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 

100  Christiana  Medical 

Center,  Newark,  Delaware  19702 

DIRECTOR 

NORMAN  B ROBINSON  M.D 

MEDICAM 
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Slides! 


24  Hour  Service 

Slides  Produced  From; 

• X-RAYS  & Scans 

• Text  & Graphs 

• Drawings  & Maps 
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NOW  IS  THE  \ 
TIME  TO  MARKET 
YOUR  PRACTICE. 


We  work  with 

both  surgical  and  | \ 

medical  specialties.  ; \ \ 
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Call  now 


for  FREE  information: 
Rebecca  Anwar,  Ph.D. 
(215)  649-8770 


HOOVER  ■ ANWAR 
ASSOCIATES 


Hoover  Anwar  Associates 

Medical  Marketing  Services 

First  Pennsylvania  Bank  Building 
Seven  East  Lancaster  Avenue 
Ardmore,  PA  19003 


Hie  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford.  Jr  M.D 
Jay  D.  Luff,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 
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Editorial 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


OFF  DUTY  MEDICINE 

I had  the  opportunity  to  be  entertained  at  a col- 
league’s house  several  months  back.  The  evening 
took  a disheartening  turn  for  our  party  (we  were 
six  at  dinner)  because  of  a very  human  attribute 
to  which  I think  physicians  are  especially  prone 
these  days.  We  like  to  project  that  we  are 
“authorities”  in  our  field,  a field  that  includes 
lots  of  territory,  when  we  are  in  the  company  of 
laypersons. 

After  cocktails  on  the  porch  and  the  ensuing 
relaxation  provided  by  excellent  food  and  drink, 
we  moved  indoors  for  a fine  meal.  My  rheumatol- 
ogist friend  and  I were  feeling  “off  duty”  when 
the  conversation  shifted  towards  a medical  topic. 
A thirtyish  year  old  woman  began  talking  about 
Dr.  Bernie  Siegel  and  his  book.  Love,  Medicine 
and  Miracles,  describing  his  philosophies  with, 
what  I now  see  in  retrospect,  some  passion.  Hav- 
ing neither  read  his  work  nor  heard  Siegel’s 
philosophies  didn’t  stop  me  from  “explaining 
away”  his  theses,  at  least  as  presented  by  the  fe- 
male guest.  My  physician-host,  a person  known 
for  his  professional  skill,  was  almost  my  equal  in 
ill-advised  commentary. 

The  guest  suddenly  burst  up  from  her  chair  and 
fled  into  the  bathroom,  followed  quickly  by  her 
husband.  She  had,  it  turned  out,  recently  under- 
gone some  sort  of  cancer  surgery,  and  was  find- 
ing something  deeply  moving  in  Siegel’s  book, 
something  that  our  pontificating  had  threatened. 

I have,  since  that  night,  read  Dr.  Siegel’s  book 
and  found  it  to  be  provocative,  helpful,  and  not  in- 
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frequently  dangerous  and  disturbing.  I can  tell 
you  it’s  being  widely  read  by  the  patients  and 
their  families,  and  I recommend  it  to  the  MD  com- 
munity. I have  also  reached  the  following  con- 
clusions: 

1)  Medical  people  should  try  not  to  talk  about 
medicine  in  social  gatherings  with  lay  people.  Ar- 
guably, this  could  make  us  less  attractive  cock- 
tail party  guests,  but  it  will  keep  us  from  straying 
into  dangerous  territory.  This  strategy  would  also 
help  prevent  the  value-less  (“you  only  get  what 
you  pay  for”)  and  often  dangerous  “curbside” 
medical  advice. 

2)  Medical  people  when  talking  about  medicine 
are  never  “off  duty.” 

Herbert  J.  Keating  III,  M.D. 

HIV 

Elsewhere  in  this  issue  we  start  a new  feature, 
“HIV  Update.”  It  may  not  be  popular,  but  it  is 
necessary.  The  potential  devastation  of  our  soci- 
ety by  this  disease  is  truly  alarming.  There  can 
be  little  doubt  that  there  is  a huge  reservoir  of 
people  infected  with  the  HIV  virus  who  have  no 
idea  that  they  have  it.  Our  sexually  permissive 
and  promiscuous  society  plus  the  short  sighted 
decisions  of  our  judicial  system  which  places  the 
privacy  of  the  individual  ahead  of  the  welfare  of 
the  population  as  a whole,  have  conspired  to 
make  a little  brush  fire  into  a fire  storm.  This 
could  make  the  bubonic  plague  of  the  middle  ages 
look  like  a tea  party  by  comparison,  if  we  consider 
the  potential  secondary  disruptions  of  our  society. 
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Good  minds  and  abundant  resources  are  being 
turned  to  expanding  our  knowledge  of  the  dis- 
ease. If  there  is  any  bright  side  to  the  picture,  it 
is  that  the  understanding  of  the  disease  involves 
such  a basic  understanding  of  viruses,  genetics, 
all  growth  and  life  itself  that  if  we  can  learn  to 
deal  with  this  we  may  very  likely  then  have  the 
keys  we  need  to  unlock  the  riddle  of  malignancies 
of  all  types.  In  any  case  it  behooves  us  to  stay 
abreast  of  developments,  to  re-think  some  of  our 
judicial  and  philosophical  concepts,  and  to  devise 
economical  ways  of  managing  large  numbers  of 
sick  and  dying  people.  Perhaps  we  will  yet  find 
a use  for  those  tuberculosis  sanitoria,  institutions 
for  the  retarded,  state  hospitals,  and  county 
homes  that  we  so  hopefully  closed  a few  years  ago. 
They  may  be  the  most  economical  way  to  go. 

EWM 


Even  thgy,  need 
to  recuperate. 

Let  ’em  Take-a-Break. 

Your  staff  helps  others  recuperate  everyday,  right? 
Once  In  a while  they  could  use  a rest,  too.  Let  us 
help  make  It  enjoyable.  We  offer  a full  range  of 
food  and  beverage  services  that  make  break-time 
convenient  for  you  and  your  employees. 

OUR  SERVICES  INCLUDE: 

Vending  Machines 
Business  Catering 
Bottled  Water  A Coolers 
Food  Management 
Mlcrowave/Refrigerators 
Goodies  Snack  Service 
and  of  course 
our  Coffee  Services 

WE  SPECIALIZE  IN  A WHOLE  LOT 
MORE  THAN  GREAT  COFFEE 

TAKEABREAKi 


4i3  Eighth  Ave.  • Wilmington,  DE  19805  658-8571 
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Eight  physicians 

and  four  medical  office  managers 
teil  “aii”  about  automation. 


"If  a patient  didn't  show  up,  I never 
knew  it.  Now,  we  can  contact  those 
who  miss  their  appointments. " 


'We  didn’t  add  or  subtract  people. 
We  just  get  more  work  done  in 
the  same  amount  of  time. " 


"Before  we  automated,  our  cash  flow 
would  stop  for  a month  at  a time.  Now 
there's  a more  regular  cash  flow.  ” 


What  can  automation  do  for  you?...  What  can’t 
it  do?...  Is  it  practical?...  What  should  you  look 
for  in  a system?...  What  should  you  expect  from 
the  company  who  sells  you  the  system?...  How 
will  it  affect  your  staff?...  And  how  do  you  go 
about  getting  the  answers  to  aU  these  questions? 

KTI  can  help.  As  the  systems  supplier  to  over 
3,000  healthcare  professionals,  we  brought 
together  a group  of  physicians  and  medical  office 
managers  to  talk  about  the  benefits  and  cautions 
of  automation.  And  prepared  a special  report  on 
their  thoughts  and  comments. 

If  you  want  the  advantage  of  their  experiences, 
send  us  this  coupon.  And  you’ll  get  a lot  of 
answers  in  just  a few  minutes  of  reading. 


Send  for  your  FREE  report 


KTI  P.O.  Box  898075  Camp  Hill,  PA  17089-8075 
Name 


Provider  # 


Specialty 


Address 


City 

State  Zip 


Telephone 
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3 MARVELS  OF  GERMAN  ENGINEERING 
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Now  enjoy  a level  of  service  that  you  have  the 
right  to  expect  as  a Mercedes-Benz,  Porsche  or  Audi 
customer.  We  also  offer  the  kind  of  selection  that 
lets  you  drive  the  exact  model  of  your  choice, 
equipped  as  you  want  it.  And  now,  special  factory 
and  leasing  programs  make  our  inventory  more 
affordable  than  ever. 


, , Phcf. 
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3801  Lancaster  Pike  (Route  48) 
Wilmington  995-2211 


THE  CLASSIC  OF  MEDICAL  SOFTWARE! 

PC-Med" 


For  more  information,  complete  and  return  to: 

MediComp,  Inc. 

15  North  Rockburn  St. 

York,  PA  17402 

(717)  757-5169  • (302)  995-5676 
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ADDRESS: PHONE  # 


VIEW  BOX 


PROJECTILE  VOMITING  IN  A THREE  MONTH  OLD  BOY 


Ricardo  Castro, 
Charles  S.  Bean, 

CASE  REPORT 

A three  month  old  white  male  was  hospitalized  with  projectile  vomiting  of  three 
days  duration  with  one  pound  weight  loss  but  no  other  symptoms.  The  general 
physical  examination  was  normal.  The  head  circumference  and  neurological  ex- 
aminations were  also  normal.  The  anterior  fontanelle  was  open  and  soft  and  the 
optic  fundi  showed  no  papilledema.  Laboratory  reports  from  blood  and  urine  speci- 
mens were  normal.  Skull  x-rays,  upper  G.I.  series,  and  an  EEC  were  also  normal. 

A computed  tomographic  examination  of  the  head  showed: 


FINDINGS  AND  DISCUSSION 

POSTERIOR  FOSSA  ARACHNOID  CYST 

Fig.  1-The  CAT  scan  of  the  brain  shows  a large  area  of  decreased  density  in  the 
posterior  fossa  on  the  left  side  measuring  four  centimeters  in  diameter. 


Dr.  Castro  is  a pediatrician  with  a practice  in  Newark,  and  an  Associate  in  the  Department  of  Pediatrics  at  the  Medical  Center  of  Delaware. 

Dr.  Bean  is  a pediatric  neurologist  with  a practice  in  Wilmington,  an  Assistant  in  the  Department  of  Pediatrics  at  the  Medical  Center  of  Delaware,  Chief  of  the  Section 
of  Neurology  at  St.  Francis  Hospital,  clinical  Associate  Professor  of  Neurology  and  Pediatrics  at  Jefferson  Medical  Center,  and  a Consultant  at  A.I.  DuPont  Institute. 
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View  Box  - Castro 


The  child  was  hospitalized  for  one  week.  Dur- 
ing this  time  he  continued  to  have  projectile 
vomiting  and  failed  to  gain  weight.  A few  days 
later,  surgery  was  performed  and  a large  arach- 
noid cyst  of  the  left  cerebellopontine  angle  was 
completely  removed.  This  cyst  also  extended  to 
the  brain  stem  compressing  the  7th,  8th,  9th,  and 
10th  cranial  nerves  on  the  left.  The  follow  up  ex- 
amination after  surgery  showed  normal  weight 
gain  and  development.  Vomiting  had  stopped. 

Congenital  arachnoid  cysts  constitute  about  1% 
of  intracranial  space  occupying  lesions.^  They  oc- 
cur sporadically  as  a single  lesion  and  most  of 
them  are  detected  in  the  first  two  decades  of  life. 
Males  are  affected  more  than  females  and  the  left 
side  is  more  affected  than  the  right  side. 

Sixty  percent  of  arachnoid  cysts  are  found  in 
the  temporal-sylvian  fissure,  thirty  percent  in  the 
posterior  fossa,  and  ten  percent  in  the  sellar- 
suprasellar  region. 

Focal  neurologic  signs  usually  signify  hemor- 
rhage into  the  adjacent  subdural  space. 
Hydrocephalus  is  present  in  over  30%  of  the  pa- 
tients with  arachnoid  cysts,  and  in  studies  done 
in  children  with  posterior  fossa  arachnoid  cysts. 


100%  were  found  to  have  hydrocephalus.^’® 
Arachnoid  cysts  of  the  posterior  fossa  are  usual- 
ly large:  most  of  them  are  five  cm  or  larger.  Thirty 
percent  of  the  posterior  fossa  arachnoid  cysts  are 
found  in  the  cerebellopontine  angle.  Our  patient 
showed  only  persistent  projectile  vomiting  and 
weight  loss.  He  did  not  show  other  typical  signs 
of  intracranial  hypertension,  no  enlarged  head, 
no  hydrocephalus,  no  increased  pressure  of  the 
fontanelle  or  papilledema.  His  projectile  vomit- 
ing, which  disappeared  after  removal  of  the  cyst, 
quite  likely  was  due  to  the  pressure  of  the  cystic 
mass  over  the  9th  and  10th  cranial  nerves. 
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AVIGNON  . . . EXPERIENCE  THE  AMBIANCE 

DESIGN  YOUR  OWN  ESTATE  ON  A WOODED  OR  HILLSIDE  LOT 

New  Castle  County’s  most  spectacular  views  await  you  at 
AVIGNON.  Here,  you  can  design  your  own  estate  home  using 
our  architect  or  yours. 

AVIGNON  is  an  exclusive  community  of  eight  two-acre 
plus  homesites.  To  experience  the  ambiance  of  AVIGNON, 
callAshok  Sonecha,  Spectrum  Realtors,  at  (302)  239-0510  for 


At  AV I G N O N , you  can  select  this  classic  European  estate 
and  customize  it  to  fit  your  lifestyle. 


Another  Blenheim  Community 
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In  Brief 


EASTERN  SHORE  Jefferson  Medical  College  and  the  University  of  Delaware  are  holding  the 
MEDICAL  SYMPOSIUM  Twelfth  Annual  Eastern  Shore  Medical  Symposium  in  Rehoboth  Beach, 

Delaware,  June  18  through  June  23,  1989.  Symposium  headquarters  will 
be  at  the  Atlantic  Sands  Hotel.  If  you  have  any  questions,  phone  Sylvia  Broc- 
ka  at  (302)  573-4400. 


EMERGENCY  MEDICINE  The  University  of  California,  San  Diego  School  of  Medicine  is  holding  a series 

of  symposia  for  emergency  and  primary  care  physicians  at  various  times 
throughout  1989  and  1990.  The  symposia  will  run  in  length  from  two  to  five 
days.  Up  to  32  Category  I Credit  Hours  are  available  per  symposium.  For 
more  information,  call  (619)  534-3940. 


HERE'S  ONE  DOCTOR 
WHO  WON'T 
PAY  HIS  MALPRACTICE 


PREMIUMS 
THIS  YEAR. 


The  Army  covers  that  for  him.  As  an  Army 
Physician,  there  are  a lot  of  worries  associated 
with  private  practice  that  he  won’t  have  to 
contend  with,  such  as  excessive  paperwork, 
and  the  overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly 
rewarding  experience.  The  Army  offers  varied 
assignments,  chances  to  specialize,  to  further  your 
education,  and  to  work  with  a team  of  dedicated 
health  care  professionals,  plus  a generous  benefits 
package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your 
local  .Army  Medical  Department  Counselor  for 
more  information. 


Call  Collect:  301-962-3033/3036 

ARMY  MEDICINE. 
BE  ALL  YOU  CAN  BE. 
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FAMILY  MEDICINE  The  Eastern  Virginia  Medical  School  will  be  holding  its  fifth  family  medi- 
cine review  course  June  5-9,  1989,  in  Virginia  Beach,  Virginia.  Up  to  42 
Category  I Credit  Hours  are  available.  For  more  information  call  Elaine  Hal- 
verson at  804-446-6143. 


CARDIOVASCULAR  The  Philadelphia  Heart  Institute,  the  Presbyterian  Medical  Center,  and  the 
DISEASE  Graduate  Hospital,  along  with  the  Council  of  Clinical  Cardiology  of  the 
American  Heart  Association,  are  cosponsoring  a Board  Review  Course  in 
Cardiovascular  Disease  at  the  Wyndham  Franklin  Plaza  in  Philadelphia 
September  24-29, 1989.  For  more  information,  call  Bernard  L.  Segal,  M.D., 
at  (215)  662-9222. 


And  in  whatever  part  of  the 
bod\  heat  or  cold  is  seated 
there  is  disease  " 

Hippocrates 

Pierre  L.  LeRoy,  M.D.,  F.A.C.S.,  C.C.E., 
Medical  Director 


MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 
INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION 


The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 

FOR  MORE  INFORMATION 
CALL  OR  WRITE: 

R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laborat  .y 
(302)  738-0262 


* 25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 
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ANNE  BADER  --  THANK  YOU 

The  Medical  Society  has  been  celebrating,  hap- 
pily, the  200th  anniversary  of  the  founding  of  our 
’ organization  in  1789.  There  have  been  bicenten- 
t nial  affairs  that  recalled  our  first  meeting  in 
I Dover,  and  exhibits  at  the  Academy  of  Medicine, 
, and  the  University  of  Delaware;  later  this  year, 
V at  the  annual  meeting  in  November,  more  histor- 
I ical  presentations  will  be  forthcoming. 

] However,  we  must  also  face  some  things  that 
i are  not  so  great,  and  the  major  one  this  year  will 
j|  be  the  retirement  of  the  Executive  Director,  Mrs. 
i|  Anne  Shane  Bader.  This  will  take  place  in  July, 
I and  our  new  exec,  Mr.  Mark  Meister,  is  already 
i here,  learning  the  basic  essentials  of  our  organi- 
; zation  from  Mrs.  Bader. 

In  1964,  Mrs.  Bader  started  working  with  the 
Medical  Society  of  Delaware,  and  within  a short 
year,  when  Mr.  Larry  Morris  left,  Anne  became 
! Executive  Director  of  the  Medical  Society,  and 
has  remained  with  the  Society  for  25  years. 

As  far  as  I can  find,  Anne  is  probably  the  third 
i person  to  hold  this  position  with  the  Society.  Dr. 

W.  Edwin  Bird  was  president  of  the  Medical  So- 
I ciety  of  Delaware  in  1947,  for  forty  years  served 
as  the  editor  of  the  Delaware  Medical  Journal, 
and  was  Executive  Director  of  the  Society  from 
1947  until  1956.  Just  prior  to  Mrs.  Bader,  Larry 
Morris  did  an  excellent  job  for  several  years  as 
Executive,  until  a national  position  of  leadership 
was  offered  in  1964,  and  he  went  to  Chicago  with 
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Blue  Cross. 

In  1964,  the  Society  had  543  members;  today 
there  are  1196,  and  this  doubling  in  membership, 
coupled  with  the  unification  of  membership  in 
the  MSD  and  the  AMA  has  resulted  in  an  in- 
crease from  one  to  three  delegates  representing 
the  Society  at  the  House  of  Delegates  of  the 
AMA. 

The  responsibilities  of  the  management  have 
greatly  increased  for  the  Executive  Director  in 
the  past  25  years.  Every  fall  brings  a new  presi- 
dent and  other  officers,  and  coping  with  the  many 
different  personalities,  ideas,  projects,  and  direc- 
tions of  the  elected  officers,  often  requires  the  pa- 
tience of  a saint,  and  the  wisdom  of  Solomon.  All 
presidents  think  they  run  the  Society,  but  in 
truth,  the  executive  director  is  the  one  contin- 
uous link  that  holds  the  organization  together 
and  insures  continuity.  The  Society  is  the  organ- 
ization of  the  physicians,  but  without  the  subtle 
guidance  of  the  exec,  we  would  not  be  the  voice 
of  organized  medicine  in  Delaware  today. 

Starting  in  1966,  during  the  presidency  of  Dr. 
H.T  McGuire,  the  annual  meeting  of  the  Medical 
Society  began  to  develop  the  format  we  have  to- 
day. The  handbook  of  all  reports  and  resolutions 
was  started,  and  ultimately,  the  system  of  refer- 
ence committees  was  instituted. 

Society  rosters  were  started  about  20  years  ago, 
and  they  are  one  of  the  finest,  most  up-to-date, 
photographic  source  books  in  the  country. 

In  the  early  1970s,  DIMER  (Delaware  Institute 
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for  Medical  Education  and  Research)  was  start- 
ed and  the  Society  was  very  helpful  in  assisting 
the  University  of  Delaware,  the  Medical  Center 
of  Delaware,  and  Jefferson  Medical  College  in  set- 
ting up  required  educational  programs  for  phy- 
sicians throughout  the  state.  To  this  day,  the  exec 
and  her  staff  assist  Delaware  hospitals  in  de- 
veloping CME  programs  through  Jefferson  Med- 
ical College,  enabling  Delaware  physicians  to 
keep  up  with  advances  in  all  branches  of  medi- 
cine, and  thus  earn  CME  credits.  About  four 
years  ago,  the  Delaware  Legislature  passed  a 
statute  requiring  all  physicians  to  have  at  least 
40  CME  credits  every  two  years  in  order  to  be 
relicensed,  and  these  records  are  filed  in  the  So- 
ciety office  and  furnished  to  the  physicians  or  the 
Board  of  Medical  Practice  if  requested. 

In  the  middle  1970s,  the  Medical  Practice  Act 
and  the  Liability  Insurance  Laws  were  passed, 
and  Mrs.  Bader  was  very  helpful  in  coordinating 
the  physician  effort  on  behalf  of  the  Medical  So- 
ciety, and  making  contacts  with  appropriate 
members  of  the  Legislature,  who  were  most 
receptive  to  Society  input.  Mr.  Ned  Davis  became 
the  Medical  Society  lobbyist  in  Dover  in  1976, 
and  Ned  and  Anne  have  developed  excellent  rap- 
port with  our  elected  officials.  During  the  early 
years  of  malpractice  insurance  with  Aetna,  and 
later  with  PHICO,  and  CNA,  Mrs.  Bader  helped 
to  set  up  the  medical  malpractice  review  panels 
that  served  for  many  years  assisting  physician 
defense  attorneys. 

With  the  guidance  and  inspiration  of  President 
Calvin  Hearne  in  1976,  the  Society  office  was  re- 
done to  make  it  the  attractive  headquarters  we 
know  today. 

From  1980  under  President  Robert  Flinn,  un- 
til 1983  with  President  I.  Tikellis,  much  work 
was  done  to  set  up,  incorporate,  and  run  our  own 
insurance  agency.  Mrs.  Bader  was  extremely 
helpful  in  all  the  legal  leg- work  required  and  to- 
day she  is  a licensed  broker  working  for  MSDIS 
(Medical  Society  of  Delaware  Insurance  Services) 
and  is  an  excellent  source  of  insurance  informa- 
tion and  service  for  Delaware  physicians. 

Within  the  past  six  months,  one  of  Anne’s 
dreams  and  mine  - computerization  of  the  Med- 
ical Society  office  records  - has  finally  come  to 
fruition. 

Through  all  the  events  recalled  here,  one  can 
see  the  firm,  supportive  direction  of  Mrs.  Bader, 
whose  interest  and  understanding  of  the  com- 


plexities of  our  problems,  has  assured  the  success 
of  our  Society. 

Besides  all  of  these  chores,  Anne  has  been 
manager  of  the  Delaware  Medical  Journal, 
Executive  Director  of  the  Delaware  Academy 
of  Family  Physicians,  and  board  member  of 
numerous  community  organizations. 

With  a staff  of  four,  the  accomplishments  and 
time  spent  on  our  behalf  have  been  incredible. 
Even  though  she  plans  to  stay  on  working  with 
MSDIS,  her  warm,  friendly  smile,  and  cordial 
greeting  will  be  sorely  missed.  For  25  years  of 
service,  the  Society  will  be  eternally  grateful,  and 
I personally  say:  “Thank  you,  Anne,  for  all  you 
have  done  for  us.” 
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All  the  reassurance 
a family  doctor 

gives. 


the^KIWW  of  dela\ 


OF  DELAWARE,  INC. 


And  a family 
of  specialists* 


Keeping  you  and  your  family 
healthy.  It  starts  with  the  family  doctor 
you  choose  at  The  HMO  of  Delaware. 

And  continues  with  a family  of  specialists. 

First,  your  nurse  practitioner,  working 
with  your  doctor,  takes  extra  time  to 
answer  questions  and  to  follow  up  if 
you’re  ill.  And  your  HMO  pediatrician, 
gynecologist,  optometrist,  radiologist,  and 
other  HMO  st^  are  all  together  at  The 
HMO.  Ready  to  help  when  you  need 
them.  If  you’re  out  of  town,  your  care 
continues  through  the  HMO-USA  net- 
work. And  The  HMO  covers  emergencies. 

Finally,  The  HMO,  a BlueMax  choice, 
provides  Blue  Cross  Blue  Shield  coverage 
for  authorized  hospital  and  surgical  expenses. 

To  find  out  more  about  The  HMO,  call 
42TBLUE  for  a free  brochure. 


Everything  a family  ck>ctor  gives  you 

and  much  more* 

Blue  Cross 
Blue  Shield 

of  Delaware 


AT  THE  OMEGA  CARDIOGRAPHIC  LAB 


A Complete  Diagnostic  Non-lnvasive 
Laboratory  Offering: 


■ Color  Doppler  Echocardiography 

■ Echocardiography 

Two  Dimensional 
M-Mode 

■ Thallium  201  Exercise  Testing 


Treadmill  Exercise  Stress  Testing 
24  Hour  Holter  Monitoring 
Electrocardiograms 
30  Day  Transient  Arrhythmia  Detectioi 
Trans-Telephonic  Pacemaker  Evaluatioi 


OMEGA 

CARDIOGRAPHIC 
LAB 


OMEGA  CARDIOGRAPHIC  LAB,  INC. 

Building  G-36  / Newark,  DE  19713  / (302)  737-3700 
Omega  Professional  Center 

Monday  through  Friday  8l30  AM  to  5l00  PM  studies  interpreted  by:  Christopher  H.  Wendel,  M.D.,  FA.CC 

Ehsanur  Rahman,  M.D.,  F.A.C.C. 
Christopher  A.  Bowens,  M.D.,  F.A.C.C. 


YOUR  HEART'S  IN  THE  RIGHT  PLACE 


A! 


file  old  standard  black  and  whites  ...  just  arerdt good  enough  anymore! 


03-APR-8 
09:37: 46 
s3194^# 


OMEGA 

PWR  = 

0 

50dB 

1/B 

L.  2D  Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 


: OCL  for  evaluation  of  a systolic  mumiur,  unmasks  a jet  of  mitral  regurgitation, 

nat  appears  essentially  nomial. 


This  2D  image  is  from  a patient  referred  to 
L for  the  evaluation  of  shortness  of  breath. 


D.  Same  patient  with  color  Doppler,  reveals  an 
easily  appreciated  jet  of  aortic  insufficiency. 


The  first  lab  in  the  state  to  bring  yon  Doppler  Echocardiography,  is  now  proud  to  be  the  first  to 
introduce  the  128  Channel  Computed  Sonography  System  fro?n  Acuson.  128  channels  effectively 
double  the  clarity  and  quality  of  the  images  obtainable  frorn  the  standard  64  channel  systems  used 
in  otlier  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 


200th  ANNIVEmADY 
MEDICAL  SOCffiTY  OF  DEIAWADE 
1789  - 1989 


The  Medical  Soci- 
ety of  Delaware 
cordially  invites 
its  members  to 
participate  in  its  200th 
Anniversary  Celebra- 
tions to  be  held  through- 
out the  year. 

Please  look  for  your  invi- 
tations in  the  mail. 


CELEBRATIONS 

Monday,  May  15  thru  August  31, 1989 

An  exhibition  jointly  sponsored  by  the  University  of 
Delaware  Library  Associates. 

Saturday,  November  18, 1989 

Prayer  Breakfast 

Scientific  Session 

Dinner/Dance 

Fife  and  Drum  Corps 
Instruction  in  the  minuet 

Anyone  who  attends  the  dinnar/dance  in  costuiu'  w dl 
be  admitted  free  of  charge. 


DELAWARE 
MEDICAL  JOURNAL 


VOLUME  61 
NUMBER  6 
JUNE  1989 


FINE  NEEDLE  ASPIRATION  OF  THE  LUNG  AT  THE  MEDICAL 
j CENTER  OF  DELAWARE:  A RETROSPECTIVE  REVIEW  OF  243 
PATIENTS 

Mark  L.  Mitchell,  M.D. 

I Catherine  A.  Bittner,  CT(ASCP),  CT(IAC) 

' Francis  P.  Parker,  M.D. 


INTRODUCTION 

Fine  needle  aspiration  biopsy  (FNAB)  of  the 
lung  is  now  an  important  and  widely  used  diag- 
nostic technique  for  the  diagnosis  of  pulmonary 
i tumors.  Aspiration  of  the  tumor  cells  into  a 21 
j gauge  needle  under  fluoroscope  or  CT  guidance 
I and  subsequent  examination  of  the  Papanicolaou 
I stained  specimen  has  been  shown  to  be  highly 
sensitive  for  the  detection  of  malignancy.  The 
method  has  also  been  shown  to  be  moderately  to 
highly  accurate  for  classification  of  pulmonary 
tumor  type.^  ^ 

In  this  retrospective  review,  we  have  attempt- 
ed to  determine  the  accuracy  of  the  technique  at 
the  Medical  Center  of  Delaware  over  a six  year 
period. 

f 

MATERIALS  AND  METHODS 

! We  reviewed  the  results  from  243  fine  needle 
aspiration  biopsies  at  the  constituent  hospitals 
of  the  Medical  Center  of  Delaware  between  1979 
and  1985.  The  records  of  the  Department  of 
Pathology  were  manually  searched  for  evidence 

Dr,  Mitchell  is  an  associate  attending  pathologist  at  the  Medical  Center  of 
Delaware. 

Ms.  Bittner  is  supervisor  in  the  cytology  laboratory  of  the  Medical  Center  of 
Delaware. 

Dr.  Parker  is  a senior  attending  pathologist  and  Chief,  Division  of  the  Cytopathol- 
ogy,  at  the  Medical  Center  of  Delaware. 


of  concurrent  or  subsequent  surgical  or  autopsy 
lung  specimens  obtained  from  these  patients. 

Among  the  243  patients  having  FNAB,  we 
found  48  cases  with  tissue  specimens  permitting 
confirmation  or  refutation  of  the  cytologic  diag- 
nosis. Some  patients  had  tissue  diagnosis  of  a dis- 
tant metastasis,  but  this  was  considered 
inadequate  for  certain  confirmation  of  the  lung 
aspirate. 

Based  on  these  data,  the  patients  were  divid- 
ed into  a group  of  41  with  conclusive  positive  or 
negative  cytologic  diagnoses  and  a group  of  seven 
with  suspicious  diagnoses.  Sensitivity,  specifici- 
ty, and  predictive  values  were  calculated  for  the 
detection  of  malignancy  in  the  definitive  diagno- 
sis group,  and  the  predictive  value  of  a positive 
result  was  calculated  for  the  suspicious  diagno- 
sis group. 

Sensitivity  (TP/TP  -i-  FN)  is  the  proportion  of 
the  patients  with  the  disease  who  are  detected  by 
a test.  Specificity  (TN/TN  -i-FP)  is  the  proportion 
of  patients  without  disease  who  are  correctly  clas- 
sified as  negative.  The  predictive  value  of  a posi- 
tive result  (TP/TP  + FP)  is  the  probability  that 
a patient  has  disease  given  that  he  has  a positive 
test.  The  predictive  value  of  a negative  test  result 
(TN/TN  -I-  FN)  is  the  probability  that  a patient 
does  not  have  a disease  given  that  he  has  a nega- 
tive test. 

FNAB  were  performed  by  any  of  several  physi- 
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Fine  Needle  Aspiration  of  the  Lung  - Mitchell 

cians  with  a cytotechnologist  in  assistance.  Aspi- 
rated material  was  examined  immediately  after 
alcohol  fixation  and  quick  staining  with 
hematoxylin  and  eosin  to  detect  the  presence  of 
tumor  cells.  Additional  material  was  fixed  with 
95%  ethanol,  prepared  by  filtration,  and  stained 
with  the  Papanicolaou  technique. 

RESULTS 

The  aspirations  were  performed  on  96  women 
and  146  men;  the  patient’s  sex  was  not  available 
at  the  time  of  review  in  one  case.  The  patients’ 
ages  and  races  were  not  readily  available  at  the 
time  of  review,  although  of  22  patients  with  an 
original  cytologic  diagnoses  of  small  cell  un- 
differentiated carcinoma,  the  median  age  was  61 
years. 

The  original  cytologic  diagnoses  among  all  243 
patients  reviewed  are  shown  in  Table  1 and  2. 


Table  1 

Original  cytologic  diagnoses  among  243  patients 
having  FNAB  of  a pulmonary  mass 


Positive 

Negative 

Suspicious 

Unsatisfactory 


144  (59%) 
74  (30%) 
21  (9%) 
4 (2%) 


Table  2 


Original  specific  cytologic  diagnoses  among  243 
patients  having  FNAB  of  a pulmonary  mass 


Large  Cell  Carcinoma 

39 

(37%) 

Adenocarcinoma 

32 

(22%) 

Squamous  Cell  Carcinoma 

31 

(21%) 

Small  Cell  Carcinoma 

22 

(15%) 

Poorly  Differentiated  Carcinoma 

9 

(6%) 

Others 

12 

(8%) 

Table  3 shows  the  accuracy  of  the  technique 
based  on  the  subsample  of  patients  who  also  had 
histologic  specimens  taken. 


Table  3 


ACCURACY  OF  PULMONARY  FINE-NEEDLE  ASPIRATION 
CYTOLOGY 


TP  FP  TN  FN  ROW  TOTAL  SENS*  SPEC  PVPR  PVNR 
Conclusive 
Diagnosis 

30  0 5 6 41  83.33  100  100  45.45 

(68-94)  (90-100)  (90-100)  (29-63) 


Suspicious 

Diagnosis 

7 0 0 0 7 - - 100  (67-100)- 

48 


In  the  table  below,  15  small  cell  carcinoma  cases,  dead  of  lung  tumor 
according  to  the  Delaware  State  Tumor  Registry,  are  added  to  the  True 
Positives. 


TP  FP  TN  FN  ROW  TOTAL  SENS*  SPEC  PVPR  PVNR 
Conclusive 
Diagnosis 

45  0 5 6 56  88.24  100  100  45.45 

(76-96)  (93-100)  (93-100)  (27-60) 


Suspicious 

Diagnosis 

6 0 0 0 6 - - 100(62-100)  - 
62 


TP=  TRUE  POSITIVES,  FP=  FALSE  POSITIVES,  TN=  TRUE 
NEGATIVES,  FN=  FALSE  NEGATIVES 

SENS=  SENSITIVITY  (TP/TP  h-  FN),  SPEC=  SPECIFICITY 
(TN/TN  -H  FP),  PVPR=  PREDICTIVE  VALUE  OF  A POSITIVE 
RESULT  (TP/TP  -t-FP),PVNR=  PREDICTIVE  VALUE  OF  A NEGA- 
TIVE RESULT  (TN/TN  -fFN) 

* PERCENTAGE  (95%  CONFIDENCE  INTERVAL) 


The  original  cytologic  diagnoses  of  specific 
tumor  type  are  correlated  with  specific  histolog- 
ic diagnoses  in  Table  4.  The  upper  table  show 
“correct”  and  “incorrect”  cytologic  diagnoses 
based  upon  the  written  histologic  diagnoses  as 
they  were  originally  reported.  In  the  lower  table 
the  figures  have  been  arranged  as  certain  pairs 
of  cytologic  and  histologic  diagnoses  were  consi- 
dered essentially  the  same  from  a clinical  and 
analytical  standpoint  (see  discussion).  Some  of 
the  corrected  pairs  might  also  have  differed  be- 
cause of  sampling  differences.  Bronchogenic  car- 
cinomas are  all  thought  to  be  of  endodermal 
origin,  and  may  contain  areas  showing  different 
patterns  of  differentiation.® 
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TABLE  4 Correlation  of  Cytologic  and  Histologic  Diagnoses 
Histologic  Diagnosis 


Cytologic  Diagnosis 

Adenoca 

Large  cell  ca 

Sq  cell  ca 

Small  cell  ca 

Other 

Row  Totals  P.V.  * 

95%  C.I.  ** 

Adenoca 

6 

2 

1 

0 

1 

10 

60.0% 

26.2-87.8 

Large  cell  ca 

1 

1 

1 

0 

2 

5 

10.0% 

0.5-71.6 

Sq  cell  ca 

0 

0 

6 

0 

2 

8 

75.0% 

40.4-100.0 

Small  cell  ca 

0 

0 

0 

2 

0 

2 

o 

d 

o 

30.7-100.0 

Other 

2 

1 

1 

0 

1 

5 

20.0% 

0.5-71.6 

9 

4 

9 

2 

6 

30 

To  transpose  the  top  table  into  the  bottom  table,  the  following  pairs  of  diagnoses 

(cytol  dx  = histol  dx)  were  assumed  to  be  correct  by  cytology:  Giant  cell  ca,  = large  cell  ca, 

poorly  diff  ca  = poorly  diff  squamous  cell  ca,  sq  cell  ca  = adenosq  cell  ca,  sq  cell  ca  = adenosq  cell  ca, 

adeno  ca  = poorly  diff,  adenosq  cell  ca,  large  cell  ca  = A)sq  cell  ca  and  B)adeno  ca. 


Cytologic  Diagnosis 

Histologic  Diagnosis 

Adenoca  Large  cell  ca  Sq  cell  ca 

Small  cell  ca 

Other 

Row  Totals 

P.V.  95%  C.l. 

Adenoca 

7 

2 

1 

0 

0 

10 

70.0%  34.8-93.3 

Large  cell  ca 

1 

3 

1 

0 

1 

6 

50.0%  10.0-90.0 

Sq  cell  ca 

0 

0 

9 

0 

0 

6 

100.0%  67.3-100.0 

Small  cell  ca 

0 

0 

0 

2 

0 

2 

100.0%  30.7-100.0 

Other 

2 

1 

1 

0 

1 

5 

20.0%  0.5-71.6 

10 

5 

11 

2 

2 

30 
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The  following  pairs  of  cytologic  and  histologic 
diagnoses  were  considered  “correct”  in  the  bot- 
tom table; 

giant  cell  carcinoma  - large  cell  carcinoma 
poorly  differentiated  carcinoma  - poorly 
differentiated  squamous  cell  carcinoma 
squamous  cell  carcinoma  - adenosquamous  cell 
carcinoma 

adenocarcinoma  - poorly  differentiated 
adenosquamous  cell  carcinoma 
large  cell  carcinoma  - histologic  specimen  A) 
squamous  cell  carcinoma  histologic  speci- 
men B)  adenocarcinoma 
The  cases  which  remain  in  the  margins  of  the  ta- 
ble are  described  in  more  detail  below: 

Case  #212.  FNAB  was  called  poorly  differen- 
tiated carcinoma  suggestive  of  small  cell  carcino- 
ma. Histology  showed  poorly  differentiated 
adenocarcinoma . 

Case  #31.  A patient  with  a history  of  semino- 
ma had  aspiration  of  a lung  mass.  The  cytologic 
specimen  was  called  positive  for  malignant  cells, 
carcinoma  vs  seminoma.  Histology  showed 
adenocarcinoma. 

Case  #178.  Cytology  and  histology  were  com- 
patible with  metastatic  leiomyosarcoma. 

Case  #120.  A 71  year  old  women  underwent 
FNAB  of  a right  pulmonary  hilar  mass.  The  pa- 
tient had  no  estrapulmonary  malignancy,  but  she 
had  had  a biopsy  proved  lentigo  maligna  (malig- 
nant-melanoma-in-situ)  of  the  left  cheek  two 
years  prior.  Her  chest  radiogram  was  thought  to 
be  most  compatible  with  a primary  neoplasm  of 
her  lung.  Cytologic  examination  revealed  abun- 
dant poorly  cohesive  malignant  cells  with 
abundant  finely -vacuolar  cytoplasm  and  macro- 
nucleoli. Many  benign-appearing  histiocyte-like 
cells  contained  brown  pigment  (Fig.  1).  Although 
a diagnosis  of  melanoma  was  considered,  the 
tumor  was  called  large  cell  undifferentiated  car- 
cinoma and  the  pigment  was  considered  to  be  an- 
thracotic.  An  open  biopsy  showed  metastatic 
malignant  melanoma  with  pigmented 
melanophages  and  rare  pigmented  tumor  cells 
(Fig.  2).  A definite  primary  site  was  not  found, 
and  the  patient  later  died  of  her  disease. 

The  accuracy  of  FNAB  results  on  the  small  cell 
carcinoma  category  is  critically  important,  since 
most  patients  with  this  disease  do  not  undergo 
surgical  resection  of  their  tumors.  Also,  the  diag- 
nosis bears  an  unusually  grim  prognosis,  with  a 
median  survival  time  of  less  then  ten  months.® 
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Because  patients  with  small  cell  carcinoma  by 
FNAB  usually  do  not  have  tissue  confirmation  of 
their  diagnosis,  authors  of  previous  studies  have 


Figure  1 

Fine  needle  aspiration  of  a hilar  mass  in  a 71  year 
old  woman  with  giant  malignant  cells  (12  o’clock) 
and  surrounding  heavily  pigmented  cells 
thought  to  be  alveolar  macrophages  with  con- 
tained anthracotic  pigment  (x400  Papanicolaou 
stain) 


Figure  2 

An  open  lung  biopsy  from  the  hilar  mass  contains 
giant  malignant  cells  similar  to  those  seen  in 
FNAB.  Also  shown  are  surrounding  macro- 
phages and  tumor  cells  cintaining  melanin  (x400 
hematoxylin  and  eosin) 
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4 i used  clinical  criteria  to  judge  the  accuracy  of  cy- 
' ' tology.  For  example,  a suitable  short  survival 
! time,  metastases  at  the  time  of  diagnosis,  dra- 
; matic  initial  response  to  radiation  therapy,  and 
j similar  clinical  features  characteristic  of  small 
« cell  carcinoma  have  been  used.  This  type  of  chart 
1 review  was  not  feasible  in  our  study,  but  we  ob- 
I tained  some  information  from  the  Delaware 
J State  Tumor  Registry. 

Among  the  243  patients  in  the  study,  22  (15%) 
i had  an  original  cytologic  diagnosis  of  small  cell 
I ; carcinoma.  This  subgroup  comprised  eight  wom- 
, en  and  14  men  with  a median  age  of  61  years. 
Twenty-one  of  the  22  patients  had  been 
registered  with  the  tumor  registry.  All  had  died 
by  the  time  of  this  study.  The  survival  times 
ranged  from  two  to  61  months  with  a median 
range  of  1 1 months.  If  one  outlier  (6 1 months)  was 
eliminated,  the  median  survival  time  would  be 
ten  months. 

Fifteen  of  21  patients  were  listed  as  dying  of 
lung  carcinoma  in  the  Tumor  Registry  database, 
two  from  carcinoma  not  otherwise  specified,  and 
four  from  other  causes.  Two  of  the  patients  who 
died  of  other  causes  were  listed  as  having  evi- 
dence of  tumor  at  the  time  of  death.  The  registry 
listed  five  patients  as  having  histologic  evidence 
of  small  cell  carcinoma.  Presumably,  three  had 
biopsies  performed  outside  the  Medical  Center  of 
Delaware.  The  15  patients  dying  of  lung  carcino- 
ma have  been  added  to  the  True  Positive  field  in 
the  lower  table  in  Table  3.  They  were  not  includ- 
ed in  Table  4,  since  that  evidence  was  thought  to 
be  insufficient  for  a conclusive  non-cytologic  di- 


agnosis. If  the  15  cases  had  been  included  in  Ta- 
ble 4,  our  overall  accuracy  for  specific  tissue 
diagnosis  would  rise  from  73%  to  80%  {+!-  12). 

DISCUSSION 

Aspiration  with  fine  needles  and  cytologic  di- 
agnosis of  tumors  at  almost  every  conceivable  site 
in  the  body  have  become  commonplace  in  small 
and  large  hospitals.  Originally  performed  in  the 
middle  of  the  19th  century  before  the  invention 
of  the  microtome,  the  technique  was  revitalized 
at  the  Memorial  Hospital  in  New  York  City  in  the 
1920s,  and  further  in  Sweden  during  the  50s  and 
60s.^  The  technique  has  certain  limitations  (eg, 
a positive  result  is  meaningful,  while  a negative 
one  often  is  not^°),  and  its  value  at  certain  sites 
remains  controversial, but  at  other  sites  the 
technique  has  gained  widespread  acceptance.  In 
particular,  aspiration  of  the  lung,  pancreas,^^ 
and  breast  for  primary  tumors,  and  lymph  node 
for  metastatic  disease  are  widely  practiced  with 
great  accuracy. 

We  have  presented  data  to  review  the  accuracy 
of  FNAB  of  the  lung.  As  shown,  the  accuracy  for 
detection  of  malignancy  was  very  high.  The  ac- 
curacy of  cytologic  diagnosis  for  specific  pulmo- 
nary neoplasms  was  high  for  the  critically 
important  small  cell  carcinoma  category,  for 
which  surgery  can  often  be  avoided  with  this 
technique.  Accuracy  was  lower  for  large  cell  un- 
differentiated carcinoma  and  adenocarcinoma, 
but  about  the  same  as  reported  by  other  authors 
(Table  5). 


TABLE  5 

Comparison  of  calculated  accuracy  of  pulmonary  fine  needle  aspiration  cytology  between  this 
study  and  four  other  selected  studies. 


MCD  Dahlgren,1967  Thornbury  et  al.,  Mitchell  et  al., 

(Ref.  1)  1981  (Ref.  14)  1984  (Ref.  10) 


Cytologic  Diagnosis 

P.V.(o/o) 

950/0  C.I.(o/o) 

P.V.(o/o) 

950/0  C.I.(o/o) 

P.V.(o/o) 

950/0  C.I.(o/o) 

P.V.(o/o) 

950/0  C.l.  (o/o) 

Malignant  neoplasm 

100 

91-100 

98 

96-100 

99 

97-100 

99 

90-100 

Adenocarcinoma 

70 

35-93 

71 

52-86 

86 

63-98 

86 

72*100 

Squamous  cell  carcin 

100 

67-100 

81 

71-91 

86 

63-98 

70 

45-89 

Small  cell  carcinoma 

100 

31-100 

80 

52-96 

86 

50-99 

95 

75-100 

Large  cell  carcinoma 

50 

10-90 

— 

— 

— 

— 

57 

22-87 

Overall  accuracy 

73 

57-89 

87 

81-93 

81 

70-92 

77 

65-85 

P.V.=predictive  value  of  a positive  result.  95%  C.l.=95%  confidence  interval  of  the  predictive  value. 
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The  problem  of  obtaining  a specific  diagnosis 
of  large  cell  carcinoma  and  of  differentiating 
among  poorly  differentiated  non-small  cell  bron- 
chogenic carcinomas  is  not  a simple  one.  Certain 
features  of  these  neoplasms  make  our  measured 
accuracy  of  lesser  significance.  Light  and  electron 
microscopic  examination  of  bronchogenic  carci- 
nomas show  mixed  elements  in  most  cases.®  The 
tumor’s  clinical  behavior  is  determined  by  their 
light  microscopic  appearance,  presumably  be- 
cause the  coarser  determination  reflects  the  lar- 
gest cell  population  and  the  most  prevalent  cell 
differentiation  features.  Some  authors  have  sug- 
gested that  cytologic  features  may  be  more  ac- 
curate than  histologic  ones  if  ultrastructure  is 
used  as  the  ultimate  criterion  of  the  lung  tumor’s 
identity. Comparing  cytology  to  histology 
may  therefore  be  inappropriate. 

Both  the  cytologic  and  histologic  features 
separating  the  poorly  differentiated  non-small 
cell  carcinomas  are  subtle,  and  their  detection  is 
ultimately  subjective.  The  proportion  of  lung  bi- 
opsies and  cytologic  specimens  receiving  a diag- 
nosis of  large  cell  carcinoma,  as  opposed  to  poorly 
differentiated  adenocarcinoma  varies  greatly 
among  large  East  Coast  medical  centers,  and  is 
attributable  to  the  lack  of  strict  objective  criter- 
ia for  the  diagnosis. 

In  a recent  paper  by  Johnston,  an  author  of  the 
standard  textbook  of  the  cytology  of  pulmonary 
neoplasms,  of  1015  patients  who  underwent 
FNAB  of  the  lung  at  Duck  between  1973  and 
1983,  only  five  of  the  24  patients  with  a cytolog- 
ic diagnosis  of  large  cell  carcinoma  had  confirma- 
tion of  that  diagnosis  by  histology.^  This  is  a 
PVPR  of  21%. 

The  authors  recommend  that  most  of  these 
tumors  be  called  poorly  differentiated  non-small 
carcinoma. 

How  do  the  results  reported  here  affect  medi- 
cal decision  making  in  Delaware?  A negative 
FNAB  without  evidential  material  in  it  (eg,  no 
evidence  of  a pulmonary  hamartoma  or  lung  ab- 
scess) contributes  little  information,  since  the 
predictive  value  of  a negative  result  (PVNR)  is  so 
low.  On  the  other  hand,  a positive  FNAB  should 
be  accepted  as  near  certain  evidence  of  malignan- 
cy. Suspicious  results  also  had  a PVPR  of  100% 
in  this  study,  but  the  authors  and  the  cytopathol- 
ogists  who  made  the  diagnoses  in  the  patients 
reviewed  only  call  a specimen  suspicious  for 
malignancy  when  there  is  insufficient  cellular 
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material,  poorly  reserved  cellular  material,  or 
cells  of  unusual  or  borderline  appearance.  Con- 
sequently, further  diagnostic  studies  are  usual- 
ly indicated  if  only  a suspicious  diagnosis  can  be 
obtained  from  FNAB.  With  a cytotechnologist 
present  at  the  aspiration  to  assist  in  evaluating 
the  adequacy  of  the  material,  it  is  hoped  that  the 
number  of  suspicious  cases  will  continue  to  re- 
main a small  proportion  of  the  total.  The  posteri- 
or probabilities  of  a patient  having  malignancy 
were  calculated  based  on  the  data  in  our  study  us- 
ing the  technique  of  Krieg  et  al.^®  These  values 
are  shown  in  Table  6. 


TABLE  6 


Probability  of  having  a malignant  tumor  before 
and  after  FNAB 

Prior  Probability*  FNAB  Result  Posterior  Probabilityt 


50%  positive  100.00% 

50%  suspicious  100.00% 

50%  negative  9.58% 

85%  positive  100.00% 

85%  suspicious  100.00% 

85%  negative  37.24% 


*Prior  probability  = the  probability  that  the  patient  has  a 
malignant  tumor  BEFORE  having  his  FNAB. 

fPosterior  probability  = the  probability  that  the  patient  has 
a malignant  tumor  AFTER  having  his  FNAB. 


Specific  diagnoses  of  small  cell  carcinoma, 
squamous  cell  carcinoma,  and  well  differentiat- 
ed adenocarcinoma  were  also  highly  accurate.  A 
cytologic  diagnosis  of  large  cell  carcinoma  ap- 
pears to  have  no  additional  meaning  over  a diag- 
nosis of  poorly  differentiated  non-small  cell 
carcinoma,  and  the  authors  recommend  against 
over-reliance  on  subtle  cytologic  clues  in  at- 
tempts to  subclassify  very  poorly  differentiated 
non-small  cell  lung  tumors. 
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CONCLUSION 

Results  from  the  cytologic  examination  of  243 
fine  needle  aspiration  biopsies  collected  between 
1979  and  1985  were  reviewed.  Forty-eight  of  the 
243  patients  had  surgical  or  autopsy  tissue  speci- 
mens permitting  confirmation  or  refutation  of 
the  original  cytologic  diagnosis.  No  false  positive 
cases  were  found.  FNAB  with  a conclusive  diag- 
nosis had  a sensitivity  of  83.33%  for  the  detection 
of  pulmonary  malignancy.  The  predictive  value 
of  a positive  result  was  100%,  but  the  predictive 
value  of  a negative  result  was  only  45.45%.  Fine 
needle  aspiration  of  pulmonary  tumors  is  a high- 
ly accurate  technique,  but  a negative  result  does 
not  indicate  that  the  patient  is  free  of  a malig- 
nant tumor. 
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custody  business. 
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PERCUTANEOUS  TRANSLUMINAL  CORONARY 
ANGIOPLASTY  (PTCA) 


Andrew  J.  Doorey,  M.D. 
Edward  M.  Goldenberg,  M.D. 

James  W.  Blassetto,  M.D. 
Michael  E.  Stillabower,  M.D. 


INTRODUCTION 

In  October  of  1977,  Andreas  Gruentzig,  a young 
German  cardiology  fellow  working  in  Zurich, 
Switzerland,  (Fig.  1),  carried  out  the  world’s  first 
coronary  angioplasty.^  Although  widely  hailed 
as  breathtakingly  innovative,  his  work  was  also 
simultaneously  assailed  as  dangerously  irrespon- 
sible and  as  a publicity  stunt.  The  subsequent  10 
years  have  done  much  to  confirm  the  laudatory 
statements  and  allay  the  negative  ones.^'^ 
Coronary  angioplasty  is  now  widely  accepted  as 
a useful  therapeutic  tool  in  an  increasing  spec- 
trum of  cardiac  patients.  This  article  will  attempt 
to  outline  the  development  of  the  clinical  pro- 
cedure of  coronary  angioplasty  and  detail  its 
specific  application  at  the  Medical  Center  of 
Delaware. 

In  the  fall  of  1977,  aortocoronary  surgery  and 
“medical  therapy”  were  the  only  options  in  the 
treatment  of  coronary  artery  disease.  Bypass  sur- 
gery, first  successfully  carried  out  by  Dr.  Rene 
Favaloro,  had  been  widely  used  to  benefit  many 
patient  groups.  Those  with  left  main  disease,  or 
triple  vessel  disease  associated  with 
left  ventricular  dysfuntion  could  expect  life 
prolongation,  and  those  with  refractory  angina 
pectoris  could  expect  symptom  relief.  Medical 
therapy  in  1977  generally  entailed  treatment 
with  nitrates  and/or  beta  blockers.  Coronary  an- 
gioplasty provided  a new  effective  therapy,  less 
“invasive”  than  coronary  bypass  surgery  but  also 

Dr.  Doorey  is  Director  of  Angioplasty  at  the  Medical  Center  of  Delaware. 

Di'.  Goldenberg  is  Director  of  Cardiac  Catheterization  Laboratories  at  the  Medi- 
cal Center  of  Delaware. 

Dr.  Blassetto  is  a cardiologist  at  the  Medical  Center  of  Delaware. 

Dr.  Stillabower  is  Chief  of  Cardiology  at  the  Medical  Center  of  Delaware. 


able  to  achieve  revascularization  (normalization 
of  myocardial  blood  flow),  which  is  rarely  possi- 
ble with  medical  therapy. 


Figure  1.  The  late  Dr.  Andreas  Gruentzig  (right) 
pictured  here  with  Dr.  Leonard  Dreifus,  Profes- 
sor of  Cardiology  at  Jefferson  Medical  College 
and  Lankenau  Hospital.  Dr.  Gruentzig  did  the 
first  work  in  coronary  angioplasty,  including  its 
first  application  in  humans. 
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Percutaneous  Transluminal  Coronary  Angioplasty  - Doorey 


PROCEDURE 


What  is  coronary  angioplasty?  It  is  essential- 
ly an  extension  of  diagnostic  angiography. 


Fig.  2a.  A guiding  catheter  is  introduced  into  the 
coronary  artery  from  a peripheral  arterial  site, 
usually  the  femoral  artery,  to  allow  visualization 
of  the  stenosis  by  contrast  injection.  The  size  and 
shape  of  this  guiding  catheter  is  virtually  iden- 
tical to  the  catheters  used  in  diagnostic  angiog- 
raphy. (These  figures  are  reproduced,  with 
permission,  from  the  Mayo  Clinic  Proceedings 
56:287-93,  1981.) 


A guiding  catheter  (fig.  2a),  identical  in  shape 
to  those  used  in  diagnostic  angiography,  is  in- 
troduced into  the  coronary  artery  from  arteries 
in  the  leg,  or  less  commonly,  in  the  arm.  Through 
the  lumen  of  this  guiding  catheter  a small, 
separate  dilating  balloon  catheter  (fig.  2b)  is  in- 
troduced. 
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Figure  2b.  The  double  lumen  balloon  catheter 
used  for  dilation.  The  two  lumens  are  similar  to 
those  of  the  more  widely  known  pulmonary  ar- 
terial (Swan  Ganz)  catheter  in  that  one  lumen  is 
used  solely  to  inflate  a balloon  at  the  distal  tip 
of  the  catheter,  and  the  other  is  used  to  inject  so- 
lutions or  measure  pressures  at  the  distal  tip.  Un- 
like the  globular  shaped  balloon  used  in 
pulmonary  arterial  catheters,  the  balloon  for  the 
coronary  angioplasty  is  more  elongated  and 
cylindrical,  befitting  the  tubular  coronary  arteri- 
al lumen.  In  current  generation  catheters  the 
guide  wire  extending  from  the  distal  tip  of  the 
catheter  is  completely  movable  and  can  be 
“steered”  to  any  side  branches  of  the  coronary  ar- 
teries, markedly  improving  safety  and  flexibility. 


This  catheter  is  a double  lumen  catheter  - a cen- 
tral lumen  through  which  pressure  can  be  meas- 
ured and  contrast  or  medications  injected,  and  an 
inflation  lumen  through  which  the  balloon  can 
be  rapidly  inflated  and  deflated.  A flexible  wire 
is  used  to  advance  the  balloon  system  through  the 
coronary  vascular  tree,  and  this  wire  can  be  per- 
manently fastened  to  the  dilating  balloon.  More 
commonly,  this  wire  is  moved  independently,  an 
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Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L HOLWICK,  M.D 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 
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Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California.  j 

OUTSTANDING  ACHIEVEMENTS  Borden 
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IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ash 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
hSdO'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
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occur  during  bieiapy  wibr  nizabdine. 

Drug  InteracSons -Ho  Interacbons  have  been  observed  between  Arid  and 
theophylline,  chlordlazeporide,  lorazeparn,  lldocaine.  phenytoln.  and  warfarin,  biai 
does  not  inhibit  bie  cy^hrome  P-450-linked  dnjg-metabolizing  enzyine  system; 
bierefore,  drug  Ihteracbons  mediated  by  Inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur.  In  pabents  given  very  high  doses  (3,900  mg)  of  aspirin  daily. 
Increases  In  serum  salicylate  levels  were  seen  when  nizabdine.  IN  mg  b.I.d..  was 
administered  concurrent. 
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recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  In  bie  density  of  enterochromaffin-llke 
(ECL)  cells  In  the  gastric  oxynbc  mucosa.  In  a two-year  study  In  mice,  biere  was  no 
evidence  of  a carcinogenic  ebect  In  male  mice:  atbiough  hyperplasbc  nodules  of  bie 
liver  were  increased  In  bie  hIgh-dose  males  as  compart  wibi  placebo,  ^male 
mice  given  the  high  dose  of  Arid  (2,000  mg/kglday,  about  330  bmes  bie  human 
dose)  showed  marginally  stabsbcally  slgnihcant  Increases  In  hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  with  no  numerical  Increase  seen  in  any  of  bie  other 
dose  groups.  The  rate  of  hepabc  carcinoma  gi  bie  hIgh-dose  animals  was  within  bie 
historical  conbol  limits  seen  for  the  sbain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  Indicated  by  excessive  (30%) 
weight  dec  remem  as  compared  with  concurrem  controls  and  evidence  of  mild  liver 
Injury  (transaminase  elevabons).  The  occunence  of  a marginal  bnd'mg  at  Mgh  dose 
only  In  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  wibi  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
380  mg/kgrday.  about  60  bmes  bie  human  dose),  and  a negative  mutagenicity 
babeiy  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Arid. 

Arid  was  not  mutagenic  In  a battery  of  tests  perfonned  to  evaluate  its  potenbal 
genebc  toxicity.  Including  bacterial  mutabon  tests,  unscheduled  DNA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  postnatal  ferbllty  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
perfonnance  of  parental  animals  orbieir  progeny. 

Pr^nancy- Teratogenic  Fflects  - Pregnancy  Category  C-  Oral  reproduction 
studies  lnratsatdosesupto300  bmes  the  human  dose  and  In  Dutch  Bebed  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  Impaired  ferbllty  or 
teratogenic  effect:  but  at  a dose  equivalent  to  300  bmes  ffie  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  Intravenous  adminisbabon  to  pregnant  New  Zealand  Wiite  rabbits, 
nizabdine  at  20  mg(kg  produced  canllac  enlargement,  coarotabon  of  bie  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mgikg  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bibda,  hydrocephaly,  and  enlarged  heart  in  one 
fetus.  There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women,  b Is  also  not  known  whebier  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity.  Nizabdine  should  be 
used  during  pregnancy  only  b the  potenbal  benefb  justmes  bie  potenbal  risk  to  bie 
fetus. 

Nursing  Mothers -Studies  conducted  in  lactabng  women  have  shown  biat 
<0.1%  of  bie  administered  oral  dose  of  nizabdine  Is  secreted  In  human  milk  In 
proporbon  to  plasma  concenbabons.  Caubon  should  be  exercised  when  adminis- 
tering nizabdine  to  a nursing  mobier. 

Pediatric  Use  - Safety  and  effectiveness  In  children  have  not  been  established. 

Use  in  Elderly  Pabents  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
biose  In  younger  age  groups.  The  Incidence  rates  of  adverse  events  and  laboratory 
test  abnormalbies  are  also  similar  to  biose  seen  In  obier  age  groups.  Age  alone  may 
not  be  an  Important  factor  In  bie  disposbion  of  nizabdine.  Elderly  pabents  may  have 
reduced  renal  funcbon. 

Adverse  Reacbons:  Clinical  trials  of  nizabdine  Included  almost  5.000  pabents 
given  nizabdine  In  studies  of  varying  durabons.  Domesbc  placebo-conbolled  blals 
Included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo.  Among 
reported  adverse  events  In  bie  domesbc  placebo-controlled  trials,  sweating  (1  % vs 
0.2%),  urbcaria  (0.5%  vs  < 0.01  %),  and  somnolence  (2.4%  vs  1 .3%)  were  signib- 
canby  more  common  In  bie  nizabdine  group.  A variety  of  less  common  events  was 
also  reported:  b was  not  possible  to  determine  whebier  biese  were  caused  by 
nizabdine. 

Srtrc  - Hepatocellular  Injury,  evidenced  by  elevated  Ihrer  enzyrrie  tests  (SGOT 
SGPT  [ALT],  or  alkaline  phosphatase),  occurred  In  some  pabents  and  was 
y or  probably  related  to  nizabdine.  In  some  cases,  biere  was  marked 
elevabon  of  SGOT.  SGPT  enzymes  (greater  than  500  lU/L)  and.  in  a single  Instance. 
SGPT  was  greater  bian  2,000  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  bie  upper  limb  of  normal,  however,  did  not 
significanby  dbfer  from  bie  rate  of  liver  enzyme  abnormalbies  In  placebo-beated 
pabents.  All  abnormalbies  were  reversible  after  disconbnuabon  of  Arid. 

Cardiovascular  -In  clinical  pharmacology  studies,  short  episodes  ol  asymp- 
tomabc  venblculartachycardla  occurred  In  two  Individuals  administered  Arid  and  In 
bireeurbreated  subjects. 

CNS  - Rare  cases  of  reversible  menial  confusion  have  been  reported. 
Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  anbandrogenic  acbvby  due  to  Arid.  Impotence  and  decreased  libido 
were  reported  wbh  equal  frequency  by  pabents  who  received  Arid  and  by  biose 
given  placebo.  Rare  reports  of  gynecomastia  occurred. 

Hematologic -Fam  thrombocytopenia  was  reported  In  a pabent  who  was 
beated  wbh  Arid  and  anobier  Hi-receptor  antagonist  On  previous  occasions,  biis 
pabent  had  experienced  birombocytopenla  while  taking  obier  drugs.  Rare  cases  of 
birambocytopenic  purpura  have  been  reported. 

Integumental -Sweating  and  urbcaria  were  reported  significamiy  more  fre- 
quenby  in  nizabdine-  than  In  placebo-treated  pabents.  Rash  and  exfoHabve  dermab- 
bs  were  also  reported. 

Hypersensitmy-Fs  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  adminisbabon  of  nizabdine  have  been  reported.  Because  cioss-sen- 
slbvby  in  bils  class  of  compounds  has  been  observed.  Hrieceptor  antagorilsts 
should  not  be  administered  to  indhriduals  wbh  a history  of  previous  hypersensbivby 
to  these  agents.  Rare  episodes  of  hypersensbivby  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  - Hyperuricemia  unassociated  wbh  gout  or  nephrollbHasIs  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizabdine  adminisbabon  have  been 
reported. 

Overdotage:  Overdoses  of  Arid  have  been  reported  rarely.  The  lollowing  is  pro- 
vided to  serve  as  aguldeshouldsuchan  overdose  be  encountered. 

Signs  and  Symptoms  -There  Is  Ibbe  clinical  experience  wbh  overdosage  of  Arid 
In  humans.  Test  animals  biat  received  large  doses  of  nizabdine  have  exhibbed 
chollnergic-type  effects.  Including  lacrimaion.  sallvabon.  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  In  dogs  and  of  1.200  mg/kg  In  monkeys 
were  not  lebial.  Intravenous  median  lethal  doses  In  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively. 

Treatment  -To  obtain  up-to-date  Informabon  about  bie  treabnem  of  overdose,  a 
good  resource  Is  your  cerbbed  regional  Poison  Control  Center.  Telephone  numbers 
of  cerbbed  poison  control  centers  are  listed  in  bie  Physicians'  Desk  Relerence 
(PDR).  In  managing  overdosage,  consider  the  possibility  ol  mulbple  drug  over- 
doses. Irberacbon  among  drugs,  and  unusual  drug  kinetics  In  your  pabent 
H overdosage  occurs,  use  ot  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  wibi  cllnicai  monboring  and  supportive  therapy.  Renal  dialysis  for 
four  to  six  hours  Increased  plasma  clearance. 
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advance  which  has  led  to  much  greater  dilating 
system  flexibility  and  maneuverability.  This  en- 
tire balloon  system  is  then  advanced  through  the 
guiding  catheter  and  out  into  the  stenotic  coro- 
nary artery.  Once  the  wire  has  been  successful- 
ly maneuvered  across  the  stenosis,  the  dilating 
balloon  is  advanced  across  the  stenosis  as  well 
(fig.  2c). 


Figure  2d.  After  being  positioned  across  the  ste- 
nosis, the  balloon  is  inflated  with  contrast 
material  (to  make  it  visible  on  the  fluoroscopy 
screen)  and  effectively  “dilates”  the  stenosis. 


Figure  2c.  The  balloon  catheter  is  inserted 
through  the  guiding  catheter  and  this  is  subse- 
quently pushed  across  the  stenosis.  Although 
many  of  these  stenoses  are  heavily  calcified,  with 
current  equipment  it  is  possible  to  successfully 
traverse  stenoses  in  greater  than  95%  of  cases. 


When  the  balloon  is  positioned  squarely  in  the 
middle  of  the  stenosis,  the  balloon  is  inflated  (fig. 
2d). 


Although  this  balloon  inflation  completely  pre- 
vents antegrade  blood  flow  in  this  coronary  ar- 
tery, this  flow  limitation  is  generally  transient 
and  resolves  as  soon  as  the  balloon  is  deflated. 
The  possibility  that  antegrade  flow  will  not  be 
fully  restored  upon  deflation,  due  to  either  exten- 
sive arterial  wall  dissection,  spasm,  or  thrombus, 
mandates  the  immediate  availability  of  cardiac 
surgical  intervention.  For  this  reason,  coronary 
angioplasty  can  only  be  carried  out  in  settings 
where  immediate  access  to  a cardiac  surgical 
suite  is  assured. 

Does  coronary  angioplasty  work?  Even  in  the 
initial  series  of  patients  reported  by  Dr.  Gruent- 
zig,  coronary  angioplasty  was  consistently  effec- 
tive. Although  the  procedure  was  successful  in 
only  approximately  65%  of  the  patients  in  whom 
it  was  initially  applied,  those  patients  had  a dra- 
matic reduction  in  the  stenosis  of  the  artery  as 
well  as  a marked  reduction  in  the  transtenotic 
pressure  gradient,  a hydraulic  index  of  flow  im- 
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pairment."  PTCA  is  currently  effective  in  ap- 
proximately 90%  of  all  patients.  Recent  results 
of  coronary  angioplasty  have  been  reported  by  the 
National  Heart,  Lung,  and  Blood  Institute 
(NHLBI)  Registry  and  are  illustrated  in  Table  I. 


TABLE  I 

Primary  Success  (Lesion)  88% 

Primary  Success  (Patient) 

Principal  Lesion  Successfully  Dilated  91% 

All  Lesions  Successfully  Dilated  82% 

Emergency  Cardiac  Surgery  3.4% 

Non-Fatal  Infarction  4.3% 

Death  1.0% 


Table  I.  Recent  (1985-1986)  success  rate  for  per- 
cutaneous transluminal  angioplasty  as  reported 
in  the  National  Heart,  Lung,  and  Blood  Institute 
Registry.  This  registry  is  compiled  of  the  results 
of  ten  leading  cardiovascular  centers  in  the  Unit- 
ed States. 


The  initial  success  rates  have  been  dramatical- 
ly improved  by  operator  experience  and  increas- 
ing equipment  sophistication.  Although  these 
data  represent  results  from  the  years  1985  and 
1986,  and  hence  largely  reflects  patients  with  in- 
creasingly complex  coronary  disease  and  multi- 
ple risk  factors,  fully  successful  results  have  been 
obtained  in  over  90%  of  most  patient  groups.  In- 
terestingly, the  very  first  patient  done  in  1977, 
although  treated  using  comparatively  crude 
equipment,  was  restudied  ten  years  later  and 
found  to  have  an  angiographic  “normal”  an- 
gioplasty site  without  any  evidence  of 
atherosclerotic  abnormalities  whatsoever! 
Numerous  studies  using  a variety  of  myocardial 
ischemia  indices  have  shown  that  after  success- 
ful coronary  angioplasty,  myocardial  ischemia  is 
effectively  eliminated.^’®  The  fact  that  most  pa- 
tients can  return  to  their  usual  occupations,  in- 
cluding manual  labor,  within  several  days  after 
undergoing  a successful  angioplasty®  is  practi- 
cal testament  to  the  efficacy  of  this  procedure. 

How  does  coronary  angioplasty  work?  When  a 
balloon  is  inflated  in  an  atherosclerotic  plaque, 
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the  atheroma  is  both  compressed  and  “split,” 
with  this  split  extending  through  the  media  of 
the  vessel  wall  and  functionally  increasing  the 
size  of  the  lumen  many  fold.^ 

Are  there  risks  in  coronary  angioplasty?  Any 
invasive  procedure  carries  risks,  and  angioplasty 
is  no  exception.  In  addition  to  the  usual  risks  in- 
volved in  all  arteriographic  procedures,  such  as 
vascular  injury,  contrast  reaction,  or  embolic  epi- 
sodes, the  major  complication  of  coronary  angi- 
oplasty is  acute  coronary  occlusion  requiring 
bypass  surgery.  Fortunately,  despite  the  applica- 
tion of  this  technique  to  increasingly  complex 
coronary  lesions,  this  complication  has  occurred 
less  frequently  over  time  and  is  now  relatively 
infrequent®  (Table  I).  When  angioplasty  is 
appropriately  reserved  for  those  in  need  of  some 
form  of  revascularization,  the  complications  of 
coronary  angioplasty  compare  very  favorably  to 
those  of  the  other  revascularization  option,  cardi- 
ac bjqDass  surgery. 

Is  restenosis  still  a problem?  Angiographic 
restenosis  continues  to  occur  in  a minority  of  pa- 
tients, on  average  20%  to  30%.^’®  This  does  not 
represent  a major  clinical  problem  however,  as 
restenosis  almost  never  presents  with  acute  my- 
ocardial infarction,  and  when  detected  by  clini- 
cal means  can  undergo  successful  repeat 
angioplasty  approximately  97%  of  the  time.® 
Clinically  important  restenosis  (producing  clin- 
ical signs  or  symptoms  of  ischemia)  is  fortunate- 
ly even  less  common  than  angiographic 
restenosis,  as  many  lesions  fulfilling  the  arbitrar- 
ily defined  criteria  for  restenosis  do  not  produce 
detectable  ischemia,  much  less  clinical  symp- 
toms. It  must  be  remembered  that  none  of  the 
revascularization  options  is  a cure,  as  surgically 
implanted  bypass  grafts  have  an  inexorable  rate 
of  closure  as  well.  Thus,  although  a small  minori- 
ty of  patients  ■will  require  a second  procedure,  this 
is  generally  easily  and  successfully  performed. 
Restenosis  is,  therefore,  generally  not  a major  im- 
pediment to  the  clinical  success  of  angioplasty. 

Which  patients  are  candidates  for  coronary  an- 
gioplasty? Any  patient  who  is  a candidate  for 
revascularization  therapy  is  theoretically  a can- 
didate for  angioplasty.  Angioplasty  should  not, 
however,  be  considered  a subsitute  or  replace- 
ment for  medical  therapy,  since  although  the 
risks  are  very  low,  they  are  finite.  The  procedure 
should  be  reserved  for  those  in  clear  need  of  revas- 
cularization due  to  extensive  myocardium  at  risk 
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or  those  unable  to  take,  or  refractory  to,  medical 
therapy.  Patients  with  discrete  lesions  in  one  or 
two  coronary  arteries  are  ideal  candidates  for 
coronary  angioplasty,  and  lesions  in  all  native 
coronary  arteries  ranging  from  the  left  main^° 
(if  one  of  its  branches  is  “protected”  by  a cardiac 
surgical  graft)  to  the  smallest  branches  in  the  dis- 
tal coronary  circulation  can  be  effectively  dilat- 
ed. Additionally  stenoses  in  both  saphenous  vein 
bypass  grafts^  ^ and  internal  mammary  artery 
bypass  grafts^^  have  been  successfully  dilated. 
(In  fact  the  very  concept  of  balloon  angioplasty 
has  been  so  successful  in  its  application  in 
peripheral  and  coronary  arteries  that  lesions  in 
the  pulmonary  arteries^^  aorta, and  even  cal- 
cific native^®’^®  and  bioprosthetic^^  cardiac  valves 
have  been  successfully  treated  with  this  tech- 
nique!) However,  cardiac  surgical  revasculariza- 
tion remains  the  procedure  of  choice  for  people 
who  have  left  main  coronary  artery  disease,  or  se- 
vere diffuse  triple  vessel  disease,  especially  in  the 
face  of  markedly  impaired  left  ventricular  func- 
tion. We  have  taken  a conservative  course  regard- 
ing patients  with  severe  multi-vessel  disease,  as 
we  feel  the  results  from  surgical  revasculariza- 
tion have  been  excellent.  However,  many  centers 
are  routinely  treating  multi-vessel  disease  with 
coronary  angioplasty  with  superb  short  and  in- 
termediate term  follow-up.  The  most  ap- 
propriate revascularization  option  in  patients 
with  severe  multi-vessel  disease  will  be  resolved 
by  several  ongoing  randomized  trials  of  coronary 
angioplasty  and  cardiac  bypass  surgery. 

What  does  the  patient  experience  in  coronary 
angioplasty?  Most  patients  have  surprisingly  be- 
nign experiences  with  coronary  angioplasty.  An- 
gioplasty is  carried  out  in  the  cardiac 
catheterization  laboratory  with  the  patient  under 
mild  sedation.  Many  patients  experience  tran- 
sient chest  discomfort  when  the  balloon  is  inflat- 
ed, a discomfort  that  generally  immediately 
resolves  when  the  balloon  is  deflated.  Most  pa- 
tients feel  that  the  experience  is  not  substantial- 
ly different  from  that  of  cardiac  catheterization, 
only  longer  in  duration.  After  a successful  proce- 
dure the  patients  are  transferred  to  the  intensive 
care  unit  where  they  are  monitored  with  indwel- 
ling vascular  sheaths  overnight.  The  next  morn- 
ing the  sheaths  are  pulled  out  and  the  patients 
are  returned  to  a floor  room  where  they  remain 
until  the  following  morning  when  they  are  gener- 
ally discharged.  Chronic  medications  include 
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only  aspirin,  although  occasionally  anitanginal 
medications  are  administered  if  appropriate. 

What  has  been  the  experience  in  coronary  an- 
gioplasty at  the  Medical  Center  of  Delaware? 
Coronary  angioplasty  was  begun  in  April  of  1987. 
In  the  first  18  months,  a total  of 429  patients  un- 
derwent coronary  angioplasty.  The  total  results 
from  this  experience  are  reported  in  Table  II. 

Table  II.  Morbidity  and  mortality  statistics  for 
the  first  18  months  of  percutaneous  transluminal 
coronary  angioplasty  at  the  Medical  Center  of 
Delaware. 

TABLE  II 

Medical  Center  of  Delaware 


Primary  Success  (Lesion)  94% 

Primary  Success  (Patient) 

Principal  Lesion  Successfully  Dilated  93% 

All  Lesions  Successfully  Dilated  92% 

Emergency  Cardiac  Surgery  2.6% 

Non-Emergency  Cardiac  Surgery  1.1% 

Q-Wave  Infarction  0.0% 

Non-Q-Wave  Infarction  1.2% 

Procedural  Mortality  0.2% 

In-Hospital  Mortality  (All  Causes)  0.9% 

Cerebrovascular  Accident  0.0% 

Peripheral  Vascular  Injury  0.9% 

(Requiring  Surgical  Repair) 

(n=429) 


The  primary  success  rate  was  excellent,  with  93% 
of  all  patients  having  a successful  result.  Primary 
success  rates  per  lesion  were  also  superb,  and  the 
complications  of  emergency  cardiac  surgery,  non- 
fatal  infarction,  and  in-hospital  mortality  were 
very  low.  There  were  no  significant  cerebral  vas- 
cular accidents.  Twelve  of  the  twenty-eight  pa- 
tients in  whom  angioplasty  was  not  successful 
had  chronic  total  coronary  occlusion,  a patient 
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PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become  • 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives: 

• Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

•Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

•Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
become  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

“CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.’’ 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  is  one  of  Amerioa’s  leading  financial  institutions. 
With  over  $19.6  billion  in  assets  and  $1 .9  billion  in  surplus, 
they  have  the  size  and  resources  to  adequately  finance 
professional  liability  programs.  You  can  count  on  them  to 
stay  in  the  market  and  be  there  when  you  need  them. 

CNA’s  financial  standing  and  stability  have  not  gone 
unnoticed.  Continental  Casualty  Company,  CNA’s 
primary  professional  liability  underwriter,  has  an  A-i- 
rating  — the  highest  rating  available  from  A.M.  Best, 
the  definitive  source  for  information  on  insurance 
organizations.  This  rating  represents  a very  significant 
barometer  for  CNA’s  financial  and  operating  strength. 


Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  coverage 
for  damages  arising  from  the  performance  of  or  failure 
to  perform  professional  services  in  your  capacity  as  a 
physician  or  surgeon,  or  the  performance  of  professional 
medioal  services  by  any  person  or  organization,  including 
nurses,  nurse  anesthetists,  physician  assistants,  and 
others  for  whose  acts  or  omissions  you  are  legally  liable. 


Liability  limits  available: 
Per  Claim  Limits 


1.31,000,000 
2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAiL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period: 

A.  death  or  total  and  permanent  disability  occurs;  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


"Contractual  Liability 

;Contractual  liability  protection  includes  liability  assumed 
‘by  contract  with  an  HMO,  PPO,  I PA,  or  other  similar 
^organizations  but  only  for  such  liability  as  is  attributable 
tothe  CNA-insured  physicians’  negligence. 


Employees:  (Ancillary  Personnel) 

■The  following  ancillary  personnel  may  be  added  to  the 
■Corporation  policy  as  additional  insureds  at  no  additional 
■charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist 
Medical  Aide 
R.N. 

L.PN. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 
Medical  Laboratory  Technician 
iResearch  PhD 


Optometrist 
Pharmacist 
O.R.  Technician 
Physiotherapist 
Dental  Hygienist 
Sorub  Nurse 
X-Ray  Technician 
with/without  Therapy 


The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 

Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured’s 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA. 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  coverage. 

Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physidan  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insuranoe  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

RO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 


Harry  S.  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 
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AAW  Physician  Plans,  Inc. 

225  Spring  Street 
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subgroup  in  whom  success  rates  are  known  to  be 
diminished.  Our  clinical  restenosis  rate  has  been 
only  11%.  This  reflects  all  patients  with  either 
recurrence  of  signs  or  symptoms  of  ischemia 
and/or  repeat  PTCA  or  CABG.  While  routine 
recatheterization  is  currently  not  justified  sole- 
ly to  precisely  define  restenosis,  most  of  these  pa- 
tients have  had  follow-up  stress  thallium  testing 
to  detect  ischemia.  Although  some  clinically 
unimportant  restenosis  may  remain  undetected, 
we  feel  that  meticulous  attention  to  all  details 
known  to  ameliorate  restenosis  (long  balloon  in- 
flation duration,  precise  balloon/artery  sizing)  is 
responsible  for  this  reassuringly  low'  figure.  Thus, 
coronary  angioplasty  at  the  Medical  Center  of 
Delaware  can  provide  effective  revascularization 
with  a complication  profile  that  compares  favora- 
bly to  the  other  revascularization  option,  cardi- 
ac surgery. 

In  order  to  provide  direct  comparison  with 
other  programs,  the  results  reported  to  the 
NHLBI  from  the  ten  leading  PTCA  centers  in  the 
country  are  listed  side-by-side  with  the  Medical 
Center  of  Delaware  data  in  Table  III.  The  Medi- 
cal Center  of  Delaware  data  have  been  altered 
slightly  to  conform  to  the  NHLBI  inclusion/exclu- 
sion criteria  (patients  suffering  an  acute  my- 
ocardial infarction  are  excluded  from  this 
registry,  for  instance).  Thus,  coronary  an- 
gioplasty as  practiced  at  the  Medical  Center  of 
Delaware  has  achieved  success  rates  that  com- 
pare very  favorably  to  those  of  the  ten  major 
centers  in  the  NHLBI  Registry.  Additionally, 
acute  coronary  closure  soon  after  PTCA  is  one  of 
the  most  serious  complications,  usually  requir- 
ing emergency  repeat  PTCA  or  CABG  and  as- 
sociated with  high  morbidity  and  mortality. 
Although  not  reported  in  the  NHLBI  series,  the 
cumulative  data  from  Emory  University  for  8207 
consecutive  cases  revealed  an  acute  reclosure 
rate  of  3.6%.^°  The  corresponding  rate  for  the 
Medical  Center  of  Delaware  was  only  0.7%. 

Despite  the  fact  that  our  program  was  a new 
one,  no  patients  were  turned  away  or  referred 
elsewhere  because  they  were  felt  to  be  high  risk. 
This  is  confirmed  by  the  finding  that  the  risk  pro- 
file of  patients  dilated  at  the  Medical  Center  of 
Delaware,  as  measured  by  previous  CABG  or  low 
ejection  fraction  for  example,  is  similar  to  or 
worse  than  those  reported  in  the  NHLBI  study. 
Importantly,  54  of  our  patients  has  previously 
had  cardiac  bypass  surgery.  Angioplasty  was  suc- 
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TABLE  III 

Medical  Center 


NHLBI 

of 

Centers 

Delaware 

Primary  Success  (Lesion) 

88% 

94% 

Primary  Success  (Patient) 
Principal  Lesion  Suc- 
cessfully Dilated 

91% 

94% 

All  Lesions  Successfully 

• 

Dilated 

82% 

93% 

Emergency  Cardiac 

Surgery 

3.4% 

2.1% 

Non-Emergency  Cardiac 

Surgery 

2.2% 

1.5% 

Total  Cardiac  Surgery 

5.6% 

3.6% 

Non-Fatal  Infarction 

4.3% 

2.1% 

In-Hospital  Mortality 

1.0% 

0.9% 

Previous  Cardiac  Surgery 

13% 

13% 

Ejection  Fraction 

less  than  50 

19% 

28% 

Table  III.  Direct  comparison  of  comparable  pa- 
tient groups  between  the  Medical  Center  of  Dela- 
ware and  the  National  Heart,  Lung,  and  Blood 
Institute.  These  data  differ  from  Table  II  due  to 
the  exclusion  in  the  NHLBI  study  of  certain  high- 
risk  subgroups  (ie  acute  myocardial  infarction). 

cessful  in  48  (90%)  of  them,  often  avoiding  repeat 
bypass  surgery  with  its  attendant  increased 
risks.^^ 

It  is  gratifying  to  know  that  our  nascent  pro- 
gram has  success  and  complication  rates  that 
compare  favorably  to  those  of  the  NHLBI  Regis- 
try from  ten  major  university  programs.  We  have 
been  fortunate  at  the  Medical  Center  to  have  had 
an  existing  core  of  highly  skilled  cath  lab  nurses 
and  technicians,  as  well  as  the  full  support  of  the 
hospital  administration  and  the  nursing  staiffs  on 
the  various  cardiovascular  floors. 
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What  is  the  future  of  coronary  angioplasty? 
The  future  of  angioplasty  as  a revascularization 
tool  appears  promising.  Acute  coronary  artery 
closure,  the  leading  indication  for  emergency 
bypass  surgery,  has  recently  been  dealt  with  ef- 
fectively, albeit  preliminarily,  by  intracoronary 
stenting^^  or  laser  balloon  welding. Although 
these  techniques  have  only  been  applied  to  hu- 
mans in  the  last  several  months,  they  have  al- 
ready had  impressive  results. 

The  use  of  percutaneous  cardiopulmonary 
bypass^'*  may  allow  effective  revascularization  in 
patients  heretofore  considered  too  unstable  for 
any  revascularization  procedure.  Finally  resteno- 
sis, if  not  prevented  by  the  mechanical  and  phys- 
ical means  described  above,  may  well  be  solvable 
pharmacologically.  A multi-center  group  includ- 
ing investigators  at  the  Medical  Center  of  Dela- 
ware has  recently  shown  that  the  use  of  the  stable 
prostacyclin  analog  ciprostene  can  significantly 
reduce  restenosis  simply  by  short-term  infusion 
at  the  time  of  angioplasty.^®  Further  work  in 
this  exciting  area,  the  first  time  pharmacologic 
diminution  of  restenosis  has  been  observed,  is 
continuing  at  the  Medical  Center. 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMG,  biofeed- 
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whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
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THE  TONSIL  AND  ADENOID  CONTROVERSY 


Robert  L.  Witt,  M.D. 


ABSTRACT 

This  paper  will  review  the  anatomy,  histology, 
immunology,  bacteriology,  indications,  complica- 
tions, and  trends  in  modern  tonsil  and  adenoid 
surgery. 

Information  on  tonsils  and  adenoids,  both  in 
their  normal  and  abnormal  states,  has  prolifer- 
ated over  the  last  two  decades.  A considerable 
variation  in  opinion  remains  on  the  subject. 
Historical  fluctuations  in  the  indications  for  ton- 
sil and  adenoid  surgery  have  resulted  in  swings 
in  the  quantity  of  surgery  performed.  This  paper 
will  attempt  to  bring  contemporary  information 
together  to  provide  reasonable  guidelines  for 
management  of  diseased  tonsils  and  adenoids. 

ANATOMY  AND  HISTOLOGY 

Waldeyer’s  ring  consists  of  lymphoid  tissue 
which  surrounds  the  oropharynx.  It  includes  ade- 
noids (pharyngeal  tonsils)  in  the  nasopharynx. 
Palatine  tonsils  are  in  the  lateral  wall  of  the 
oropharynx.  Lingual  tonsils  are  located  at  the 
base  of  the  tongue. 

Most  of  the  upper  aerodigestive  tract  is  covered 
by  squamous  or  respiratory  epithelium  and  a mu- 
cous layer  that  constitutes  a weak  mechanical 
barrier.  Tonsils  are  covered  by  stratified 
squamous  epithelium.  Adenoids  are  covered  by 
pseudostratified  ciliated  columnar  epithelium. 

Dr.  Witt  is  an  otolaryngologist  with  a practice  in  Wilmington, 
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IMMUNOLOGY 

The  immunologic  role  of  tonsillar  and  adenoi- 
dal tissue  requires  further  study.  Tonsils  and  ade- 
noids allow  lymphocytes  access  to  the  pharyngeal 
surface.^  Locally  produced  antibodies  of  mucosal 
origin  include  secretory  immunoglobulin-A.^ 
Immunoglobulin-A  protects  the  body  against  in- 
vasion by  microorganisms  and  the  entrance  of 
foreign  molecules.  Immunoglobulin-M  is  also 
secreted.^  Tonsils  and  adenoids  are  immunolog- 
ically  active  systemically  by  shedding  imm- 
unoglobulins in  the  circulation  and  locally 
demonstrated  by  enlarged  tonsils  and  adenoids 
in  many  individuals  with  recurrent  adenoton- 
sillitis. 

Human  tonsils  are  most  active  between  the 
ages  of  four  and  ten  with  a decrease  noted  at  the 
onset  of  puberty.  In  the  disease  of  recurrent  ton- 
sillitis, the  immunologic  transporting  functions 
are  decreased.'^  This  results  in  reduced  activa- 
tion of  the  local  B-cell  system,  decreased  antibody 
production,  and  decreased  density  of  the  B-cells 
in  the  germinal  centers.^ 

In  patients  who  have  had  a tonsillectomy,  there 
is  no  higher  proven  incidence  of  malignancy  or 
other  systemic  infections  when  compared  with 
control  patients.® 

BACTERIOLOGY 

The  microflora  of  the  oral  cavity  is  complex 
with  the  ratio  of  anaerobic  to  aerobic  organisms 
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being  approximately  10:1.  Normal  flora  include 
fusobacterium,  bacteroides,  propionibacterium, 
Candida,  strep  pneumonia,  and  hemophilus  spe- 
cies.' Many  organisms  can  cause  inflammation 
in  Waldeyer’s  ring,  including  anaerobic  bacteria, 
aerobic  bacteria,  viruses,  chlamydia,  yeasts, 
parasites,  and  Rickettsia.  Some  infections  are 
part  of  normal  flora  and  some  are  external  patho- 
gens. A tonsil  infection  may  be  synergistic  result- 
ing in  aerobic  and  anaerobic  organisms. 

Most  phaiyngitis  or  tonsillitis  is  viral  in  origin. 
These  include  adenovirus,  rhinovirus,  Coxsack- 
ie  virus,  parainfluenza  virus,  Ebstein-Barr  virus, 
and  herpes  simplex.  At  the  present  time,  Group 
A beta  hemol3dic  streptococci  are  the  most  impor- 
tant bacterial  agents  causing  pharyngitis  or  ton- 
sillitis in  the  United  States.  Beta  hemolytic 
streptococcus  completely  hemolyzes  red  blood 
cells  while  alpha  hemolytic  strep  partially  hemo- 
lyzes red  blood  cells.®  Blood  agar  plate  with 
Bacitracin  disc  is  the  culture  most  often  used. 

Anaerobic  etiologies  include  actinomyces,  pep- 
tostreptococcus,  bacteroides,  fusobacterium,  and 
chlamydia  trachomatis.  Chlamydia  has  been  as- 
sociated with  nasopharyngeal  infections  and 
pneumonia  in  infants.'  Treatment  of  Group  A 
beta  hemolytic  strep  includes  penicillin  which  re- 
mains the  drug  of  choice.  Erythromycin  is  used 
in  the  penicillin  allergic  patient.  Other  aerobic 
bacteria  which  cause  tonsillitis  include  Coryne- 
bacterium  catarrhalis,  francisella  tularensis. 
Treponema  pallidum,  mycobacterium  species 
and  mycoplasm  species. ' 

COMPLICATIONS  OF  TONSILLITIS 

Complications  of  pharyngitis  include  periton- 
sillar abscess,  suppurative  cervical  adenitis, 
acute  rheumatic  fever,  and  post-streptococcal 
rheumatic  fever. 

Frequent  tonsillar  infections  may  lead  to 
marked  tonsillar  hypertrophy  and  dysphagia, 
difficulty  with  breathing  and  even  alveolar 
hypoventilation  including  sleep  apnea  and,  in  the 
worst  cases,  cor  pulmonale. 

UPPER  AIRWAY  OBSTRUCTION 

Some  children  with  marked  enlargement  of  the 
tonsils  and  adenoids  have  stridor  and  snoring 
with  episodes  of  apnea  which  occur  while  sleep- 
ing. In  the  most  advanced  cases,  right  heart 
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failure  with  peripheral  venous  distention  can  be 
observed.  In  the  presence  of  chronic  hypoxemia, 
pulmonary  arteriolar  vasoconstriction  can  de- 
velop leading  to  elevated  pulmonary  artery 
resistance,  elevation  of  pulmonary  artery  pres- 
sure, and  right  heart  failure.® 

EAR  INFECTION  AND  RECURRENT  TONSIL 
INFECTION 

Otitis  media  with  effusion  in  children  is  often 
caused  by  eustachian  tube  dysfunction.  Adenoi- 
dal tissue  can  act  as  a focus  for  ascending  tubal 
dysfunction  as  well.  Part  of  the  dysfunction  may 
be  due  to  the  nasopharyngeal  obstruction  of  the 
eustachian  tube  by  hypertrophied  adenoids.  At 
present,  adenoidectomy  has  been  more  popular 
than  tonsillectomy  as  a treatment  regimen  in  pa- 
tients with  “glue  ear”^°  (along  with  pressure 
equalizing  tubes).  Tonsillectomy  may  be  done 
with  recurrent  tonsillitis  in  association. 
McKee’s^^  study  tried  to  isolate  the  effect  of 
adenoidectomy  versus  tonsillectomy  and  its  effect 
on  the  otitis  media.  Adenoidectomy  alone  was 
less  effective  than  tonsillectomy  and  adenoidec- 
tomy in  reducing  cervical  adenitis.  Adenoidecto- 
my alone  (ie,  without  tonsillectomy)  was  not 
found  to  be  effective  in  reducing  sore  throats. 
However,  adenoidectomy  alone  was  found  to  be 
equally  effective  to  tonsillectomy  and  adenoidec- 
tomy in  decreasing  the  incidence  of  otitis  media. 
Maw^^  found  that  tonsillectomy  added  no  benefit 
to  adenoidectomy  for  clearance  of  chronic  otitis 
media  with  effusion.  Lemon^®  found  that  chronic 
otitis  media  with  effusion  recurred  in  3%  of 
children  who  had  myringotomies  and  adenoidec- 
tomies  compared  with  40%  who  had  myrin- 
gotomies alone. 

ALLERGY  AND  WALDEYER'S  RING 

There  is  little  evidence  to  support  a significant 
role  of  tonsils  and  adenoids  with  allergic  reac- 
tions. In  the  normal  state,  the  tonsils  are  virtu- 
ally devoid  of  immunoglobulin-E  bearing 
B-cells.^'^  This  area  requires  more  research. 

INDICATIONS 

Many  nonpathophysiologic  reasons  are  often 
involved  in  the  decision  to  remove  a child’s  ton- 
sils. These  include  many  hours  missed  from 
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school  or  a parent  who  stays  home  from  work  be- 
cause of  a child’s  illness.  Lost  school  days  may 
result  in  school  failure.  The  family’s  tolerance  of 
illness,  financial  resources,  and  the  availability 
of  medical  services  can  all  be  contributing 
factors.  “ 

The  decision  to  perform  tonsil  and  adenoid  sur- 
gery is  based  on  a careful  history  and  physical  ex- 
amination. This  author  feels  that  episodes  of 
documented  severe  tonsillitis  such  as  four  to  five 
infections  over  a 12  month  period  or  three  or  more 
severe  infections  each  year  for  two  or  more  years 
in  a row  are  reasonable  criteria.  Paradise^^  in  a 
landmark  study  using  criteria  of  seven  or  more 
episodes  of  tonsillitis  in  one  year,  five  or  more  epi- 
sodes of  tonsillitis  in  each  of  two  preceding  years, 
or  three  or  more  episodes  in  each  of  three  preced- 
ing years,  found  an  unequivocal  decrease  (p  less 
than  or  equal  to  0.05)  in  the  incidence  of  recur- 
rent throat  infections  during  the  two  years  follow- 
ing tonsillectomy  with  or  without  adenoidectomy. 
This  study  further  cautions  about  applying  these 
findings  to  clinical  decision  making.  The  almost 
uniform  favorable  outcome  in  subjects  who  un- 
derwent surgery,  combined  with  the  variable  out- 
come in  those  who  did  not,  appears  to  justify,  but 
by  no  means  mandates,  the  performance  of  ton- 
sillectomy in  children  with  comparable  throat  in- 
fection experience.^^  Only  9%  of  children 
referred  to  the  Pittsburgh  study  group  met  these 
stringent  criteria.  This  group  is  currently  study- 
ing less  severely  affected  children.  The  minimal 
acceptable  criteria  presented  by  the  American 
Academy  of  Pediatrics  and  the  AMA  were  four  or 
more  episodes  of  tonsillitis  with  cervical  adeni- 
tis within  the  preceding  year.^®  The  criteria  for 
tonsillectomy  should  be  modified  when  an  infec- 
tion is  chronic  or  persistant  resulting  in 
prolonged  time  away  from  school  or  work. 
Chronic  tonsillitis  in  older  children  and  young 
adults  in  whom  recurrent  episodes  of  low  grade 
inflammation  result  from  obstruction  of  the  ton- 
sillar crypts  from  food  or  epithelial  debris  and 
halitosis  is  an  occasional  indication. Chronic 
tonsillitis  is  a sore  throat  that  is  not  as  severe  as 
recurrent  tonsillitis,  but  does  respond  to  antibi- 
otics and  is  present  for  six  months  as  manifest- 
ed by  enlarged  cervical  lymph  nodes  of  more  than 
two  cm  and  a sore  throat.^®  Surgery  can  be  justi- 
fied when  tonsillitis  is  recurrent  and  is  compli- 
cated by  a febrile  seizure.  Tonsillectomy  after 
peritonsillar  abscess  is  justified  particularly  with 
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a history  of  recurrent  sore  throats  and  tonsillitis. 

Tonsillectomy  and  adenoidectomy  is  justified 
for  pharyngeal  obstruction  when  a history  is 
obtained  of  severe  mouth  breathing,  snoring 
and/or  apnea.  Postic^®  used  sleep  sonography  to 
substantiate  reports  of  abnormal  respiratory 
patterns  pre-operatively  relative  to  controls 
with  resolution  after  tonsillectomy  and 
adenoidectomy. 

When  a neoplasm  is  expected,  a tonsillectomy 
can  be  indicated.  Furtrhermore,  deglutition 
problems  due  to  enlarged  tonsils  can  be  an  indi- 
cation for  tonsillectomy.  Adenoidectomy  is 
reasonable  when  a history  of  middle  ear  effusion 
couples  with  recurrent  otitis  media.  Adenoidec- 
tomy along  with  tonsillectomy  is  indicated  for 
pharyngeal  obstruction.  Given  a history  of  recur- 
rent sinusitis,  it  may  be  reasonable  under  certain 
circumstances  to  perform  an  adenoidectomy  on 
the  grounds  that  it  may  relieve  adenoid  obstruc- 
tion of  the  posterior  nasal  choanae  which  inter- 
fere with  sinus  drainage.^® 

Uncommon  indications  today  for  tonsillectomy 
include  diphtheria  carriers  or  tuberculous 
adenitis.^® 

Only  equivocal  studies  have  been  written  to 
support  the  use  of  tonsillectomy  and  adenoidec- 
tomy to  improve  a patient  with  allergies. 
McNamera^^  describes  large  tonsils  and  ade- 
noids adversely  affecting  occlusion.  Harold  et 
al,^^  have  shown  an  improvement  in  dental  and 
facial  development  in  children  who  resumed 
nasal  breathing  after  adenoidectomy.  Conserva- 
tive management  and  careful  case  selection  are 
imperative  in  this  regard. 

Contraindications  to  tonsillectomy  and 
adenoidectomy  include  those  individuals  with 
clefts  of  the  palate  or  with  submucous  clefts.  A 
submucous  cleft  can  be  heralded  by  a bifid  uvu- 
la, midline  furrow  along  the  length  of  the  soft  pal- 
ate, and  a notching  in  the  posterior  margin  of  the 
hard  palate.  Tonsils  and  adenoids  in  these  in- 
dividuals are  required  to  provide  bulk  in  the 
pharynx  and  prevent  hyponasal  vocal  quality  and 
to  provide  sufficient  velopharyngeal  closure. 
Rarely,  a lateral  adenoidectomy  may  be  indicat- 
ed in  these  patients.  Tympanostomy  tubes  alone 
are  best  used  to  treat  persistent  middle  ear  effu- 
sion in  these  individuals. 

Tonsillectomy  and  adenoidectomy  should  not 
be  performed  in  a patient  with  a hemoglobin 
count  of  less  than  lOg/100  ml,  or  a hematocrit  of 
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less  than  30.  The  presence  of  an  acute  infection 
of  the  upper  respiratory  tract  can  increase  oper- 
ative bleeding.  This  rule  is  not  followed  for 
peritonsillar  abscess  because  of  impending  com- 
plications. 

Surgery  is  usually  deferred  for  children  under 
the  age  of  three,  but  this  guideline  has  its  excep- 
tions. Tonsillectomy  and  adenoidectomy  are  con- 
traindicated in  uncontrolled  systemic  diseases  or 
blood  dyscrasias. 

COMPLICATIONS 

Tonsillectomy  with  adenoidectomy  is  one  of  the 
most  commonly  performed  operations  in  the 
United  States.  There  are  few  serious  complica- 
tions, but  they  do  occasionally  occur.  Post- 
operative hemorrhage  can  compromise  the  air 
way  and  lead  to  cardiovascular  collapse.  A post- 
operative blood  clot  in  the  larynx  immediately  af- 
ter surgery  can  cause  this,  coupled  with  swelling 
in  the  nasopharynx,  tongue,  and  palate.  Nation- 
wide fatality  rates  from  1965  to  1975  have  report- 
ed an  approximately  1 in  16,000  fatality  rate 
which  may  occur  from  bleeding  or  complications 
from  anesthesia.^^  This  statistic  was  taken  from 
a population  of  6,175,729  cases  of  tonsillectomy. 
The  causes  of  death  were  hemorrhage  (0.002%), 
anesthesia  reactions  (0.002%),  and  cardiac  arrest 
(0.002%).  The  majority  of  fatal  bleeding  occurs 
within  the  first  twenty-four  hours  post- 
operatively.^^  This  data  supports  overnight  ad- 
mission rather  than  same  day  discharge  for  most 
patients.  Bleeding,  however,  can  occur  up  to  ten 
days  post-tonsillectomy.  This  occurs  from  the 
separation  of  a crust  covering  the  tonsillar  fossa. 
The  range  of  post-operative  hemorrhage  is  from 
0.1%  as  reported  by  Allen^^  to  8,1%  reported  by 
Kerr.^®  Allen,  however,  reported  only  cases 
returned  to  the  operating  room.  A reasonable  per- 
cent to  tell  patients  and  their  families  is  a 1%  in- 
cidence of  post-tonsillar  bleed.  In  many 
individuals,  post-tonsillar  bleed  can  be  controlled 
by  a sponge.  In  a young  child  this  may  be  impos- 
sible and  the  patient  needs  to  be  taken  to  the 
operating  room.  Anesthetic  risks  include  trau- 
matic intubation,  cardiac  arrythmia,  and  malig- 
nant hypertension.  Dislocated  teeth  can  be 
aspirated,  and  an  x-ray  should  be  performed  in 
the  operating  room  whenever  a dislocated  tooth 
can  not  be  found.  Occasionally,  a patient  will 
have  poor  fluid  intake  and  recurrent  emesis 
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resulting  in  dehydration.  A minimum  one  day 
post-operative  stay  is  important  for  rehydration, 
and  maintenance  of  hydration.  An  overnight  stay 
allows  for  observance  of  hemorrhage,  recurrent 
emesis,  and  poor  oral  intake. 

Post-operative  pain  in  children  is  mild  and  of 
shorter  duration  than  adults,  usually  lasting  less 
than  a week.  In  adults,  pain  can  last  up  to  10-14 
days. 

Psychological  trauma  to  a child  can  be  prevent- 
ed by  a friendly  pre-operative  tour  of  the  hospi- 
tal, and  friendly  post-operative  care  along  with 
adequate  post-operative  analgesia. 

Rising  health  costs  result  in  insurance  compa- 
nies increasing  pressure  on  physicians  to  perform 
tonsillectomies  as  an  outpatient  procedure  with 
discharge  in  four  to  ten  hours  after  the  operation. 
Parental  unawareness  can  result  in  unnecessary 
visits,  or  a delay  in  seeking  treatment  when  it  is, 
in  fact,  actually  needed. 

Nonetheless,  the  number  of  centers  which  per- 
form outpatient  tonsillectomy  has  increased 
since  Chiang^^  reported  on  a series  of  40,000 
outpatient  tonsillectomies.  Carithers^®  reports  a 
series  of  post-tonsillectomy  patients  in  which 
98%  were  discharged  within  ten  hours  after  ton- 
sillectomy with  a very  small  complication  rate. 
It  must  be  kept  in  mind  that  financial  savings  af- 
ter a ten-hour  post-operative  stay  as  opposed  to 
an  overnight  stay  may  be  minimal.  Furthermore, 
any  savings  may  be  offset  by  those  who  require 
emergency  room  evaluation  and  possible  read- 
mission. The  discharge  timing  of  tonsillectomy 
remains  controversial  and  we  await  further  data 
in  this  area.  It  is  this  author’s  opinion  that  an 
overnight  stay  continues  to  be  warranted  in  the 
majority  of  tonsillectomy  patients. 

Adenoidectomy  alone  is  associated  with  much 
lower  incidence  of  severe  bleeding  problems.  This 
author  feels  that  patients  who  are  otherwise 
healthy,  who  have  had  an  adenoidectomy,  may  be 
discharged  the  same  day  of  the  operation,  within 
three  to  six  hours. 

Complication  associated  with  adenoidectomy 
include  trauma  to  the  eustachian  tube  orifice 
which  can  result  in  a serious  otitis  media  and 
chronic  otitis  media.  Velopharyngeal  insufficien- 
cy can  be  temporary  and  very  rarely  permanent. 
Adenoidectomy  must  be  avoided  in  those  with 
cleft  palate  or  a short  hard  or  soft  palate.  In  these 
individuals,  the  adenoids  may  narrow  the 
nasopharynx  enough  to  close  the  velopharyngeal 
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isthmus.  A child  with  pre-operative  velopharyn- 
geal insufficieny  is  a foreboding  sign.  In  some  in- 
dividuals a pre-op  speech  therapy  consultation  is 
advised.  A transient  hypernasality  can  occur 
secondary  to  a patient  holding  the  pharyngeal 
muscles  at  rest  during  speech  and  swallowing, 
and  may  require  speech  therapy.  Nasopharyn- 
geal cicatricial  stenosis  can  result  from  keloid  for- 
mation or  excessive  mucosal  destruction. 

LASERS 

Akin^^  describes  a series  of  patients  (500)  who 
underwent  laser  tonsillectomy.  He  claims  less 
pain  and  less  blood  loss.  The  use  of  laser  in  ton- 
sillectomy has,  in  general,  been  restricted  to 
those  patients  with  bleeding  disorders.  Unques- 
tionably, the  laser  is  the  treatment  of  choice  in 
the  lingual  tonsillectomy.  This  keeps  post- 
operative swelling  and  bleeding  to  a minimum. 

The  use  of  laser  routinely  for  palatine  tonsils 
may  not  be  cost  effective  and  has  not  been  shown 
to  result  in  a lower  complication  rate. 

ADULT  TONSILLECTOMY 

There  is  an  increasing  incidence  of  adult  ton- 
sillectomy in  the  1980s.  This  may  possibly  be  the 
result  of  patients  who  were  not  screened  earlier 
in  their  lives.  The  adult  tonsillectomy  has  a 
higher  incidence  of  post-operative  pain,  and  also 
a higher  incidence  of  post-tonsillar  bleeding. 

Using  the  criteria  for  tonsillectomy  of  at  least 
four  or  five  severe  tonsil  infections  per  year,  this 
author  performed  39%  (32  out  of  92)  of  tonsillec- 
tomies in  patients  fifteen  years  of  age  and  older 
in  the  last  two  years.  This  series  may  not  be 
representative  of  other  otolaryngologists  and  is 
too  small  to  draw  any  specific  conclusions,  but  en- 
courages further  study. 

CONCLUSIONS 

The  most  common  indications  for  tonsillectomy 
and  adenoidectomy  include  obstructive 
adenotonsillitis  and  recurrent  tonsillitis.  The 
criteria  for  tonsillectomy  in  recurrent  tonsillitis 
varies  from  four  to  seven  episodes  of  tonsillitis  per 
year.  Cases  which  are  complicated  by  seizure,  ab- 
scess, hospital  admission  for  dehydration,  multi- 
ple antibiotic  allergies,  or  associated  obstructive 
symptoms  warrant  a more  aggressive  approach. 
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Many  cases  are  judgemental  and  require  commu- 
nication with  the  pediatrician,  family  physician, 
the  patient,  and  the  family. 

Obstructive  adenotonsillitis  can  be  document- 
ed by  a sleep  study;  however,  to  be  cost  effective 
and  avoid  psychological  stress  to  a child,  it  is 
reasonable  to  base  one’s  indication  on  the  histo- 
ry given  by  the  family  and  pediatrician/family 
physician  and  physical  exam  in  most  cases. 

In  expert  hands,  the  overwhelming  majority  of 
cases  of  tonsillectomy  and  adenoidectomy  are 
performed  without  any  complication.  For  pur- 
poses of  completeness,  a long  list  of  possible  com- 
plications was  described.  The  post-tonsillar  bleed 
is  the  most  common  complication,  and  in  ex- 
perienced hands,  this  is  statistically  a very  un- 
usual occurrence.  However,  the  possibility  of 
post-tonsillar  bleeding  coupled  with  post- 
operative swelling  warrants  an  overnight 
hospitalization  in  most  cases  in  spite  of  increas- 
ing pressures  to  the  contrary  from  health  insur- 
ance companies. 

In  this  author’s  experience,  a surprisingly  high 
percentage  of  tonsillectomies  were  performed  on 
adults.  This  may  reflect  the  generalized  trend  of 
fewer  tonsillectomies  being  performed  during  the 
pediatric  years.  A much  larger  series  would  be  re- 
quired before  this  hypothesis  could  be  substan- 
tiated. 
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In  our  business  as  in  your  profes- 
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AN  INTRODUCTION  FROM  THE  SECRETARY  OF  THE 
DEPARTMENT  OF  HEALTH  AND  SOCIAL  SERVICES 


Thomas  P.  Eichler 


The  Department  of  Health  and  Social  Services 
is  the  largest  arm  of  the  State  government,  with 
11  divisions,  4700  employees,  and  a clientele 
which  includes  every  resident  of  Delaware.  I 
thank  the  Medical  Society  for  the  opportunity  to 
share  with  you,  in  a series  of  articles  over  the  next 
four  months,  an  overview  of  our  many -faceted  role 
in  the  community. 

The  mission  of  DHSS  is  to  improve  the  quality 
of  life  for  Delaware’s  citizens  by  promoting  health 
and  wellbeing,  fostering  self-sufficiency,  and  pro- 
tecting vulnerable  populations.  We  seek  to  ac- 
complish this  by  providing  leadership  for  the 
public  and  private  sectors;  recognizing  and  sup- 
porting prevention  efforts;  developing  and  provid- 
ing effective,  efficient,  client-oriented  service 
delivery  systems;  and  fostering  client  satis- 
faction. 

DHSS  is  focusing  its  resources  in  several  areas: 
facilitating  independence  for  families  and  in- 
dividuals (through  reduction  of  dependency,  com- 
munity based  care,  and  preventative  health), 
quality  care  in  institutions,  and  restructuring. 

Advances  in  technology  and  medicine  are  in- 
creasing longevity  and  survival,  creating  more 
and  different  demands  on  service  providers.  This 
means  introducing  new  approaches,  enhancing 
traditional  methods,  and  maximizing  partner- 
ships with  our  colleagues,  advocates,  and  elect- 
ed officials,  to  address  the  changing  needs  of  the 
community  we  serve. 

Mr.  Eichler  was  appointed  as  Secretary  of  the  Department  of  Health  and  Social 
Services  in  1985. 
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We  welcome  the  perspective  of  others  interest- 
ed in  our  mission.  Over  300  persons  serve  on  ad- 
visory councils,  helping  to  more  effectively 
channel  our  energies. 

The  challenge  seems  overwhelming  at  times, 
but  our  progress  to  date  is  significant: 

-Delaware  is  a national  example  in  child  sup- 
port enforcement  as  well  as  employment  and 
training.  The  welfare  roles  in  our  state  have  been 
reduced  by  35%  since  1982.  Child  support  collec- 
tions reached  a record  amount  of  $18.1  million 
last  year. 

-Our  programs  to  combat  infant  mortality  are 
succeeding  in  reducing  the  number  of  low  birth- 
weight  babies  and  infant  mortality  in  this  state. 

-The  elderly  population,  which  outdistances  the 
national  average  in  Delaware,  can  choose  from  a 
growing  menu  of  flexible  services  which  will  ac- 
commodate many  degrees  of  independence. 

-The  mentally  retarded  have  more  community 
based  services  from  which  to  choose.  From  two 
group  homes  in  Delaware  in  1984,  we  now  have 
27. 

-The  mentally  ill  and  visually  impaired  have 
more  opportunity  to  be  mainstreamed  than 
before. 

AIDS,  rabies,  the  growing  elderly  population, 
and  rising  health  care  costs  - among  other  things- 
will  significantly  impact  the  continuing  restruc- 
turing of  how  DHSS  delivers  its  services.  We  fore- 
see increasing  opportunities  to  join  with  other 
health  and  social  service  providers  in  seeking  our 
goal  to  provide  even  better  service  to  Delaware’s 
citizens  in  the  1990s. 
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W/e  can  help  you 
get  to  the  heart 
of  the  problem 


When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  ulll  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Hotter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 
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DMGNOSTIC 

CENTER 


Suite  214 

Limestone  Medical  Center 
1941  Limestone  Road 
Wilmington,  DE  19808 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wilmington,  DE  19810 


HEALTH  CARE  COST  MANAGEMENT  COMMISSION 
SETS  AGENDA  FOR  THE  FUTURE 


Muriel  Rusten 


Since  the  Governor’s  Health  Care  Cost 
Management  Commission  issued  its  report  at  the 
end  of  1987,  much  thought  and  effort  has  gone 
into  following  up  on  its  recommendations. 

Governor  Castle  charged  the  Commission  with 
recommending  strategies  to  contain  the  growth 
of  health  care  costs,  without  sacrificing  access  to 
health  care  and  quality  services.  This  calls  for  a 
difficult  balancing  act.  The  Commission,  along 
with  three  task  forces,  recommended  four  strate- 
gies to  help  ensure  that  Delaware’s  very  good 
health  care  system  will  not  only  be  maintained, 
but  will  become  more  efficient  and  able  to  serve 
more  people  as  we  prepare  to  enter  the  21st 
century. 

1.  Effective  Health  Planning  and  Data 
Management 

The  Commission  called  for  the  establishment 
of  a single  health  planning  entity,  appointed  by 
the  Governor,  to  carry  out  a responsive  and  time- 
ly health  planning  process,  provide  leadership 
and  guidance,  and  oversee  an  expanded  health 
data  collection  and  analysis  program.  The  impor- 
tance of  reliable,  timely,  and  comprehensive 
health  data  which  tells  us  not  only  about  the 
health  status  of  Delawareans,  but  also  how  and 
where  health  dollars  are  being  spent,  was 
stressed  as  being  the  cornerstone  of  any  strate- 
gy to  improve  health  and  use  resources  more  ef- 
fectively. 

Ms.  Rusten  is  Director  of  the  Division  of  Planning,  Research  & Evaluation,  Depart- 
ment of  Health  and  Social  Services. 
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2.  Health  Promotion  and  Wellness 

It  may  seem  obvious,  but  the  very  best  strate- 
gy for  reducing  health  care  costs  is  for  people  to 
be  healthier.  While  recognizing  that  the  aging  of 
society  and  technological  advances  will  increase 
costs,  the  Commission  concluded  that  unhealthy 
lifestyles,  poor  health  habits,  ignorance,  and  in- 
sufficient attention  to  prevention  and  early  care 
have  an  even  greater  negative  impact  on  costs. 

The  Commission  recommended:  health  promo- 
tion programs  in  the  schools,  the  workplace,  and 
the  community;  reducing  negative  risk  factors 
such  as  substance  abuse,  accidents  and  injuries; 
targeted  prevention  programs  aimed  at  high  risk, 
high  cost  health  conditions  and  populations;  and 
establishment  of  a non-profit  health  promotion 
center  to  provide  leadership  and  focus  to  private 
and  public  wellness  efforts. 

3.  Flexible,  Innovative  Health  Care  Financing 
and  Delivery  Strategies 

While  recognizing  that  much  has  already  been 
done  in  Delaware  in  response  to  a changing  care 
environment,  the  Commission  urged  that  we  con- 
tinue to  look  at  new  and  more  efficient  ways  of 
providing  and  financing  health  services.  It  sup- 
ports continuing  flexibility  in  the  design  of 
benefit  packages  and  regulations;  managed  care 
systems  in  the  private  and  public  sector;  long 
term  care  systems  that  stress  family  and  commu- 
nity supports  for  the  elderly  and  handicapped 
citizens.  The  Commission  also  recommended 
strengthening  the  State  Medical  Board;  looking 
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at  shortages  of  health  care  personnel  and  further 
review  of  the  impact  of  medical  malpractice  in- 
surance rates. 

4.  Uncompensated  Care  and  Medical  Indigency 

The  Commission  estimated  that  a significant 
number  of  Delawareans  (80,000  - 90,000  people) 
do  not  have  health  insm'ance,  and  the  vast  majori- 
ty can  not  afford  to  pay  out-of-pocket.  Contrary 
to  popular  perception,  most  of  them  are  in  fami- 
lies headed  by  someone  who  works.  Uncompen- 
sated care  is  also  associated  with  specific 
situations;  ie,  costly  neonatal  care  for  low  birth- 
weight,  sickly  infants,  and  trauma  (from  automo- 
bile and  other  accidents)  in  young  adults  who 
have  no  health  insurance.  People  without  insur- 
ance do  not  usually  get  preventive  or  early  care, 
but  when  they  need  acute  or  emergency  care,  they 
do  get  it,  and  we  all  pay.  The  Commission  recom- 
mended the  following  to  deal  with  a serious 
health  and  financial  problem: 

-Accessible  prevention  programs  for  high  risk 
populations,  such  as  prenatal  care. 

-An  injury  reduction  program  with  teeth,  ie, 
seatbelt,  motorcycle  helmet,  and  other  legis- 
lation. 

-Expansion  of  public  sector  health  coverage  for 
targeted  low  income  groups. 

-Measures  to  extend  private  health  insurance 
to  cover  uninsured  full-time  employee  adults.  The 
Commission  sees  this  as  a private  sector  role, 
with  public  sector  assistance  or  incentives. 

Where  Are  We? 

Although  space  does  not  permit  a full  account 
of  responses  to  the  Commission  report,  highlights 
include: 

-The  Governor  has  appointed  a Health 
Resources  Management  Council,  and  its  ambi- 
tious agenda  relative  to  health  planning  is  dis- 
cussed elsewhere. 

-There  is  a significant  increase  in  the  number 
of  businesses  and  agencies  that  have  adopted 
wellness  programs,  including  the  Department  of 
Health  and  Social  Services.  A no-smoking  poli- 
cy is  frequently  part  of  such  programs.  The 
Department  of  Public  Instruction  has  promulgat- 
ed health  promotion  guidelines  for  the  schools. 

-A  private,  non-profit  Center  for  Wellness  has 
been  established. 

-The  Governor  launched  a major  highway  safe- 
ty initiative:  however,  more  support  from  the  com- 
munity that  cares  about  health  is  definitely 
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needed  to  get  legislation  enacted. 

-Many  new  initiatives  to  prevent  infant  mortal- 
ity, low  birthweight  babies,  and  adolescent  preg- 
nanc}’^  have  begun  in  the  public  and  private 
sectors. 

-Medicaid  coverage  of  pregnant  women  and 
children  has  been  greatly  expanded;  other  new 
target  groups  are  receiving  public  funded  health 
benefits. 

-More  public-private  partnerhsips  in  health 
care  delivery  are  being  established  by  DHSS,  phy- 
sicians and  other  health  care  providers.  Remov- 
ing barriers  between  public  and  private  health 
care  systems  and  improving  coordination  is  a 
positive  step  towards  better  resource 
management. 

-The  Board  of  Medical  Practice  has  received 
more  staff  assistance. 

-DHSS  is  conducting  a business  systems  plan 
for  its  entire  Medicaid  program,  and  also  looking 
at  several  innovative  ways  to  improve  efficiency 
of  its  directly  delivered  health  services.  The 
Department  has  also  issued  a community  based 
long  term  care  plan  of  services  for  the  elderly  and 
handicapped. 

-The  Secretary  of  Finance  is  following  up  with 
further  study  and  review  of  public/private  sector 
roles  in  health  coverage  for  low  income  working 
people. 

The  Commission  gave  us  a guide  for  improving 
a health  care  system  that  is  in  good  health  - and 
getting  better.  The  report  fully  recognized  the 
strengths  of  our  system  and  the  contributions  of 
those  such  as  physicians  and  other  providers  who 
play  major  roles  in  it.  Unlike  some  other  efforts, 
it  did  not  seek  scapegoats  or  espouse  simple  so- 
lutions. Rather,  it  recognized  the  need  for  all  sec- 
tors - providers,  insurers,  payers,  and  particularly 
consumers,  to  be  active  partners  promoting  good 
health  and  efficient  management  and  utilization 
of  health  care  resources,  with  the  ultimate  goal 
of  improving  the  health  status  of  all 
Delawareans. 
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' And  in  whatever  part  of  the 
hod\  heat  or  cold  is  seated 
there  is  disease" 

hhppocrates 

Pierre  L.  LeRoy,  M.D.,  F.A.C.S.,  C.C.E., 
Medical  Director 


MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 
INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION 


The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 


FOR  MORE  INFORMATION 
CALL  OR  WRITE: 


R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laboratory 
(302)  738-0262 


* 25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 


MEDICAL 

PHOTOGRAPHY  & GRAPHICS 

• Custom  Slide  Design  & Production 

• Clinical  & Intraoperative  Photography 

• Illustrations  for  Publication 

• 24  Hour  Service  Available 


MEDICAM  ASSOCIATES  INC. 

P.O.  Box  3332  Wilmington,  Delaware  19804 
(302)  998-5580  (215)625-0044 


letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford.  Jr,  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 


iStarkey 


Editorial 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


HELMET  AND  SEAT  BELT  LAWS,  PRIVATE  OR  PUBLIC  CHOICE? 


The  current  county  and  state  legislators  are 
busy  debating  the  need  for  a mandatory  helmet 
and  seat  belt  law.  The  opponents  claim  an  in- 
fringement on  their  “personal  rights”  of  such  a 
law.  I would  like  to  suggest  that  these  laws  are 
needed  to  protect  the  health  care  consumers  of 
our  state,  and  this  should  clearly  supersede  any 
presumed  individual  rights. 

Any  health  care  provider  or  worker,  state  and 
local  police,  and  ambulance  teams  see,  on  a daily 
basis,  the  devastating  and  mutilating  head  inju- 
ries that  can  occur  in  motor  vehicle  accidents. 
Our  legislators  and  opponents  to  these  laws 
should  be  given  a tour  through  the  surgical  in- 
tensive care  units  of  our  acute  hospitals  and  the 
brain  injured  and  rehabilitation  centers  to  be 
given  a realistic  picture  of  the  human  misery  that 
results. 

The  governing  bodies  of  this  state  need  to  con- 
sider the  millions  of  dollars  associated  with  car- 
ing for  head  injury  patients.  Perhaps  this  will 
prevent  delay  in  passage  of  these  mandatory 
laws.  Third  party  insurance  carriers  and  the 
state’s  businesses  need  to  understand  that  these 
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costs  are  borne  by  them,  the  health  care  con- 
sumers. Uninsured  motorists  and  motorcycle 
riders  still  consume  scarce  and  expensive  health 
care  dollars  as  the  cost  of  their  care,  which  the 
hospitals  incur,  is  passed  along,  in  the  form  of 
higher  charges  to  their  insured  patients.  Dela- 
ware’s third  party  health  insurance  carriers  and 
the  state’s  business  community  shoulder  the  bur- 
den of  increased  health  care  insurance  costs  for 
their  employees. 

If  the  state  and  local  legislators  are  interested 
in  the  health  of  their  constituents  and  the  eco- 
nomic growth  of  our  state,  they  will  pass  manda- 
tory helmet  and  seat  belt  laws  without  further 
procrastination.  Ridiculous  compromises,  such  as 
providing  reduced  fines  for  a traffic  summons  if 
the  driver  has  a seat  belt  on,  ignore  the  critical 
aspects  of  the  issue.  Legislators  should  not  at- 
tempt to  satisfy  personal  egos,  in  the  guise  of  in- 
dividual rights.  Humanity  and  the  economic 
prosperity  of  our  state  deserve  a solution  to  this 
monumental  problem. 

Leo  W.  Raisis,  M.D. 
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MEDICINE  AND  SOCIETY 


ASPECTS  OF  THE  DILEMMA:  When  and  How  Should  Treatment  be  Withheld  or  Withdrawn? 


Robert  W Frelick,  M.D. 


Individual  physicians  have  frequently  faced, 
and  recommended  answers  in  the  past  to, 
problems  associated  with  initiating,  withholding, 
or  withdrawing  treatment;  but  their  advice  now 
is  often  subject  to  question.  Answers  to  the  treat- 
ment of  “terminal”  patients  in  the  face  of  escalat- 
ing economic  and  social  costs  of  medical  and 
nursing  care  with  limited  resources  are  compli- 
cated by  increasingly  sophisticated  medical  tech- 
nology. 

Health  care  costs  as  a percentage  of  the  gross 
national  product,  have  increased  from  7.4%  in 
1970  to  over  11%  currently,^’^  and  have  outpaced 
the  consumer  price  index  rise  of  6.7%  to  3.7%  in 
the  same  time  frame.  DRGs  have  reduced  hospi- 
tal stays,  but  during  the  same  time,  the  percent 
of  health  care  dollars  for  which  hospitals  are 
responsible  has  increased  from  37.2%  to  39.2%; 
nursing  home  costs  have  gone  from  6.8%  to  8.3%; 
physicians  costs  have  moved  from  19.1%  to  20.1%; 
and  drug  costs  from  1.6%  to  8%. 

Currently,  11%  of  the  U.S.  population  is  over  65. 
This  is  expected  to  double  in  50  years.  The  per- 
centage of  those  between  65  and  74  years  of  age 
in  nursing  homes  is  expected  to  increase,  with 
25%  of  women  and  15%  of  men  over  85  finding 
themselves  in  nursing  homes.  Forty-eight  per- 
cent of  those  over  85  have  Alzheimers  or  similar 
dementias.  Thirty -five  percent  of  all  health  care 
costs  are  for  those  over  65,  and  85%  of  health  care 
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costs  occur  in  the  last  two  years  of  life.  The  life 
expectancy  of  a 75  year  old  woman  is  12  years.  A 
recovered  victim  of  an  initial  stroke  is  likely  to 
live  7 1/2  years. 

These  figures  are  noted  to  emphasize  why  cut- 
ting immediate  health  care  costs  will  accomplish 
little  in  the  way  of  long  term  savings  because  of 
the  rapidly  rising  population  of  the  elderly.  These 
data  underscore  why  health  care  rationing,  and 
euthanasia  have  been  discussed  in  JAMA^  and 
the  New  England  Journal  of  Medicine‘S  recently. 
Preventive  measures,  often  considered  to  be  “the” 
answers  also  have  potential  drawbacks.  It  has 
been  predicted  that  if  all  smokers  quit  today,  the 
increased  length  of  life,  with  the  health  problems 
of  that  older  population,  would  compound  medi- 
cal costs  and  “break”  most  pension  and  social 
security  systems. 

Death,  defined  in  the  past  by  absence  of  cardi- 
opulmonary activity,  is  now  legally  defined  as 
absence  of  brain  activity. 

Coma  means  no  response  and  no  conscious 
reactions  to  external  stimuli.  Gag  and  swallow- 
ing reflexes  are  usually  absent  and  the  eyes  are 
closed.^ 

A Permanent  Vegetative  State,  indicates  an  in- 
ability to  consciously  respond  to  external  stimu- 
li even  though  the  eyes  may  be  open  and  may 
wander  aimlessly.  The  ability  to  swallow  and  to 
clear  respiratory  secretions  may  be  retained  with 
the  potential  to  live  for  years  to  come. 

Competency  is  assumed  to  be  present  unless  le- 
gally judged  otherwise.  Children  are  not  held 
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to  be  competent,  and  the  mentally  ill  are  often 
judged  to  be  incompetent. 

Competent  individuals  can  and  may  make  de- 
cisions about  whether  to  accept  or  reject  medical 
treatment,  although  suicide  is  not  legally  permis- 
sible in  most  jurisdictions. 

An  individual’s  right  to  request  remedies  for 
treatable  conditions  does  not  guarantee  his  or  her 
right  to  obtain  that  treatment  (ie,  laetrile),  nor 
is  anyone  guaranteed  access  to  treatment  of 
proven  value  such  as  a heart  transplant. 

Living  Wills  and  Durable  Powers  of  Attorney, 
which  are  legal  in  Delaware,  allow  competent 
persons  to  indicate  their  desires  in  case  a future 
condition  interferes  with  the  ability  to  make 
choices.  One  or  more  surrogates  are  named  to 
make  medical  decisions.  This  does  not  avoid  hard 
choices  for  the  surrogate  who  must  weigh  the 
burden  of  the  treatment  against  its  benefits. 

DNR,  “Do  Not  Resuscitate”  orders  now  have  an 
established  format  within  the  Medical  Center  of 
Delaware.  However,  there  is  an  impression  that 
DNR  orders  often  lead  to  less  than  supportive 
nursing  care.  An  order  for  “Palliative  Care 
Only”^  may  be  a more  positive  approach.  Skilled 
and  experienced  nurses  and  physicians  are  need- 
ed to  provide  the  palliative  care  required  to  allay 
anxiety  when,  for  example,  a respirator  is  discon- 
tinued.® DNR  orders  do  not  provide  a guideline 
for  the  use  or  non  use  of  nasal  or  percutaneous 
gastric  feeding  tubes. 

There  is  limited  research  to  predict  which  seri- 
ously ill  patients  will  recover  or  when  seriously 
ill  patients  will  die.  Recent  experience^  in  San 
Francisco  showed  that  50%  of  all  ICU  deaths  were 
precipitated  by  withholding  or  by  withdrawing 
life  support.  Thus,  physicians  and  families  are 
making  life  and  death  decisions  without  going  to 
court.  Although  many  families  want  to  be  in- 
volved in  decision  making,  others  prefer  to  have 
the  physicians  decide.  Nurses  also  want  to  be  in- 
volved in  decision  making  as  they  act  as  a prin- 
cipal communication  link  to  the  families  and  are 
facilitators  of  the  orders.  Clergy  and  personal  (fa- 
mily) physicians  are  among  the  third  party 
decision-making  participants  preferred  by  fa- 
milies. 

Many  current  treatments  are  based  on  what 
has  been  learned  through  aggressive  manage- 
ment of  what  were  previously  fatal  illnesses  such 
as  subacute  bacterial  endocarditits  and  acute 
leukemia  (ALL).  In  1950  the  average  length  of 
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life  of  a child  with  ALL  was  about  two  months, 
and  now  there  is  a 50%  chance  of  cure.  Tubercu- 
losis sanitaria  are  practically  non-existent  be- 
cause of  advances  in  drug  therapy.  Isn’t  it 
reasonable  to  expect  further  advances  in  the 
treatment  of  AIDS,  Alzheimers,  and  Atheroscle- 
rosis? There  should  be  a middle  road  somewhere 
between  rationing,  euthanasia  (passive  or  active), 
and  aggressive  therapy  for  all  patients.  The 
rebuttal  JAMA  article^  to  the  one  calling  for  ra- 
tioning suggested  research  as  an  answer.  Ad- 
vances in  prevention,  through  finding  early 
diagnostic  markers  of  disease,  and  clinical  trials, 
and  defining  improved  management  techniques, 
should  result  in  techniques  which  in  turn  may 
enhance  the  cost  effectiveness  of  health  care. 

However,  right  now  we  are  facing  questions 
about  how  to  decide  about  withholding  or  with- 
drawing a modality  such  as  a feeding  tube.  How 
can  physicians  respond  to  the  needs  and  wishes 
of  their  patients  as  expressed  in  living  wills  or  the 
equivalent,  and  to  the  medical-legal  conse- 
quences of  limiting  treatment?  There  is  no  sim- 
plistic answer  for  each  specific  and  singular 
situation.  Good  physician-patient  rapport  and 
good  family  communications  and  relationships 
can  resolve  many  otherwise  sticky  problems  and 
avoid  turning  to  the  legal  system.  On  the  other 
hand,  some  advocates  for  nursing  home  resi- 
dents, who  are  either  unable  to  (or  presumed  un- 
able to)  speak  and  act  for  themselves,  are 
beginning  to  question  physicians’  decisions,  es- 
pecially those  related  to  withholding  treatment. 
Some  nursing  homes,  because  of  fear  of  prosecu- 
tion if  a patient  dies  of  malnutrition,  are  develop- 
ing rules  to  insert  a feeding  tube  if  a patient  does 
not  eat  75%  of  the  offered  diet  in  a 72  hour  peri- 
od. This  recently  resulted  in  forcing  a feeding 
tube  placement  for  a fully  competent  patient. 

Physicians  should  not  acquiesce  to  inappropri- 
ate treatments  for  patients  unable  to  decide  for 
themselves,  although  decisions  often  have  to  be 
made  jointly  with  other  responsible  parties. 
Someone  in  a persistent  vegetative  state  is  most 
likely  to  pose  a problem  in  the  use  or  withdraw- 
al of  a feeding  tube.  In  fact,  legislation  has  been 
introduced  in  Delaware  to  ensure  that  feeding 
tubes  will  not  be  withheld  as  medications  and 
other  supportive  measures  can  be,  through  a liv- 
ing will. 

Decisions  may  be  complicated  because  a fami- 
ly, a hospice,  and  HMO,  or  any  similar  managed 
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care  provider  may  have  conflicts  of  interest,  con- 
sciously or  subconsciously,  about  withholding  or 
withdrawing  care  which  may  shorten  life  and 
lessen  costs  for  a vegetative  patient.  Quality  of 
life  can  be  used  to  buttress  decisions,  but  how  can 
one  really  judge  quality  of  life  for  someone  else. 
Some  paraplegics  have  a more  satisfactory  life 
style  than  many  apparently  healthy  individuals. 

The  question  raised  can  vary  with  timing.  The 
patient  who  has  an  acute  problem  such  as  a head 
injury  after  an  auto  accident  may  need  immedi- 
ate supportive  measures,  including  respirators 
and  feeding  tubes.  However,  there  is  no  obligation 
that  such  orders  need  to  be  indefinite.  Narcotics 
orders  have  time  limits.  Why  shouldn’t  respira- 
tors and  feeding  tube  orders  likewise  have  well 
understood  limits?  A patient  and/or  family 
should  be  told  that  such  supportive  measures  will 
be  removed  at  a definite  time  unless  certain 
criteria  are  met.  An  advanced  understanding  can 
avoid  many  messy  situations.  The  physicians 
dealing  with  a permanent  vegetative  state  pa- 
tient should  make  sure  that  the  family  is  aware 
of  the  situation  and  knows  what  options  are  avail- 
able. The  explanation  should  cover  the  limita- 
tions of  predicting  the  future.  Recommendations 
can  be  enhanced  by  consultation  with  those  most 
experienced  in  the  field.  Physician-patient-family 
decision  making  has  been  practiced  for  years  and 
is  an  active  on-going  process.  In  most  communi- 
ties this  resolves  most  problems.  Usually,  if  the 
family  and  physician  are  in  agreement,  orders  to 
treat  (ie,  insert  feeding  tube),  or  to  withdraw  or 
withhold  treatment  are  not  questioned.  Respon- 
sible nurses  can  contribute  positively  in  the  de- 
cision making.  If  no  decision  is  reached,  it  is  often 
wise  to  arrange  for  a review  of  the  situation  at  a 
specific  time  in  the  near  future.  This  provides  fur- 
ther opportunities  to  review  the  clinical  sit- 
uation. 

If  a problem  continues,  leaving  the  physician, 
the  family,  or  the  institution  dissatisfied,  a hospi- 
tal ethics  committee  may  be  able  to  assist  by 
offering  recommendations,  but  orders  remain  the 
domain  of  the  responsible  physician.  Only  in  ex- 
treme and  complicated  cases  should  recourse  to 
the  courts  be  necessary.  As  we  learn  how  to  recog- 
nize risks,  make  better  prognoses,  and  improve 
palliative  care  through  research,  medical  advice 
can  lead  to  more  mutually  acceptable  decisions. 
PET  scans,  for  example,  can  already  define  how 
much  and  what  part  of  the  brain  is  not  function- 


ing and  thereby  offer  a rational  way  to  determine 
prognoses.  Health  professionals  can  help  patients 
plan  in  advance  by  promoting  “Living  Wills.” 
Clinical  skills  should  be  able  to  keep  up  with  di- 
agnostic and  therapeutic  technical  advances  but 
this  won’t  just  happen  without  effort.  Society  ex- 
pects nothing  less  from  us. 

In  the  meantime,  it  will  help  if  the  public  moves 
to  assure  more  complete  coverage  of  the  unin- 
sured or  the  underinsured,  or  as  an  alternative 
adopts  a Universal  Health  System.  In  any  case, 
it  is  not  fair  that  the  costs  for  caring  for  the  un- 
derinsured should  rest  largely  in  the  hands  of 
those  ill  enough  to  be  using  the  health  care  sys- 
tem. The  proposed  “relative  value”  based  fee  sys- 
tem should  keep  physicans’  fees  in  line,  and 
separating  “hotel”  expenses  from  medical  and 
nursing  care  might  clarify  some  of  the  high  costs 
of  the  institutional  care.  We  must  also  recognize 
that  custodial  or  residential  care,  especially  for 
the  elderly,  is  often  becoming  an  essential  ex- 
pense which  is  not  necessarily  chargeable  to  med- 
ical care.  Answers  to  such  costs  need  to  be 
fore-planned  through  insurance  which  may  re- 
quire government  subsidies  for  many.  Underwrit- 
ing the  promotion  of  preventive  health  measures 
and  assuring  that  at  least  1%  to  3%  of  the  health 
care  dollar  goes  to  research,  which  most  third 
party  payers  now  ignore,  should  provide  assur- 
ances for  the  future  in  spite  of  the  increasing 
number  of  elderly  who  will  need  help.  Many  ethi- 
cal problems  as  well  as  health  care  costs,  are  most 
likely  to  be  controlled  through  such  measures.  In- 
dustry recognizes  the  rationale  of  including 
research  as  a necessary  part  of  their  expense. 
Why  shouldn’t  the  health  care  industry,  includ- 
ing Medicare,  recognize  that  their  long  term  in- 
terests are  best  served  by  supporting  medical 
research  as  much  as  they  now  underwrite  the 
various  monitoring  programs,  including  PRO? 
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DEATHS 


Dr.  Herbert  M.  Baganz,  a Veterans  Administra- 
tion official  and  former  Secretary  of  the  Delaware 
Department  of  Health  and  Social  Services,  died 
Wednesday,  April  19,  1989,  at  Sibley  Memorial 
Hospital  in  Washington,  D.C.,  of  complications 
from-Multiple  Myeloma.  He  was  65.  He  had  been 
ill  for  somewhat  over  two  years,  but  continued 
working  until  shortly  before  his  death. 

Dr.  Baganz  was  born  in  Indianapolis,  Indiana, 
in  August  1923.  He  graduated  from  Ursinus  Col- 
lege in  Collegeville,  Pennsylvania,  in  1943,  and 
the  Medical  School  of  the  University  of  Pennsyl- 
vania in  1947. 

Dr.  Baganz  was  successful  in  two  careers  follow- 
ing his  receipt  of  his  medical  degree.  He  served 
a four  year  residency  in  Internal  Medicine  at  the 
Philadelphia  General  Hospital  before  coming  to 
Wilmington  to  practice.  He  became  board  certi- 
fied in  internal  medicine  in  1954,  a Fellow  of  the 
American  College  of  Physicians  in  1963,  and  a 
Fellow  of  the  American  College  of  Cardiology  in 
1967.  After  an  initial  association  with  Drs.  Edgar 
and  Elizabeth  Miller,  beginning  in  1951,  he 
opened  his  own  office  in  1958  for  the  primary 
practice  of  cardiology.  For  the  next  20  years,  he 
was  involved  in  numerous  medical  and  commu- 
nity activities  in  Wilmington. 

A second  career  emerged  when,  in  1972,  he  was 
appointed  Secretary  of  the  Delaware  Department 
of  Health  and  Social  Services  under  Governor 
Russell  W.  Peterson.  At  this  time.  Dr.  Baganz  also 
served  as  President  of  the  Medical  Society  of 
Delaware  (1971-1972).  Thus  began  a career  in  ad- 
ministrative medicine  that  continued  until  his 
death.  After  a year  in  the  position  under  Gover- 
nor Peterson,  he  resigned  to  take  the  position  of 
Chief  of  Medicine  at  the  VA  Hospital  in  Elsmere, 
Delaware.  A year  later,  in  1974,  he  went  to 
Washington,  D.C.,  as  Assistant  Chief  Medical 
Director  of  the  Veterans  Administration.  Three 
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years  later.  Dr.  Baganz  moved  to  the  Washington, 
D.C.  Veterans  Hospital  as  Director  of  Out-Patient 
Services,  and  three  years  later,  until  his  death, 
he  became  the  Medical  Inspector  for  Quality 
Assurance  Control  for  the  entire  Veterans  Ad- 
ministration hospital  system.  As  a veteran.  Dr. 
Baganz  was  particularly  concerned  with  the 
quality  of  care  available  to  veterans  in  the  United 
States.  His  administrative  skills  were  highly 
developed  and  his  reputation  from  the  time  he 
began  his  second  career  in  these  various  aspects 
of  medical  administration  was  highly  praised  by 
those  with  whom  he  worked. 

Dr.  Baganz  served  in  the  Army  Air  Force  Med- 
ical Corps  as  Chief  of  the  Medical  Service,  Wright 
Patterson  Air  Force  Base  Hospital,  in  Dayton, 
Ohio,  from  1952  to  1954.  A further  list  of  his 
civilian  and  professional  activities  ranging  from 
membership  in  the  American  Medical  Associa- 
tion, American  Diabetes  Association,  Delaware 
Society  of  Fine  Arts,  East  African  Wildlife  Soci- 
ety and  World  Affairs  Council,  and  Presidency  of 
the  Medical  Society  of  Delaware,  and  the  Dela- 
ware Diabetes  Association,  service  on  the  Board 
of  Trustees  of  the  Delaware  Blue  Cross  and  Blue 
Shield,  the  Executive  Committee  of  the  Delaware 
Academy  of  Medicine,  and  presidency  of  the 
Alapocas  Civic  Association,  indicate  the  breadth 
of  his  interests  and  abilities. 

Dr.  Baganz  served  on  the  staffs  of  all  the  hospi- 
tals in  Wilmington  in  various  capacities,  and  was 
an  attending  Chief  of  Medicine  at  the  Wilming- 
ton Medical  Center,  after  the  merger,  until  he  re- 
tired from  practice  to  enter  the  field  of 
administration. 

In  addition.  Dr.  Baganz  contributed  almost  a 
dozen  publications  on  various  issues  of  medico- 
social  matters  to  the  Delaware  Medical  Journal 
between  1970  and  1972. 

Dr.  Baganz  is  survived  by  his  widow,  Martha 
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Deaths 


Ann  Kelley  Baganz,  three  sons,  Dr.  Bruce  P.  of 
Houston,  Texas,  Andrew  J.  of  Tallahassee,  Flori- 
da, Dr.  Mark  D.,  of  Newark,  Delaware,  who  is  cur- 
rently pursuing  a residency  in  radiology  at  the 
Medical  Center  of  Delaware,  and  a daughter,  Bar- 
bara B.  Simpson,  of  Charlottesville,  Virginia,  as 
well  as  his  mother,  Belle  Summers  Baganz,  of 
Lafayette,  Indiana,  and  a grandson.  Memorial 
services  were  held  at  the  Friends  Meeting, 
Washington,  D.C.,  and  he  was  buried  at  the  Har- 
rington Meeting  Cemetery,  Bristol,  Maine,  where 
he  and  his  wife,  as  members  of  the  Society  of 
Friends,  had  a long  association. 

Dr.  Baganz  had  a unique  and  highly  successful 
career  with  outstanding  accomplishments,  most 
notably  his  service  as  Secretary  of  Health  and  So- 
cial Services  in  the  State  of  Delaware,  his  ap- 
pointment and  service  as  Governor  of  the 
American  College  of  Physicians  representing  a 
distinctive  recognition  by  his  colleagues,  and  his 
service  m the  Veterans  Administration  where  his 
empathy  with  veterans  made  his  work  there  both 
challenging  and  satisfying.  His  friends,  his  pa- 
tients, and  the  people  with  whom  he  worked  will 
miss  him. 


Norman  L.  Cannon,  M.D. 
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FOR  SALE 

Midmark  Examining  Table, 
Two  Door  Storage  Unit, 
Exam  Stool,  Air  Lift  Stool, 
Two  Desks, 

Upholstered  and  Leather 
Chairs,  7 Ft.  Book  Case, 

8 Ft.  Metal  Storage 
Cabinet,  and  Other 
Miscellaneous  Items. 
Will  sell  as  a lot  for  $2,000 
For  More  Information 
Please  Call 

302-368-1907 


FOR  SALE 
Medical  Office 

2401  Pennsylvania  Avenue 
(Devon  Building) 
Wilmington 

1200  Square  Feet 

furnished  or  unfurnished 

Call 

Ronald  G.  Connolly,  M.D. 

655-6087 
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In  Brief 


ALLERGY 

ABROAD-ITALY 


Sponsored  by  the  Washington  University  School  of  Medicine,  the  conference 
will  be  held  in  Padua,  Florence  and  Rome,  Italy.  20  Category  I hours  availa- 
ble. For  more  information,  call  800-325-9862. 


YOU  Always 

SAVE  AT  LEAST  30%  TO  40%  AT  PHILLIPS. 


The  suit  that  fits  every  occassion  in  every 
season  - the  Palm  Beach  365'  gives  you  year 
'round  comfort  and  style  tailored  in  a 
wrinkle-resistant  blend  of  Dacron  and 
Worsted  Wool.  A suit  that's  right  from 
morning  'til  night,  365  days  a year! 


MEN’S  GREAT  FASHION  LABELS  AT  AFFORDABLE  PRICES 


OPEN  DAILY  10  to  9 1105  CHURCHMAN’S  PLACE  • NEWARK,  DE-  (302)  737-5527 

SAT  10  TO  5:30,  SUN  NOON  TO  5 BETWEEN  CHRISTIANA  HILTON  & CHRISTIANA  HOSPITAL 
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In  Brief 


PEDIATRIC  UPDATE  The  South  Carolina  Chapter  of  the  American  Academy  of  Pediatrics  will  be 
holding  its  annual  scientific  session  Thursday,  August  3 - Sunday,  August 
6, 1989,  in  North  Carolina.  Category  I credit  has  been  applied  for.  For  more 
information,  contact  Debbie  Shealy,  (803)  798-6207. 


WORLD  CONGRESS  The  World  Congress  of  Health  will  be  held  at  the  Great  Hall  of  the  People, 
OF  HEALTH  Beijing,  People’s  Republic  of  China,  August  7 - 9, 1989.  This  program  is  desig- 
nated for  18  hours  of  CME  Category  I credit.  For  more  information,  contact: 
Kenneth  A.  Garceau,  International  Secretariat,  800-876-1289. 


FllWn 

YOU  CAN  KEEP  THEM 
IN  BALANCE- 
YOUR  FAMILY  LIFE 
AND  YOUR 
MEDICAL  PRACTICE. 

We'd  like  to  help  you  spend  more  time  with  your  tomily  yet 
receive  protessionol  sotistoction  trom  your  medical  practice. 
As  0 member  otthe  Air  Force  health  core  team,  you'll  be  able 
to  participate  in  our  group  practice  concept  which  will  free  you 
of  most  administrative  duties. 

Air  Force  benefits  ore  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vocation  with  pay  each  year  plus  many 
more  Air  Force  advantages.  Call 


MSGT  Dave  Mathews 
Station-Tb-Station  Collect 
301-981-7897 
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President's  Page 


SERVICE  VS  EDUCATION 


July  first  of  each  year  sends  various  messages 
to  many  different  sectors  of  American  life  - school 
has  been  over  for  about  four  to  five  weeks  and  par- 
ents are  looking  for  an  outlet  for  all  that  youth- 
ful energy  so  the  beach  and  the  mountains 
beckon.  Career  changes  are  fulfilled  as  people 
move  about  the  country,  freed  from  the  binding 
of  job  and  school  commitments.  In  medicine,  this 
date  signals  the  beginning  or  ending  of  residen- 
cy training  for  all  graduates  of  medical  school. 
This  period  of  training  often  lasts  from  a mini- 
mum of  three  years  to  a maximum  of  over  ten 
years;  gone  are  the  days  of  a one  year  internship, 
license  examination,  and  opening  your  office  for 
patients.  The  complexities  of  medical  education 
that  lead  to  practice  in  over  23  different  special- 
ties, require  many  years  of  post-graduate  train- 
ing that  we  call  residency  and  fellowship.  Even 
after  all  this  time  spent  as  an  apprentice,  the 
finished  product  requires  lifetime  commitment 
to  continuing  medical  study.  Many  state  licens- 
ing and  medical  surgical  specialty  boards  require 
proof  of  this  continuing  medical  education  for 
relicensure  and  recertification. 

With  all  the  above  as  background  material,  I 
am  concerned  this  month  with  residency/fellow- 
ship training.  The  primary  care  sciences,  medi- 
cine, pediatrics,  and  family  practice,  have  shown 
a steady,  significant  erosion  in  interest  among 
medical  students.  In  the  April  7,  1989,  issue  of 
the  AMA  News,  results  of  the  NRMP  (national 
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resident  matching  plan)  were  tabulated.  The 
declines  in  primary  care  were  quite  steep  in  1987 
and  1988.  This  year  the  figures  are:  internal 
medicine  -2.9%,  family  practice  -2.2%,  and  pedi- 
atrics -1.5%.  Such  trends  are  of  great  concern  to 
educators,  government,  and  providers  of  medical 
care,  including  hospitals,  employers,  other  med- 
ical specialties,  and  the  citizens  of  our  country. 

Why  are  such  things  happening?  Some  reasons 
are  apparent.  Many  students  are  overwhelmed 
with  the  thought  of  mastering  all  that  needs  to 
be  known  in  pediatrics,  medicine,  or  family  prac- 
tice; whereas  a subspecialty,  although  more  in- 
tense in  nature  and  depth,  at  least  appears  to 
have  some  finite  limitation.  The  cost  of  a four 
year  medical  school  education  in  many  parts  of 
the  United  States  will  leave  a student  with  debts 
over  $100,000.  The  salaries  in  residency  and  fel- 
lowship training,  between  $20,000  and  $30,000 
per  year,  provide  a livable  wage,  but  certainly  no 
opportunity  to  reduce  the  debts.  Starting  a prac- 
tice, with  or  without  a family,  is  also  very  expen- 
sive. Thus,  from  a financial  perspective,  the 
future  of  a primary  care  physician  is  not  too 
bright.  Since  the  choice  of  a medical  career  is  still 
optional  in  America,  and  since  the  financial  re- 
wards of  many  medical  and  surgical  subspecial- 
ties will  enable  a student  to  see  the  fiscal  light 
at  the  end  of  the  tunnel,  these  residency  and  fel- 
lowship programs  are  often  over  subscribed. 

Another  aspect  of  this  problem  is  the  hospital 
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chosen  for  training.  There  has  been  a logarithmic 
gi'owth  in  medical  science  and  skills  recently,  and 
the  responsibilities  of  using  this  knowledge  and 
these  procedures  have  grown  in  similar  fashion 
for  the  house  staff.  Patients  admitted  to  hospitals 
today  are  sicker  than  they  used  to  be;  government 
and  third  party  insurance  coverage  has  become 
ever  a more  intrusive  force  in  health  care,  most- 
ly because  of  escalating  costs. 

Many  hospitals  now  hire  well  trained  physi- 
cians of  all  specialties  to  manage  inpatient  care. 
This,  of  necessity,  often  will  restrict  access  of  the 
attending  physician  staff  to  hospital  care  of  their 
patients. 

The  house  staff  dilemma  is  one  of  service  ver- 
sus education.  Medical  gi’aduates  choose  a hospi- 
tal they  believe  will  provide  excellent  training  for 
future  practice.  These  same  training  hospitals 
often  expect  much  greater  patient  service  from 
the  house  staff  to  insure  fiscal  viability  of  the  in- 
stitution. The  ideas  of  quality  assurance,  bed  al- 
location, DRG  payments,  etc,  all  dictate  speedy 
in  and  out  for  patients  - often  with  insufficient 
time  for  teaching. 

Further  compounding  this  problem  soon  will 
be  the  state  legislative  restraints  in  the  hours 
house  staff  can  work.  In  order  to  follow  such 
precepts,  more  house  staff  will  be  required  to  in- 
sure adequate  patient  care.  In  a recent  issue  of 
the  AMA  News,  there  was  discussion  about  the 
1990  budgetary  cuts  in  Medicare  funds  for  teach- 
ing hospitals,  whereby  the  indirect  costs  of  gradu- 
ate medical  education  will  be  cut  from  7.79f  to 
4.059c.  Indirect  costs  include  extra  demands  on 
the  hospital  staff  because  of  teaching,  extra  time 
spent  with  residents  and  more  severely  ill  pa- 
tients. Calculated  at  present,  the  increase  is  7.79c 
for  each  0.19c  increase  in  hospital  residents  to  bed 
ratio.  The  direct  costs  include  faculty  salaries  and 
classroom  costs. 

In  the  same  issue  of  the  News,  Dr.  Philip  Lee, 
Chairman  of  PPRC  (physician  payment  review 
conimission)  looked  at  the  supply  of  physicians. 
The  need  for  primary  care  doctors  is  growing.  The 
increase  in  all  physicians  between  1986  and  2000 
will  be  about  27%,  but  family  practice  will  in- 
crease only  14.5%.  The  higher  paying  specialties 
will  increase  at  74%  for  cardiovascular  physi- 
cians, 71%  for  pulmonologists,  and  67%  for  gas- 
troenterologists. 

One  can  easily  see  that  the  hospital  demands 
for  more  and  more  patient  care  service  from  resi- 
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dents  will  be  increasing;  thus,  the  time  spent  for 
education  will  be  shortened.  How  can  this  im- 
passe be  solved?  Dr.  Lee  of  the  PPRC  wonders  if 
some  adjustment  in  the  number  of  all  types  of 
physicians  should  be  mandated.  Some  program 
directors  think  residency  training  time  will  be 
lengthened.  If  indeed  the  time  is  coming, 
however,  when  all  care  in  the  specialties  of 
pediatrics,  medicine,  and  family  practice  is 
managed  in  the  ambulatory,  outpatient  setting 
with  all  their  hospitalized  patients  being  cared 
for  by  hospital  based,  hospital  paid  specialists, 
then  the  concept  of  training  programs  in  these 
specialties  will  also  change  - the  need  for  inten- 
sive, inpatient  care  training  will  no  longer  exist. 
Then,  perhaps,  the  problems  of  education  versus 
service  will  not  be  an  acute  one  for  trainees  and 
training  institutions. 


A nursiiTgoenta'so  nice, 
he  still  calls  it  Grandmals  house. 


Living  in  a nursing  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that's  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they've 
always  enjoyed. 

But  it's  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It's  the  attitude  which  flourishes  irtsuch 
a pleasant  environment.  Our  residents  develop  a more  positive 
oudook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  recovery  time. 

'Visit  a Leader  Nursing  Center  soon.  1^ 

It's  a place  so  special  even  a child 

^ , ,.,r  NlRSIXCA.SDREH.ABIUTATIONCE.NTER 

can  see  the  difference.  A W«*«»  o(  Th*  Mano>  K«aflrCar«  Comfwwr 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)  764—0181 

* 1985  Manor  HeaJthCare  Corp. 
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Wanted. . . 

Works  of  art  by  physicians  or  their  families  to  display  at 
the  Delaware  Art  Museum  on  September  13,  1989,  to 
kick  off  the  physicians'  United  Way  Campaign, 

Physicians  and  members  of  their  families  who  paint,  take 
photographs,  design,  sculpt,  throw  pots,  etc.,  are  invited 
to  share  that  talent  with  the  medical  community. 

If  you  are  interested,  please  fill  in  the  attached  form. 

Jeni  Pereira-Ogan,  Immediate  Past  President, 

Medical  Society  of  Delaware  Auxiliary 

Cindy  Imber,  President, 

Womeris  Auxiliary  of  the  Delaware  State  Osteopathic  Medical  Society 

William  H.  Duncan,  M.D.,  Vice  President, 

Medical  Society  of  Delaware,  Chairman 

Anne  Shane  Bader,  Executive  Vice  President, 

Medical  Society  of  Delaware  Insurance  Services 

Mark  A.  Meister,  Executive  Director, 

Medical  Society  of  Delaware 


Name  Mail  to: 

Art  Show 

Medical  Society  of  Delaware 
1925  Lovering  Avenue 
Wilmington,  DE  19806 


Art  Form 


Address 


Ifelephone 


(All  artwork  will  be  returned  to  the  owner.) 


AT  THE  OMEGA  CARDIOGRAPHIC  LAB 


A Complete  Diagnostic  Non-invasive 
Laboratory  Offering: 


a Color  Doppler  Echocardiography 
■ Echocardiography 

Two  Dimensional 
M“Mode 

m Thallium  201  Exercise  Testing 


^ Treadmill  Exercise  Stress  Testing 

■ 24  Hour  Holter  Monitoring 

■ Electrocardiograms 

■ 30  Day  Transient  Arrhythmia  Detection 

■ Trans-Telephonic  Pacemaker  Evaluation 


OMEQA  CAROlOQRAPHiO  LAB,  INC. 

Building  G-36  / Newark,  DE  19713  / (302)  737-3700 
Omega  Professional  Center 

Monday  through  Friday  8.30  AM  to  5.00  PM  studies  interpreted  by:  Christopher  H.  Wendel,  M.D.,  F.A.CC 

Ehsanur  Rahman,  M.D.,  F.A.C.C. 
Christopher  A.  Bowens,  M.D.,  F.A.C.C. 


YOUR  HEART'S  IN  THE  RIGHT  PLACE 


/V.  2D  Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 

:o  OCL  for  evaluation  of  a systolic  murmur,  unmasks  a jet  of  mitral  regurgitation. 

:hat  appears  essentially  normal. 


2.  This  2D  image  is  from  a patient  referred  to  D.  Same  patient  with  color  Doppler,  reveals  an 

3CL  for  the  evaluation  of  shortness  of  breath.  easily  appreciated  jet  of  aortic  insufficiency. 


The  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography,  is  now  proud  to  be  the  first  to 
introduce  the  128  Channel  Computed  Sonography  System  from  Acuson.  128  channels  effectively 
double  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
in  other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 


Practice  Made  Perfect. 


We  can  help.  If  you're  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We'll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We've  had  128  years  of  practice  ourselves  — let  us 
help  you  with  yours. 


Tj 


ARTISANS' 

SAVINGS  BANK 


MEMBER 

FDIC 


THE  BANK  YOU  CAN  TALK  TO! 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  * Polly  Drummond  & Graylyn  Shopping  Centers 


YOU  A°LWAYS 

SAVE  AT  LEAST  30%  TO  40%  AT  PHILLIPS. 


The  suit  that  fits  every  occassion  in  every 
season  - the  Palm  Beach  '365'  gives  you  year 
'round  comfort  and  style  tailored  in  a 
wrinkle-resistant  blend  of  Dacron  and 
Worsted  Wool.  A suit  that's  right  from 
morning  'til  night,  365  days  a year! 


MEN’S  GREAT  FASHION  LABELS  AT  AFFORDABLE  PRICES 


OPEN  DAILY  10  to  9 1105  CHURCHMAN’S  PLACE  • NEWARK,  DE-  (302)  737-5527 

SAT  10  TO  5:30,  SUN  NOON  TO  5 BETWEEN  CHRISTIANA  HILTON  & CHRISTIANA  HOSPITAL 


DELAWARE 
MEDICAL  JOURNAL 


VOLUME  61 


NUMBER  7 
JULY  1989 


GRAND  ROUNDS 

A CPC:  A YOUNG  MALE  WITH  ADVANCED  EMPHYSEMA 

Marc  T.  Zubrow,  M.D. 


CASE  HISTORY; 

J.G.,  a 42  year  old  white  male,  was  admitted 
with  a four-day  history  of  fever,  increasing  short- 
ness of  breath  and  a cough  productive  of  purulent 
sputum.  The  patient  had  a three  year  history  of 
increasing  dyspnea  which  interfered  with  his 
ability  to  work.  This  had  been  diagnosed  as  em- 
physema. Three  months  before  admission,  he  de- 
veloped a cough  productive  of  yellow  sputum. 
Amoxicillin  was  started,  and  his  sputum  became 
white  after  three  days.  Thereafter,  he  used  amox- 
icillin on  an  as  needed  basis. 

Four  days  before  admission,  he  noted  an  in- 
creased production  of  sputum  which  was  foul- 
smelling, purulent,  and  unresponsive  to  oral 
amoxicillin.  He  developed  increased  dyspnea,  fa- 
tigue, and  fever.  He  came  to  the  emergency  room 
for  further  evaluation. 

There  was  no  history  of  nausea,  vomiting,  or- 
thopnea, tuberculosis  exposure,  rigors,  night 
sweats  or  other  constitutional  symptoms.  The  pa- 
tient did  admit,  however,  to  intermittent  hemop- 
tysis and  rust-colored  sputum,  exacerbated  by 
“over-the-counter”  asthma  inhalers. 

The  patient’s  past  medical  and  surgical  histo- 
ries were  otherwise  unremarkable.  The  patient’s 

Dr.  Zubrow  is  Director,  Medical  Intensive  Care  Unit,  Medi- 
cal Center  of  Delaware. 
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mother,  father  and  two  brothers  are  all  healthy. 
He  has  five  children  from  two  previous  marri- 
ages, none  of  whom  have  pulmonary  disease. 

The  patient  worked  as  an  auto  mechanic  where 
he  scraped  brake  drum  linings.  He  had  previous- 
ly been  employed  by  an  oil  refinery  as  a truck 
washer,  using  high  pressure,  heated  hydrofluor- 
ic acid. 

He  had  a 25  pack  year  history  of  smoking,  but 
stopped  11  years  ago.  On  physical  examination 
the  patient  was  well-developed,  but  looked  slight- 
ly older  than  his  stated  age.  Temperature  was 
38.7  C,  respiratory  rate  32  breaths  per  minute. 
He  had  mild  pharyngeal  erythema  and  a white 
exudate  on  the  right  tonsil.  There  was  an  in- 
creased anterior  to  posterior  diameter  of  the 
chest.  His  lungs  were  hyperresonant  to  percus- 
sion with  diffuse  wheezing,  coarse  bibasilar  rhon- 
chi,  and  decreased  breath  sounds  bilaterally. 
There  was  a prolonged  expiratory  phase.  The 
heart  sounds  were  distant  without  gallops  or 
murmurs.  The  liver  edge  was  palpable  4 cm.  be- 
low the  right  costal  margin.  The  remainder  of  the 
examination  was  unremarkable. 

The  white  blood  cell  count  was  12,000,  with 
83%  polymorphonuclear  neutrophils,  9%  bands, 
1%  metamyelocytes.  The  hematocrit  was  42.9 
percent.  Serum  sodium  was  136  mmol/L  with  a 
potassium  of  4.6,  chloride  of  103,  and  serum  bi- 


329 


A CPC:  A Young  Male  With  Advanced  Emphysema  - Zubrow 


carbonate  25  mmol/L.  The  partial  pressure  of 
oxygen  (PaOa)  in  the  Emergency  Room  on  room 
air  was  54.1  mm  Hg,  the  partial  pressure  of  car- 
bon dioxide  (PaCOa)  31.2  mm  Hg,  and  the  pH 
7.47.  Oxygen  saturation  was  90.5  percent.  On 
chest  x-ray  the  lungs  were  hyper-expanded  with 
flattening  of  the  diaphragms  and  a large  retro- 
sternal air  space,  characteristic  of  obstructive 
lung  disease.  There  were  increased  parenchymal 
markings  at  both  lung  bases,  which  were  felt  to 
represent  an  acute  inflammatory  process  su- 
perimposed upon  chronic  inflammatory  disease. 

On  pulmonary  function  testing,  the  forced  vi- 
tal capacity  (FVC)  was  4.17  L (73%  predicted), 
forced  expiratory  volume  at  1 second  (FEVi)  1.06 
L (25%  predicted),  and  the  FEVi/FVC  75%  (35% 
predicted).  The  total  lung  capacity  (TLC)  was  8.56 
L (106%  predicted)  with  a residual  volume  (RV) 
of  4.10  L (177%  predicted).  The  carbon  monoxide 
diffusing  capacity  (DLco)  was  24.8  ml  per  min  per 
mm  Hg  (78%  predicted).  These  were  consistent 
with  severe  obstructive  lung  disease. 

The  patient  was  initially  placed  on  gentamicin 
and  ceftazidine,  but  was  changed  to  ampicillin  af- 
ter his  sputum  grew  Hemophilus  influenza  sen- 
sitive to  ampicillin.  He  defervesced,  became  less 
dyspneic,  and  his  sputum  production  decreased. 
He  was  discharged  after  6 days. 

DISCUSSION: 

This  was  a 42  year  old  white  male  with  a three 
year  history  of  progressive  dyspnea  to  the  point 
that  it  interfered  with  his  usual  occupation  as  an 
auto  mechanic.  He  was  admitted  with  the  sym- 
ptoms and  signs  of  a superimposed  acute  pneu- 
monia. I have  been  asked  to  come  up  with  a 
diagnosis  in  this  case. 

I do  not  believe  that  the  patient’s  occupation- 
al exposure  was  relevant  to  his  underlying 
pathophysiology.  Exposure  to  the  aerosolized  as- 
bestos particles  generated  by  scraping  brake 
drum  linings  most  commonly  results  in  pleural 
disease  in  the  form  of  benign  pleural  plaques  or 
mesothelioma.  Neither  of  these  was  present  on 
chest  x-ray,  and  neither  causes  the  obstuctive 
lung  disease  which  this  patient  demonstrated  on 
pulmonary  function  testing.  The  other  major 
pulmonary  disease  caused  by  asbestos  exposure 
is  asbestosis.  This  is  a progressive  fibrotic  inter- 
stitial lung  disease  which  usually  presents  with 


restrictive  rather  than  obstructive  pulmonary 
physiology.  In  addition,  the  patient’s  chest  x-ray 
did  not  reveal  the  reduced  lung  volumes  and 
severeinterstitial  lung  disease  usually  seen  with 
asbestosis. 

J.G.  had  also  been  previously  exposed  to 
hydrofluoric  acid  fumes.  Acute  hydrofluoric  acid 
inhalation  can  cause  an  upper  respiratory  burn. 
In  addition,  hydrofluoric  acid  has  the  peculiar 
acute  toxicity  of  hypocalcemia,  which  is  caused 
by  the  strong  bonding  of  the  fluoride  ion  to  calci- 
um molecules  in  the  body.  This  has  been  report- 
ed to  cause  profound  hypocalcemia  with  fatal 
ventricular  fibrillation.^  This  patient,  however, 
did  not  have  a history  of  acute  hydrofluoric  acid 
exposure.  The  other  major  toxicity  of  hydrofluor- 
ic acid  is  a syndrome  known  as  “fluorosis‘,  which 
is  seen  with  chronic  exposure,  most  often  in  alu- 
minum smelters.  This  syndrome  consists  of  os- 
teosclerosis and  increased  bone  density  with  the 
patients  complaining  of  joint  pains  and  back  stiff- 
ness. There  are  no  reports  of  pulmonary  toxicity 
secondary  to  chronic  hydrofluoric  acid  exposure.^ 

Eliminating  significant  occupational  exposure 
leaves  me  with  the  broad  differential  diagnosis 
of  obstructive  lung  disease  in  a young  person. 
There  are  a variety  of  congenital  and  juvenile 
pulmonary  processes  which  cause  obstructive 
lung  disease.  Most  of  these,  however,  cause 
chronic  bronchitis  rather  than  emphysema.  Con- 
genital bronchiectasis  can  lead  to  chronic  bron- 
chitis and  obstructive  lung  disease.  In  addition, 
a variety  of  chronic  childhood  pulmonary  infec- 
tions including  measles,  pneumonia,  pertussis, 
aspiration,  or  tuberculosis  can  cause  acquired 
bronchiectasis.  In  particular,  immune  deficiency 
states  such  as  IgA  deficiency  predispose  children 
to  chronic  suppurative  lung  disease.  This  patient 
had  no  history  of  any  childhood  illness,  did  not 
havea  characteristic  x-ray  of  bronchiectasis,  and 
did  not  have  a history  of  chronic  sputum 
production. 

Hypoplastic  lungs  with  associated  obstructive 
lung  disease  have  been  observed  in  patients  with 
Down’s  syndrome.  However,  the  patient’s  physi- 
cal examination  was  clearly  not  consistent  with 
a trisomy  21  problem. 

The  immotile  cilia  syndromes,  of  which  Kar- 
tagener’s  syndrome  is  a member,  should  also  be 
strongly  considered.  Kartagener’s  syndrome  is 
classically  defined  by  situs  inversus,  chronic 
sinusitis,  chronic  bronchitis,  and  infertility. 
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Only  50%  of  patients  exhibit  all  of  these  signs 
and  symptoms.^  There  are  many  case  reports  of 
men  with  this  syndrome  who  have  fathered  chil- 
dren. However,  this  patient  did  not  have  situs  in- 
versus, nor  was  there  a history  of  chronic 
sinopulmonary  infections. 

Young’s  syndrome  is  characterized  by  prema- 
ture mild  obstructive  lung  disease,  azoospermia, 
and  chronic  sinopulmonary  infections.  These  pa- 
tients have  normal  spermatogenesis;  however,  in- 
spissated secretions  cause  clogging  of  the  tubules 
in  the  epididymis  with  infertility,^  Our  patient 
was  not  infertile  and  appeared  to  have  much 
more  significant  obstructive  lung  disease  than  is 
typically  described  with  Young’s  syndrome. 

Cystic  fibrosis  must  always  be  considered  in 
any  young  adult  with  obstructive  lung  disease. 
There  have  been  multiple  case  reports  of  adults 
presenting  with  either  infertility  or  obstructive 
lung  disease  at  a young  age  who  are  later  found 
to  have  cystic  fibrosis.  Infertility  is  not  necessary 
to  define  this  disease  process.  These  patients  typi- 
cally have  chronic  or  recurrentbronchitis  caused 
by  unusual  organisms,  especially  Staphylococcus 
aureus  and  mucoid-producing  Pseudomonas.  This 
patient  did  not  have  signs  or  symptoms  of  pan- 
creatic insufficiency  nor  did  he  have  a history  of 
chronic  sputum  production.  In  addition,  his  chest 
x-ray  did  not  reveal  bronchiectasis,  usually  seen 
in  patients  with  cystic  fibrosis. 

Generalized  elastosis  is  a rare  disease  which  is 
associated  with  severe  emphysema  in  young  peo- 
ple. In  this  disease  disorganization,  degradation, 
and  degeneration  of  elastin  fibers  occurs.  The  dis- 
ease can  be  acquired  or  inherited  autosomally, 
either  recessive  or  dominant.  In  the  adult  there 
is  a loss  of  skin  integrity  leading  to 
severe  wrinkling  and  increasingly  redundant 
skin,  referred  to  as  cutis  laxa.  Other  associated 
problems  include  recurrent  pneumothorax,  aor- 
tic insufficiency  and  aortic  aneurysms,  and  bowel 
diverticula,^  This  patient  was  not  described  as 
having  any  of  these  physical  findings. 

Throughout  the  literature  there  are  scattered 
case  reports  of  hematologic  problems  associat- 
ed with  pulmonary  emphysema,  in  particular 
hemolytic  anemia  found  in  a family  with  early 
onset  of  emphysema.®  However,  J.G.  had  a nor- 
mal hemoglobin  and  no  evidence  of  hemolytic 
anemia,  nor  were  there  any  relatives  with  this 
type  of  picture. 

Another  rare  disease  causing  premature  em- 
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physema  is  Salla  disease.  This  is  a genetically- 
determined  disease  found  mostly  in  Finnish  peo- 
ple. Clinically,  these  patients  have  neurologic 
problems,  particularly  ataxia  and  mental 
retardation.  The  underlying  biochemical  defect 
is  an  intralysosomal  accumulation  ofsialic  acid. 
There  are  case  reports  of  severe  emphysema  with 
Salla  disease.^  Our  patient  has  neither  the  fami- 
ly history  nor  the  clinical  findings  to  support  the 
diagnosis  of  Salla  disease. 

In  1963  Laurell  and  Ericksson  described  a 
number  of  patients  with  a deficiency  of 
alpha^-antitrypsin  (AA)  who  had  severe  emphyse- 
ma.® Since  that  time,  the  association  of  AA  defi- 
ciency with  the  premature  development  of 
emphysematous  lung  disease  has  been  well 
documented.  I believe  that  this  is  the  underlying 
pathophysiologic  mechanism  which  led  to  this 
patient’s  premature  development  of  emphysema. 

AA  is  a 52  kilodalton  protein  produced  by 
hepatocytes  and  mononuclear  phagocytes.  It  is 
found  in  a variety  of  body  fluids  including  tears, 
perilymph,  lymph,  saliva,  colostrum,  breast 
milk,  duodenal  fluid,  bile,  synovial  fluid,  cervi- 
cal mucus,  semen,  amniotic  fluid,  and  alveolar 
fluid.  AA  is  the  major  component  of  the  alpha^ 
region  on  serum  protein  electrophoresis,  hence  its 
name.®  Its  serum  half  life  is  approximately  one 
week  with  most  of  the  protein  being  catabolized 
by  the  liver  and  reticuloendothelial  system. 

A A is  genetically  determined  by  co-dominant 
alleles  at  the  protease  inhibitor  (Pi)  locus  on  the 
sixth  chromosome.  Normal  AA  electrophoretic 
mobility  has  been  designated  the  M protein.  The 
protein  variances  leading  to  the  deficiency  state 
are  designated  by  their  speed  of  movement  on  the 
electrophoretic  pattern.  Protein  having  the 
slowest  electrophoretic  mobility  is  designated 
protein  Z;  coincidentally,  patients  with  the  most 
severe  AA  deficiency  have  the  Z-type  of  AA. 
Thirty  three  different  protein  variants  have  been 
described  thus  far,  with  M,  S,  F,  and  Z proteins  be- 
ing the  most  common.^® 

The  co-dominant  alleles  produce  protein  at  in- 
dependent rates. 

Therefore  a patient  must  be  homozygous  for  a 
deficiency  state  to  manifest  a severe  A A defi- 
ciency. The  frequency  of  patients  in  America  with 
the  PiZZ  genetic  makeup  is  approximately  one 
in  3630.^®  It  is  thought  that  the  gene  survives  in 
the  general  population  because  of  an  increased 
fertility  in  patients  who  lack  AA.  Deficient  fe- 
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male  patients  appear  to  have  less  viscous  cervi- 
cal mucus,  whereas  in  deficient  males  lack  of  the 
AA  protein  at  the  tips  of  sperm  facilitates  entry 
into  the  ovum. 

The  structure  of  PiM  AA  is  not  completely 
known.  However,  it  has  been  shown  that  the  Z 
protein  differs  from  the  M protein  by  a single  ami- 
no acid  substitution  (a  lysine  residue  replaces  a 
glutamic  acid  residue  at  position  53  from  the  C 
terminus  of  the  molecule).  In  addition,  the  car- 
bohydrate composition  of  the  two  molecules 
differs.  Various  studies  have  inferred  that  there 
is  one  less  complete  oligosaccharide  side  chain  in 
the  Z variant.^® 

A variety  of  investigators  have  shown  that  the 
hepatocytes  of  AA  deficient  patients  contain 
homogeneous  eosinophilic  inclusions,  which 
stain  with  AA  antibody.  It  has  been  postulated 
that  in  the  Z variant  the  hepatocytes  are  unable 
to  secrete  AA,  because  of  the  amino  acid  substi- 
tution and  the  absence  of  an  oligosaccharide  side 
chain.  There  is  a consequent  accumulation  of  AA 
within  the  hepatocytes  and  a deficiency  of  cir- 
culating AA. 

Patients  who  are  deficient  in  AA  can  only  be 
distinguished  by  their  electrophoretic  pattern. 
Testing  of  these  patients  reveals  that  the  protein 
which  they  do  produce  is  functionally  the  same 
as  that  of  patients  who  are  not  deficient.  Thus  the 
amino  acid  substitution  must  occur  in  an  area  of 
the  molecule  which  is  enzymatically  inactive. 

An  interesting  genetic  variant  of  AA  deficien- 
cy is  known  as  Pi  null  null.  Clinically,  these  pa- 
tients are  indistinguishable  from  PiZZ  patients. 
Genetically  Pi  null  null  patients  have  a normal 
complement  of  genetic  material  coding  for  the 
AA  protein.  For  reasons  that  are  not  known, 
these  genes  do  not  express  themselves,  and  no  AA 
is  made.^^  The  livers  of  Pi  null  null  patients  do 
not  accumulate  AA^°;  thus  this  can  be  viewed  as 
a disorder  of  production  rather  than  secretion  as 
in  the  patients  with  the  PiZZ  phenotype. 

The  chief  function  of  AA  is  the  reversible  inhi- 
bition of  neutrophil  elastase.  The  enzyme  is 
released  by  polymorphonuclear  cells  during 
lysosomal  degranulation  and  primarily  degrades 
elastin  fibers.  In  the  pathologic  state  when  no  AA 
is  present,  neutrophil  elastase  is  uninhib- 
ited and  initiates  digestion  of  the  elastin  fibers 
within  connective  tissue  of  the  lung  and  other 
parts  of  the  body. 

Premature  emphysema  is  the  primary  clinical 


manifestation  of  AA  deficiency.  It  tends  to  de- 
velop initially  in  the  lower  lobes  with  rapid 
spread  thereafter  to  the  entire  lung.  Pathological- 
ly, these  patients  have  a tendency  to  develop  pan- 
lobular  emphysema  rather  than  the  more  usual 
centrilobular  emphysema  seen  in  heavy  cigarette 
smokers.  Chronic  bronchitis  and  bronchiectasis 
are  unusual  in  AA  deficiency. 

Cigarette  smoking  greatly  accelerates  the  de- 
structive process  of  the  uninhibited  neutrophil 
elastase  in  patients  with  AA  deficeincy.  There  are 
two  proposed  mechanisms  for  this  acceleration. 
First,  cigarette  smoking  increases  the  number  of 
polymorphonuclear  cells  in  the  alveolus  by 
stimulating  the  alveolar  macrophages  to  release 
increasing  amounts  of  chemotactic  factor. 
Cigarette  smoke  also  inactivates  alveolar  AA  by 
causing  oxidation  of  the  methionine  residues 
which  are  present  in  the  enzymatically  active 
portion  of  the  molecule.^®  It  has  been  shown  con- 
clusively by  a group  in  New  Zealand  that  patients 
with  AA  deficiency  who  continue  to  smoke  have 
a greatly  accelerated  rate  of  decline  in  pulmo- 
nary function. 

AA  deficiency  is  also  associated  with  neonatal 
hepatitis  and  with  cirrhosis  in  both  children  and 
adults.  The  pathogenesis  of  neonatal  hepatitis, 
which  occurs  in  10-20%  of  PiZZ  infants  is  unclear. 
A causal  relationship  between  the  intrahepatic 
accumulation  of  AA  and  neonatal  hepatitis  has 
been  suggested.  Neonatal  hepatitis  is  not  seen  in 
Pi  null  null  patients,  who  do  not  accumulate  AA 
in  their  livers.^® 

The  mechanism  of  development  of  childhood 
and  adult  cirrhosis  in  patients  with  AA  deficien- 
cy is  also  unknown,  nor  is  it  known  why  only 
selected  patients  with  the  deficiency  will  develop 
cirrhosis.  In  1983  Hocks  and  Smyth  showed  that 
patients  with  AA  deficiency  who  lived  long 
enough  have  a 15.4  % incidence  of  developing  cir- 
rhosis. They  postulated  that  we  do  not  see  more 
cirrhosis  in  AA  deficient  patients  because  most 
die  from  premature  lung  disease  before  develop- 
ing end-stage  liver  disease. 

Management  of  patients  with  AA  deficiency 
is  directed  towards  treatment  of  the  underlying 
clinical  manisfestations  of  the  deficiency.  As  in 
other  emphysema  patients,  routine  bronchodila- 
tors  plus  oxygen  for  severe  hypoxia  are  the  cor- 
nerstones of  therapy.  All  patients  with  the 
deficiency  should  be  strongly  advised  to  quit 
smoking.  I also  believe  that  AA  deficient  patients 
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should  avoid  all  dusty  occupations  and  hobbies; 
particulate  matter  seems  to  stimulate  alveolar 
macrophages  to  release  neutrophil  chemotactic 
factors.  Genetic  counselling  is  highly  recom- 
mended for  all  family  members. 

Several  specific  therapeutic  modalities  are  be- 
ing investigated  for  the  treatment  of  AA  deficient 
patients.  Danazol  is  a semi-synthetic  testoster- 
one which  is  thought  to  increase  the  release  of 
AA  from  hepatocytes.  Recent  trials  with  this 
drug,  however,  have  shown  that  adequate  AA 
blood  levels  are  not  achieved  consistently.  In  ad- 
dition, side  effects  have  limited  its  use.^'^ 

Replacement  therapy  with  intravenous  AA  is 
a more  promising  therapy  being  tried  at  NIH.  Pa- 
tients are  currently  receiving  60  mg  per  kilogram 
of  body  weight  of  an  intravenous  AA  solution  over 
a half  hour  period  once  a week.  Through  a series 
of  very  elegant  experiments  the  NIH  group  has 
shown  that  therapeutic  blood  levels  of  AA  can  be 
maintained  with  this  regimen.  They  have  also 
shown  with  bronchoalveoar  lavage  techniques 
that  the  alveolar  environment  maintains  both  a 
therapeutic  level  of  AA  as  well  as  adequate  anti- 
neutrophil elastase  activity.  The  only  major  side 
effects  of  the  therapy  have  been  intermittent 
chills  and  fever,  thought  to  be  secondary  to  en- 
dotoxin in  the  preparation.^®  This  therapy  is 
limited  by  its  expense  and  the  required  frequen- 
cy of  intravenous  injection.  Hopefully,  genetically 
engineered  AA  can  be  produced  in  the  future  at 
a lower  cost  and  with  less  side  effects.  Efforts  are 
also  currently  being  made  to  develop  a synthet- 
ic neutrophil  elastase  inhibitor.  However,  all  of 
the  currently  effective  molecules  have  been  found 
to  be  too  toxic  for  in  vivo  use. 

AA  deficient  patients  with  end-stage  lung  dis- 
ease are  currently  considered  for  heart-lung 
transplantation.  It  is  unknown  whether  these  pa- 
tients will  go  on  to  develop  emphysematous  lung 
changes  after  transplantation. 

In  summary,  I believe  that  this  patient’s  diag- 
nosis was  AA  deficiency  leading  to  the 
development  of  emphysema.  He  had  a super- 
imposed acute  Hemophilus  influenza  pneu- 
monia. The  diagnostic  procedure  which  I would 
have  performed  on  the  patient  would  be  measure- 
ment of  an  A A level. 

ADDENDUM: 

The  patient’s  AA  level  was  17.3  mg./dl.  (normal 
in  our  laboratory  85-231  mg./dl).  Phenotyping  is 


currently  pending. 

The  patient  was  recently  started  on  weekly 
replacement  therapy  with  intravenous  AA. 
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EHRLICHIOSIS  - "SPOTLESS  SPOTTED  FEVER" 


Richard  V.  McCloskey,  M.D. 


SUMMARY 

Ehrlichia  Canis,  a canine  rickettsia,  produces  an 
acute  infection  in  humans  characterized  by 
thrombocytopenia,  leukopenia,  and  anemia.  Pa- 
tients should  be  closely  questioned  and  ex- 
amined for  tick  bites.  Rash  is  not  prominent, 
leading  to  the  interesting  if  somewhat  inac- 
curate label  of  “spotless  spotted  fever.”  The  di- 
agnosis is  made  by  clinical  presentation,  absence 
of  positive  Lyme  disease  or  Rocky  Mounted  Spot- 
ted Fever  (RMSF)  serology,  and  positive  E.  ca- 
nis titers.  Tetracyclines  are  preferred  treatment. 
Ehrlichiosis  should  be  considered  in  the  differen- 
tial diagnosis  of  fevers  of  unknown  origin,  Lyme 
disease,  idiopathic  thrombocytopenia,  and 
hypoplastic  anemia. 

DISCUSSION 

In  July  1968,  an  epizootic  of  tropical  canine 
pancytopenia  occurred  in  military  dogs  in  Viet- 
nam, characterized  by  fever  (to  41°  C),  severe 
anorexia,  weight  loss,  and  then  recovery.^  Up 
to  three  months  later,  a terminal  phase  of  wither 
epistaxis  or  pancytopenia  appeared.  Death  was 
caused  by  uremia.  This  disease  was  previously 
observed  in  military  dogs  in  Singapore  and 
Tunisia  in  the  1950s,  when  160  dogs  died. 
Tetracycline  was  therapeutic  and  an  infectious 
agent  was  suspected.  Eventually,  500  deaths  oc- 
curred (at  $20,000  per  dog).  E.  canis  was  suspect- 
ed because  organisms  consistent  with  rickettsia 
were  found  in  inclusions  inmononuclear  cells. 


Dr.  McCloskey  is  Chief,  Infectious  Diseases,  Presb3rterian  Medical  Center  of 
Philadelphia,  and  Clinical  Professor  of  Medicine,  University  of  Pennsylvania 
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In  1972,  Ristic^  developed  an  immunofluores- 
cent  antibody  (IF A)  for  E.  canis  and  prepared  an- 
tigen by  propagating  the  organism  in  canine 
blood  monocytes.  Antibodies  from  dogs  did  not 
cross-react  with  leptospira,  brucellas,  viruses,  or 
R.  rickettsia  (plus  other  rickettsial  species).  An- 
tibody titers  paralleled  the  disease. 

Buhles^  described  the  pathophysiology 
(hemorrhage,  pancytopenia,  secondary  bacteri- 
al infection,  eventually  severe  hypergam- 
maglobulinemia) and  fulfilled  Kochs’  postulates. 
Tetracycline  produced  remission.  Infection  in- 
duced aplastic  anemia  may  persist  for  long  peri- 
ods of  time  after  infection. 

HuxsolF,  in  a prophetic  observation,  showed 
that  nonhuman  primates  could  be  infected  with 
Ehrlichia  canis,  and  postulated  that  man  would 
be  susceptible.  Organisms  were  present  in  the 
cytoplasm  of  leukocytes.  The  inclusions  are 
membrane  lined  vacuoles  containing  elemen- 
tary bodies,  and  are  in  the  liver,  spleen,  lung, 
and  kidneys.  Since  no  transvarial  transmission 
was  documented,  the  tick  vector  cannot  be  the 
reservoir.  The  tick  species  Rhipicephalus  san- 
guineous is  an  efficient  vector.  There  is  no  evi- 
dence of  transmission  by  contact  among  dogs. 
The  plasmacytosis  and  hypergammaglobulin 
suggest  an  immunologic  basis  for  the  pan- 
cytopenia. 

In  articles  by  Codner  and  Taylor,®’®’^  the 
prevalence  to  the  antibody  to  Ehrlichia  was  high 
in  both  humans  and  dogs.  Nine  to  21%  of  6th 
grade  students  in  Texas  had  IFA  antibody  titers 
greater  than  1/164.  Over  half  of  kennel  dogs  in 
Mississippi  had  significant  antibody  titers. 

Nine  percent  of  paired  sera  found  serological- 
ly negative  for  the  usual  tick-associated  diseases 
were  positive  for  Ehrlichiosis.  Eighty-five  per- 
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cent  of  those  patients  reported  by  Fishbein 
reported  a tick  bite  within  four  weeks.  Clinical 
manifestations  were  fever  (96%),  myalgia  (92%), 
nausea  (85%),  rigors  (69%),  headaches  (69%),  leu- 
kopenia (63%),  lymphocytopenia  (88%),  throm- 
bocytopenia (63%),  elevated  AST  (56%).  Fever 
remained  until  tetracycline  treatment  was 
started. 

A typical  human  case  was  described  by  Mae- 
da.®  A 51  year  old  Arkansas  man  presented 
with  a five  day  history  of  fever,  headache,  and 
myalgia.  Three  weeks  previously  he  had  plant- 
ed trees  and  had  a tick  bite  on  the  neck.  On 
admission  he  was  critically  ill  with  a fever  of 
39.7  °C.  There  was  no  rash.  Platelets  were 
18,000/cmm.  Blue  inclusions  were  seen  in  the 
leukocytes.  The  next  day  the  hemoglobin  was  10 
gm/dl.  Two  days  later  he  began  to  bleed.  His 
temperature  was  40 °C  - on  chloramphenicol. 
Treatment  was  changed  to  doxycycline  and  he 
improved.  RMSF  titers  were  negative.  E.  Canis 
antibody  was  1/640.  Fishbein  added  the  obser- 
vation of  bradycardia  with  the  fever.®  Most 
patients  were  men  with  a median  age  of  40  years 
(Table  I). 


Table  1 

Clinical  Manifestations  of  Acute  Ehrlichio- 

sis  Infection. 

Sign/ Symptom 

% 

Fever 

100 

Rigors 

83 

Headache 

83 

N/V 

83 

Anorexia 

83 

Weight  Loss 

66 

Myalgia 

50 

Diarrhea 

50 

Confusion 

33 

Cramps 

33 

Lymphocytopenia 

100 

Leukopenia 

83 

Thrombocytopenia 

50 

AST  Increase 

50 

Anemia 

33 

Taylor  examined  56  patients  (5-77  years  of 
age)  in  Texas. The  bone  marrow  showed  focal 
granulomatous  inflammations  and  plasmacyto- 
sis.  Disseminated  intravascular  coagulation 
(DIG)  may  occur.  A scarlatiniform  rash  can  be 
seen.  He  estimated  that  11%  of  patients  with 
RMSF  like  illness  and  negative  serology  have 
Ehrlichiosis. 

Fishbein^^  conducted  a prospective  study  in 
Georgia  looking  for  a four  fold  or  greater  rise  in 
IFA  for  E.  canis  among  patients  hospi'^alized 
with  FUO.  Sixteen  percent  were  positive,  for  a 
rate  of  7/100,000  admissions.  No  rash  was  seen. 
Statistically  significant  findings  associated  with 
positive  serology  were:  tick  bite,  low  WBC,  low 
platelet  count,  high  ALT  levels,  and  high  AST 
levels. 

Three  recent  articles  have  contributed  to  the 
spectrum  of  infection  caused  by  E.  canis 
Edwards  described  the  infection  in  a child  with 
Downs  syndrome  and  another  normal  child.  The 
infection  produced  anemia,  leukopenia,  throm- 
bocytopenia, and  a fine  macular  rash.  Hematol- 
ogists now  appreciate  Ehrlichiosis  as  a cause  of 
bone  marrow  hypoplasia  in  humans. Peterson 
and  colleagues  added  arthritis  to  the  list  of  sym- 
ptoms characterizing  Ehrlichiosis,  and  empha- 
sized its  inclusion  in  the  differential  diagnosis 
when  Lyme  disease  and  rashless  tick-borne 
typhus  (RMSF  without  its  characteristic  rash) 
are  considered. 

There  are  fifteen  important  tick  or  flea  borne 
diseases  in  the  United  States  (Table  2).  “Spot- 
less spotted  fever”  is  not  in  a strict  sense,  an 
accurate  sobriquet  for  Ehrlichiosis  since  macu- 
lar rashes  have  been  reported.  A rash  is, 
however,  usually  absent  or  much  less  prominent 
than  that  of  RMSF.  Some  diseases  in  which 
Ehrlichiosis  should  be  considered  in  addition  to 
rashless  RMSF,  are  listed  in  Table  3.  The  num- 
ber of  E.  canis  infections  relative  to  these  other 
diseases  is  not  known.  Now  that  infection  can 
be  verified  serologically,  we  may  have  a better 
idea  in  the  future.  Ehrlichiosis  may  be  the  cause 
of  as  much  as  16%  of  FUO,  based  on  active  sur- 
veillance by  Fishbein  in  1988.^® 

Treatment  with  tetracyclines  is  preferred 
since  results  with  chloramphenicol  have  been 
variable.  Indeed,  some  patients  have  deteriorat- 
ed while  receiving  chloramphenicol. 
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Table  2 

Fifteen  Important  Tick/Flea  Borne  Diseases 
in  the  United  States 

TICK-BORNE 

DISEASES 

CAUSE 

1.  Lyme 

B.  burgdorfei 

2.  Relapsing  fever 

Borellia  (many) 

3.  RMSF 

R.  rickettsii 

4.  Q Fever 

Cox.  burnetii 

5.  Tularemia 

F.  tularensis 

6.  Tick  paralysis 

Toxin 

7.  Powassan  fever 

Flavivirus 

8.  Babesiosis 

B.  Microti 

9.  Colorado  tick  fever 

Orbitvirus 

10.  Ehrlichiosis 

E.  Canis 

FLEA-BORNE 

DISEASES 

ORGANISM 

11.  Plague  (bubonic) 

R.  pestis 

12.  Murine  typhus 

R.  typhi 

13.  Tularemia 

F.  tularensis 

14.  Epidemic  typhus 

15.  Relapsing  fever 

R.  prowazeckii 

(epidemic) 

B.  recurrentis 

Table  3 

THINK  EHRLICHIOSIS 

1.  Chronic  mononucleosis  syndrome 

2.  Aplastic  anemia 

3.  Idiopathic  thrombocytopenia 

4.  Tick  associated  fever  with  thrombocytope- 
nia and  negative  rickettsial  serology 

5.  Spotless  spotted  fever 

6.  FUO 
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TOS=TMJ:  TRUE  OR  FALSE? 


Dewey  A.  Nelson,  M.D. 


Note  is  made  of  a postsurgical  series  of  115  pa- 
tients with  thoracic  outlet  syndrome  (TOS)  re- 
cently reported  in  the  Delaware  Medical 
Journal,^  followed  four  months  later  by  a reply 
by  a neurologist  which  espoused  a more  conser- 
vative viewpoint.^  This  is  a Delaware  contribu- 
tion to  a wider  and  hard-fought  scientific  battle 
which  began  in  1984.  Neurology  owes  a debt  of 
thanks  to  the  Chief  Editor  of  the  New  England 
Journal  of  Medicine  Arnold  S.  Reiman,  M.D., 
who  entered  the  fray  in  1984  after  an  acrimoni- 
ous series  of  letters  was  published,  and  when  Dr. 
Reiman  discovered  that  the  original  “diagnos- 
tic” nerve  condition  study  (published  in  all  text- 
books as  a paradigm  for  TOS  diagnosis)  was  a 
fictitious  simulation.^ 

Most  medical  schools  now  teach  that  the 
“true”  compared  with  the  “assumed”  TOS  ex- 
ists in  a 1:2000  ratio  of  patients  who  were  diag- 
nosed (until  recently)  by  criteria  taught  from 
1950.  This  diagnosis  continues  to  be  made  quite 
frequently  in  Delaware  in  spite  of  recent  reports 
by  Cherington  that  there  are  differences  in  phys- 
ical signs  on  the  same  postsurgical  patients  ex- 
amined by  surgeons  compared  with 
neurologists.^  In  addition,  large  numbers  of  se- 
vere plexopathies,  reflex  dystrophies,  and 
causalgias  are  being  reported  in  patients  who 
have  had  TOS  surgery.^® 

By  and  large,  neurologists  in  Delaware  have 
accepted  the  precepts  of  Gilliatt,  Wilbourn,  and 
Cherington  with  enthusiasm,  but  have  noted 
with  concern  that  another  diagnosis  is  now  be- 
ing appended  to  TOS:  dysfunction  of  the  tem- 
poromandibular joint  (TMJ).  As  an  example,  in 

Dr.  Nelson  is  an  Honary  Senior,  Section  of  Neurology  Medical  Center  of  Dela- 
ware, and  Professor  of  Neurology,  Thomas  Jefferson  Medical  College. 


the  last  three  months,  I have  seen  six  patients 
with  these  tandem  diagnoses,  and  in  three  of  the 
cases,  the  diagnosis  was  made  by  individuals 
other  than  medical  doctors  or  dentists.  Quite 
similar  to  disagreements  about  TOS,  the  con- 
flicts concerning  TMJ  have  led  to  a large  num- 
ber of  critical  reports.  Quite  similar  to  recent 
attacks  upon  concepts  of  TOS,  serious  warnings 
about  TMJ  (to  be  discussed)  are  now  being  issued 
by  psychiatrists,  psychologists,  oral  and  maxil- 
lofacial surgeons,  as  well  as  dentists.  The  histo- 
ry of  TOS  and  TMJ  was  surveyed  along  four 
lines:  anatomy,  pain,  testing,  and  surgery. 

ANATOMY 

The  jaw  and  shoulder  are  both  diathrodial 
joints,  swinging  free  from  muscles  and/or  other 
joints.  The  particular  muscles  of  the  superior 
cervical  aperture  and  mandible  are  well  known 
repositories  of  pain  and  emotion.  “Don’t  grind 
your  teeth,”  and  “you’re  a pain  in  the  neck,”  are 
a few  examples  from  the  American  lexicon. 

CHRONIC  PAIN 

TOS  and  TMJ  literature,  with  few  exceptions, 
reports  that  women  compose  80%  of  most  ser- 
ies, and  in  TOS,  Gilliat^  reported  a 9:1  ratio  of 
women:men.®  Prime  etiology  reported  has  been 
minor  trauma,  particularly  rear-end  vehicle  ac- 
cidents, and  industrial  accidents.  In  the  latest 
surgical  reviews,  it  is  emphasized  that  patient 
complaints  establish  the  diagnosis,  as  opposed 
to  diagnostic  testing.  Neurological  consultation 
is  usually  requested  after  chronic  pain  begins. 
The  patient  is  typically  depressed,  anxious,  and 
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hostile.  The  diagnostician  who  originally  made 
the  diagnosis  of  TOS  or  TMJ  is  defied;  the  con- 
sultant who  reports  a normal  examination  is 
flayed.  These  behavior  patterns  in  patients  help 
in  the  diagnosis  of  non-organic  disease. 

TESTS 

From  1984-1986,  a number  of  authors,  led  by 
Gilliat,^  Aminoff,®  and  Wilbourn,^  defined  the 
“true”  TOS,  and  proved  that  physical  signs  in- 
volving classical  arm  movement  are  not  relia- 
ble in  TOS.®’^’®  It  was  found  that  these 
maneuvers  are  positive  in  70%  of  normal  adults. 
Electrodiagnostics  and  nerve  conductive  veloc- 
ities previously  reported  as  the  prime  “organ- 
ic” proof  have  never  been  duplicated  on  patients 
because  the  original  studies  were  laboratory 
simulations.®®  In  TMJ,  jaw  sounds  and  devia- 
tions are  found  in  up  to  79%  of  normals.®  The 
interpretation  of  EMG  of  jaw  musculature  has 
been  questioned.  All  dentists  know  that  jaw  de- 
rangements and  meniscal  displacements  are 
often  seen  in  patients  with  no  complaints,  and 
arthritic  eburnations,  if  left  alone,  often  clear. 

SURGERY 

Assuming  that  surgery  for  “true”  TOS  is  ex- 
pected for  1:1,000,000  population,^  then  two 
large  surgical  series  of  1400  and  2000  represents 
5-7  times  the  populations  of  the  United 
States. In  TMJ,  recent  studies  have  dis- 
closed that  regardless  of  medical,  psychiatric,  or 
surgical  therapy,  improvement  occurs  in  63-81% 
of  the  cases,  and  that  tricyclic  antidepressants 
yield  superior  results  when  compared  with  the 
use  of  oral  biteguard  prostheses.^®’^"^ 

CONCLUSION 

The  principle  which  ties  the  surprising 
similarities  of  TOS  and  TMJ  is  that  flawed  prin- 
ciples of  diagnosis  result  in  faulty  therapy.  TOS 
= TMJ:  True  or  False? 
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THE  UNDER-USE  OF  MAMMOGRAPHY 


The  prevention  of  breast  cancer  is  not  current- 
ly possible  because  its  etiology  is  unknown.  The 
efforts  of  the  medical  profession  have  been 
directed  at  curing  breast  cancer  once  it  is  dis- 
covered. In  order  to  maximize  the  likelihood  of 
a cure,  early  detection  prior  to  metastasis  of  the 
malignancy  is  necessary. 

The  Annual  Breast  Cancer  Detection  Project 
sponsored  by  the  Delaware  Division  of  the 
American  Cancer  Society  included  all  hospitals 
in  Delaware,  and  several  radiology  clinics  in 
Wilmington.  Hundreds  of  women  annually  par- 
ticipate in  the  progi  am  which  includes  physical 
examination  of  the  breast,  education  in  perform- 
ing breast  self  examination,  and  most  received 
a mammogram.  It  was  apparent  that  many  of 
these  women  had  never  had  a prior  mammo- 
gram even  though  they  were  in  their  fifth,  sixth, 
or  even  seventh  decades  of  life. 

Is  this  an  isolated  statistic,  or  is  this  a more 
pervasive  problem  than  many  realize? 

A recent  survey  of  150  consecutive  mammog- 
raphy patients  at  St.  Francis  Hospital  revealed 
73  patients  had  never  had  a prior  mammogram. 
Fifteen  of  these  or  15%  were  under  the  age  of 
35,  Twenty-three  or  15.33%  were  between  ages 
36  and  50  years.  Thirteen,  or  8.66%  were  be- 
tween ages  51  and  60  years.  Twenty-two,  or 
14.66%  were  between  ages  61  and  86.  In  this  ser- 
ies, 81  patients  were  51  years  of  age  or  older, 
and  35  of  these,  or  43.2%  had  never  had  a mam- 
mogram. The  oldest  patient  with  no  previous 
mammogram  was  86  years  old. 

The  traditional  method  of  detecting  breast 
cancer  has  been  based  on  physical  examination 


Dr  Petrocelli  is  Director,  Department  of  Radiology,  St.  Francis  Hospital. 


Ronald  D.  Petrocelli,  M.D. 


by  the  patient  and  her  physician,  or  the  fortui- 
tous finding  of  a lump  in  the  breast.  In  recent 
years,  mammography  has  been  incorporated  in 
the  routine  examination  of  women.  While  the 
use  of  mammography  in  the  last  ten  years  has 
increased,  it  is  estimated  that  only  5 percent  to 
15%  of  eligible  patients  are  being  screened.^^ 

Today,  mammography  is  the  single  most  effi- 
cacious method  to  reduce  mortality  and  morbidi- 
ty and  to  improve  survival  from  breast  cancer. 
Several  studies  demonstrate  that  mortality  from 
breast  cancer  could  be  reduced  by  about  30%  us- 
ing a three  year  screening  period  and  the  effect 
of  mortality  reduction  could  be  seen  up  to  nine 
years  follow-up.®^ 

Local  experience  confirms  the  national  evi- 
dence that  mammography  is  of  value  in  screen- 
ing asymptomatic  women,  especially  those  at 
high  risk.®’®  The  most  important  risk  factors  to 
consider  are:  having  a mother  or  sister  with 
breast  cancer,  advanced  age  at  first  pregnancy, 
and  a long  estrogen  stimulation  history,  ie,  early 
menarche  and  late  menopause. 

The  data  from  the  Breast  Cancer  Detection 
Demonstration  Project  suggest  that  there  should 
be  a 51%  drop  in  breast  cancer  deaths  among 
screened  women.  It  also  showed  that  one- 
third  of  the  cancers  were  detected  in  women  un- 
der age  50,  and  a much  higher  percentage  were 
detected  by  mammography  than  by  physical  ex- 
amination. 

While  mammography  does  not  have  a 100% 
sensitivity,  it  is  certainly  the  most  sensitive 
method  at  our  disposal  for  diagnosing  early 
cancers.  Physicians  should  be  aware  that  a 
select  number  of  lesions,  between  five  and  15%, 
even  cancers,  will  go  undetected  by  mammogra- 
phy. Many  more  lesions,  however,  will  be  missed 
by  physical  examination  alone  because  of  low- 
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er  sensitivity.  The  combination  of  both 
modalities^^  will  increase  the  sensitivity  of 
either  modality  alone  and  therefore  appears  to 
be  the  approach  most  likely  to  achieve  the  stat- 
ed goal  of  detecting  the  most  cancers  at  the  earli- 
est time. 

Why  then  is  this  diagnostic  test  not  used  more 
widely  nationwide,  as  well  as  here  in  Delaware? 

The  place  of  other  diagnostic  imaging  modal- 
ities in  the  early  detection  of  breast  cancer  is  be- 
coming clearer  as  time  and  better  controlled 
studies  progress.  Ultrasound  has  NO  PLACE  IN 
THE  SCREENING  OF  BREAST  CANCER.  Its 
use  should  be  limited  to  the  characterization  of 
a lesion  discovered  by  mammography  or  physi- 
cal examination.  The  confirmation  of  a mass  as 
cystic  by  appropriately  performed  ultrasound  ex- 
amination relegates  the  lesion  into  a very  low 
yield  for  cancer.  The  conformation  of  a lesion  as 
solid  on  ultrasound  is  of  considerably  less  value 
since  a cancer  can  not  be  distinguished  from 
other  benign  solid  lesions  on  ultrasoimd. 

Diaphanography  (light  transmission  scanning) 
and  thermography  (temperature  scanning),  at 
the  present  time  have  no  place  in  the  routine 
evaluation  of  women  for  breast  cancer.  Perhaps, 
in  the  future,  these  modalities  will  mature  suffi- 
ciently to  offer  some  assistance  but  at  then- 
present  level  of  development,  they  are  not 
recommended  except  in  research  settings. 

What  then  can  be  done  to  educate  the  patient 
and  the  physician  to  the  benefits  from  breast 
screening  programs  and  the  risks  of  not  par- 
ticipating? 

Fox,  et  al,  calculated  the  benefit/risk  ratio  of 
annual  mammography  screening  and  deter- 
mined that  the  most  probable  estimate  for  all 
women  over  age  50  to  be  G 31/8.8.  This  study 
was  done  prior  to  the  latest  generation  of  mam- 
mography equipment  and  film/screen  combina- 
tions that  have  reduced  radiation  even  further. 
The  benefit/risk  ratio  should  be  even  better  now. 

More  women  are  becoming  partners  with  their 
physicians  in  the  decision  making  process  with 
regard  to  having  mammograms.  The  medical 
profession  should  encourage  this  trend  as 
vigorously  as  possible.  Primary  care  physicians, 
including  family  physicians,  internists,  obstetri- 
cians and  gynecologists,  and  surgeons,  should 
lead  the  way  by  appropriately  referring  their  fe- 
male patients  for  annual  mammography  accord- 
ing to  established  guidelines  (see  Table  1).  Many 
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TABLE  1 

American  Cancer  Society  Guidelines 
for  the  Detection  of  Breast  Cancer  in 
the  Asymptomatic  Woman 

Women  20  Years  of  Age  and  Older 
Should  perform  breast  self  examination 
every  month. 

Women  20  to  40 

Should  have  a mammography  of  the  breast 
every  year  and  women  over  forty  should 
have  a mammography  of  the  breast  every 
three  years. 

Women  40  to  49 

Should  have  a physical  examination  of  the 
breast  annually  and  mammography  should 
be  performed  at  intervals  of  one  to  two 
years. 

Women  50  and  older 

Should  have  mammography  every  year 
when  feasible. 

Women  with  personal  or  family  history  of 
breast  cancer 

Should  consult  their  physician  about  the 
need  for  more  frequent  examinations. 


women  indicate  they  have  never  had  a mammo- 
gram because  their  doctor  never  suggested  it! 
Radiologists  should  structure  their  repKDrts  to  the 
referring  physician  in  such  a way  as  to  describe 
the  findings  and  indicate  a likely  diagnosis 
without  the  use  of  histologic  terms  such  as 
fibrocystic  disease.  They  should  avoid  making 
absolute  diagnoses  such  as  indicating  a mass 
likely  to  be  a cyst  without  the  radiographic  abil- 
ity to  determine  such.  They  should  also  avoid 
terms  and  recommendations  which  force  the 
referring  physicians  or  consultant  into  a course 
of  action  which  is  based  primarily  or  solely  on 
their  own  legal  protection.  The  report  should  be 
a concise  description  of  the  findings  not  a lita- 
ny of  ever5Tthing  that  is  present  and  even  things 
not  present.  The  report  should  give  the  most 
likely  diagnosis  and  a limited  differential  with 
some  suggestions  for  further  work-up  or  follow- 
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up  intervals.  This  would  encourage  physicians 
to  utilize  the  modality  more  routinely. 

The  diagnosis  of  breast  cancer  is  no  longer  a 
death  sentence.  There  is  hope.  Newer  diagnos- 
tic and  therapeutic  interventions  have  changed 
both  the  quantity  and  quality  of  life  for  these 
patients,  but  only  when  they  are  applied  in  a 
timely  fashion.  Mammography  with  dedicated 
equipment,  needle  localizations,  breast  sparing 
surgery,  radiation  therapy,  and  adjuvant  and 
chemotherapy  are  changing  the  outcome  and 
outlook  for  thousands  of  women.  We  must  do  all 
in  our  power  to  make  the  diagnosis  of  breast 
cancer  as  early  as  possible.  In  1989,  this  means 
monthly  breast  self  examination  by  all  women 
beginning  at  about  20  years  of  age,  annual  phys- 
ical examination  including  the  breasts  by  her 
physician,  and  mammography  according  to  es- 
tablished guidelines.  Anything  less  is  not  good 
medicine  or  good  sense! 
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INDICATIONS  AND  USAD£:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SlOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1 For  jherapeutic  use  irr  patients  with  hypoKaierrua  with  or  without  metapoiic  aiKaiosis.  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis 

2 f^r  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure  hepatic  cirrhosis 
with  ascites  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  stales 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  ano  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTHAINOICATIONS:  Potassium  supplements  are  contraindicated  irt  patients  with  hyperkalemia 
since  a further  increase  m serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  deh^ration.  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (eg  . spironolactone, 
triamterene) 

Wax-matrix  potassium  chionde  preparations  have  produced  esophageal  ulceratioh  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 
All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  lor  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
VIMRNINGS:  Hyptrkiltmla-ln  patients  with  impaired  mechanisms  lor  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
mohly  in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Intanetion  with  PoUulum  Sparing  Oluratlcs— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Qaatrolntattlnaf  Latlons— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  iniures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloios  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCi 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g . incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100.000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DLIR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokaiemia  m patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokaie- 
mia  in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  buar  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  m the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  cah  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Libontory  Tetti:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  InterKtlons:  Potassium-sparing  diuretics  see  VVARNINGS- 
Carclnogenitli,  Mutaganetli.  Impalrntenl  of  Ftrtlllty:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DLIR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 
Hurting  Mothert:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  ih  human  milk 

Pediatric  Uta:  Safely  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  etlecls  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominai  dis- 
comfort and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 

OVERDDSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms lor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CDNTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 
Treatment  measures  for  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-spanng  diuretics 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1.000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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OUR  LABORATORY  OFFERS  STUDIES 
TO  EVALUATE: 

• VENOUS  - DIAGNOSIS  OF  DVT 

VALVULAR  INCMPETANCE 

• CEREBROVASCULAR  - CAROTID 

DISEASE 

• ABDOMINAL  - EVALUATES 

ANEURYSMS 
RENAL  ARTERY 
STENOSIS 
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INSUFFICIENCY 

• PERIPHERAL  ARTERIAL  DISEASE 
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WE  PROVIDE  QUALITY  NON-INVASIVE 
TESTING  INCLUDING  STATE  OF  THE 
ART  DUPLEX  SCANNING 

BILLLIE  GRAY,  RN,  RVT 

MARK  S.  ROSENBLOOM,  MD 

BRUCE  A.  FELLOWS,  M.D. 
DIRECTOR 

(302)  368-1130 


BOARD  REVIEW  COURSE  IN 
CARDIOVASCULAR  DISEASE 


Presented  by 

PHILADELPHIA  HEART  INSTITUTE 

Presbyterian  Medical  Center 
and 

THE  GRADUATE  HOSPITAL 

Co-sponsored  by  the  Council 
4 on  Clinical  Cardiology  of  the 

^American  Heart  Association 

September  24-29,  1989 

Wyndham  Franklin  Plaza 
Philadelphia,  Pennsylvania 


Program  Committee 

Bruce  C.  Berger,  M.D.,  Michael  S.  Feldman,  M.D., 

Leonard  N.  Horowitz,  M.D.,  Ami  S.  Iskandrian,  M.D.,  Thomas  H.  Kreulen,  M.D. 
Joel  Morganroth,  M.D.,  Bernard  L.  Segal,  M.D. 

This  program  is  designed  to  provide  the  physician  with  an  intensive  survey  of  our 
current  understanding  of  the  clinical  manifestations,  pathophysiology  and  treat- 
ment of  cardiovascular  disease.  The  course  will  also  prepare  the  physician  for  the 
Board  Examination  in  Cardiovascular  Disease. 

For  registration  information  contact: 

Ms.  Karen  Pushkar 

Philadelphia  Heart  Institute 

Presbyterian  Medical  Center 

39th  & Market  Streets,  Philadelphia,  PA  19104 

(215)  662-9222 

The  Accreditation  Council  for  Continuing  Medical  Education  recognizes  the  American  Heart  Association  as  an  accred- 
ited sponsor  for  continuing  medical  education  activities  for  physicians.  The  American  Heart  Association  designates  this 
continuing  medical  education  activity  for  44  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 


LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  tlie  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives: 

• Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

• Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

•Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
becorhe  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

“CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.’’ 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  is  one  of  America’s  leading  financial  institutions. 
With  over  $19.6  billion  in  assets  and  $1.9  billion  in  surplus, 
they  have  the  size  and  resources  to  adequately  finance 
professional  liability  programs.  You  can  count  on  them  to 
stay  in  the  market  and  be  there  when  you  need  them. 

CNA’s  financial  standing  and  stability  have  not  gone 
unnoticed.  Continental  Casualty  Company,  CNA’s 
primary  professional  liability  underwriter,  has  an  A-i- 
rating  — the  highest  rating  available  from  A.M.  Best, 
the  definitive  source  for  information  on  insurance 
organizations.  This  rating  represents  a very  significant 
barometer  for  CNA’s  financial  and  operating  strength. 

Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  coverage  i 
for  damages  arising  from  the  performance  of  or  failure 
to  perform  professional  services  in  your  capacity  as  a I 
physician  or  surgeon,  or  the  performance  of  professional  1 I; 
medical  services  by  any  person  or  organization,  including  i| 
nurses,  nurse  anesthetists,  physician  assistants,  and  | !v 
others  for  whose  acts  or  omissions  you  are  legally  liable,  j T 


Liability  limits  available: 
Per  Claim  Limits 

1.  $1,000,000 
2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAIL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period: 

A.  death  or  total  and  permanent  disability  occurs:  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 


1 


Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer  f 
review,  provided  that  your  activity  is  within  the  scope  ' f 
of  the  committee’s,  panel’s  or  board’s  established  : , 

guidelines.  All  other  antitrust  exposures  are  excluded.  , 


Contractual  Liability 

Contraccual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  IPA,  or  other  similar 
organizations  but  only  for  such  liability  as  is  attributable 
tothe  CNA-insured  physicians’  negligence. 

Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 

Audiologist 
Medical  Aide 
R.N. 

L.PN. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 
Medical  Laboratory  Technician 
Research  PhD 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


Optometrist 
Pharmacist 
O.R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 

Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured’s 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA. 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician.  , 

B.  Coverage  for  a multi-member  group  shall  be  provided 

on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  cove''age.  ^ 

Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
^needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

PO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 

Harry  S.  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 


CNA 

For  All  the  ( ommitment.s  You  Make® 

AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 
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DIVORCE:  A PEDIATRICIAN'S  VIEW 


J.  Jordan  Storlazzi,  M.D. 


As  a pediatrician,  one  all  too  often  sees  the 
devastating  effect  divorce  can  have  on  the  life 
of  a child. 

When  a child  is  hurt  by  divorce,  the  parents 
must  bear  some  of  the  blame,  but  I believe  the 
real  culprit  may  be  our  legal  system.  It  is  a sys- 
tem, I submit,  that  must  be  changed. 

Most  recently,  the  need  for  an  overhaul  of  our 
divorce  system  was  made  clear  to  me  by  Holly, 
a teenager  whom  I have  taken  care  of  since  her 
birth.  As  I came  into  the  examining  room  and 
I saw  her  smile  at  me,  my  mind  flashed  back  to 
the  hospital  nursery  where  I first  saw  her,  16 
years  ago.  She  was  an  unusually  lovely  baby, 
and  she  had  become  a stunning  young  woman. 

Normally  my  nurse  notes  on  the  chart  for  me 
the  patient’s  symptoms,  but  on  Holly’s  cheirt  was 
written  only;  “Prefers  to  discuss  problem  with 
you.” 

“You  won’t  tell  my  father  what’s  wrong  with 
me,  will  you?”  Holly  asked. 

I’ve  been  a pediatrician  for  more  than  20 
years,  and  my  busy  suburban  Wilmington  prac- 
tice includes  a good  many  teenagers,  so  it’s  not 
unusual  for  me  to  hear  that  request.  Usually  it’s 
a pregnancy  scare,  or  a drug  problem.  I tell 
teenagers  that  while  most  of  the  time  their  care 
is  confidential,  there  are  times  when  their  par- 
ents may  have  to  be  told,  and  usually,  they  ac- 
cept this.  But,  Holly’s  request  surprised  me. 
Although  I knew  her  parents  well,  I hadn’t  seen 
them  for  almost  two  years.  They  had  gone 
through  a bitter  divorce,  and  at  the  time  her 
father  had  moved  to  California. 

“Holly,  let’s  talk  about  who  has  to  know  when 
we  know  what’s  wrong  with  you,  O.K.?  What 
seems  to  be  the  problem?” 

Dr.  Storlazzi  is  an  Attending  Senior  Pediatrician,  Medical  Center  of  Delaware, 
and  Clinical  Assistant  Professor,  Department  of  Pediatrics,  Jefferson  Medical 
College. 


“I  think  I have  a disease  - a venereal  disease,” 
she  said,  and  it  struck  me  that  her  voice  was 
tinged  with  triumph, 

I examined  her,  and  after  she’d  dressed,  we 
faced  one  another  across  my  desk, 

“You  do  have  a venereal  disease.  Holly,  and 
before  we  talk  about  telling  your  parents,  we 
need  to  talk  about  telling  the  young  man  you’ve 
had  relations  with.  He  needs  to  see  a doctor  and 
be  treated.” 

“Great,”  Holly  said  sarcastically,  “I’ll  go 
around  school  broadcasting  to  every  guy  I’ve  had 
sex  with  that  I have  VD  and  he  should  see  a 
doctor.” 

“You  don’t  have  to  broadcast  anything,  but 
you  need  to  tell  them,”  I said  trying  to  conceal 
my  dismay.  “If  you’re  old  enough  to  have  this 
type  of  infection,  you’re  old  enough  to  be  respon- 
sible to  others.” 

I wrote  a prescription  with  directions  on  how 
to  take  the  medicine.  As  I handed  it  to  her,  she 
said,  “you’re  not  going  to  tell  my  father  are  you? 
He’d  really  kill  me.” 

I began  to  see  that  Holly’s  sexual  promiscui- 
ty might  well  be  a tragically  misguided  attempt 
to  get  her  father’s  attention. 

“I  don’t  have  to  tell  him.  But  you  know,  you 
sound  a little  bit  like  Br’er  Rabbit  to  me:  ‘Do 
anything  you  want  Br’er  Fox.  Kill  me,  but  don’t 
throw  me  in  that  briar  patch!’  Remember  that? 
I think  you  want  me  to  talk  with  your  father 
about  you!” 

My  nurse  stuck  her  head  in  the  door  to  signal 
that  patients  were  waiting  in  all  three  examin- 
ing rooms.  In  the  background  I could  hear  the 
din  from  sick  kids  in  the  waiting  room.  I knew, 
in  the  height  of  the  cold  season,  it  was  wall  to 
wall  toddlers. 

“Look  Holly,  how  long  has  it  been  since  you’ve 
seen  your  father?” 
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“A  year  and  a half,  maybe  longer,”  tears  were 
now  running  down  her  cheeks. 

“How  about  I call  him?  I won’t  tell  him  your 
problem,  but  I’ll  tell  him  you  miss  him.  Does 
that  sound  O.K.?” 

“Would  you  do  that?”  through  the  tears  her 
face  was  now  glowing,  as  though  the  sun  had 
suddenly  come  through  the  rain. 

That  night  I called  Holly’s  father,  and  told  him 
she’d  been  in  to  see  me  for  a minor  illness,  but 
that  she  missed  him  deeply. 

“Oh  God  I miss  her,  but  that  ex-wife  of  mine 
is  really  bitter!  She  has  custody  and  she  won’t 
let  me  even  talk  to  them  on  the  phone.  Last  time 
I tried,  she  threatened  to  call  the  police  if  I didn’t 
stop  harassing  her.  I’m  supposed  to  be  able  to 
visit  at  a mutually  convenient  time.  No  time  is 
convenient  for  her;  she  as  much  as  told  me  that. 
Do  you  know,  she  even  sent  back  the  Christmas 
presents  I mailed,  unopened.” 

I commiserated  with  him.  I was  about  to  end 
the  call  when  I had  an  idea;  it  wouldn’t  give  Hol- 
ly the  father  she  so  desperately  needed,  but  it 
might  help  her  a bit. 

“If  you  want  to  write  Holly  a letter  explain- 
ing things,  send  it  to  me  and  I will  see  she  gets 
it.” 

I hoped  he  would  follow  my  suggestion.  When 
Holly  came  back  to  me  in  ten  days,  I would  try 
to  get  her  some  counseling,  and  I’d  give  her  what 
she  so  desperately  wanted:  the  assurance  that 
she  still  had  a father  who  loved  her. 

The  tragedy  of  Holly’s  story  is  that  it  is  mere- 
ly a variation  on  a theme  I see  day  in  and  day 
out  in  my  practice.  Divorce  under  our  present 
system  can  badly  hurt  children  and  young  peo- 
ple, sometimes  wounding  them  in  ways  from 
which  they  never  fully  recover.  I believe  we 
must  work  to  make  divorce  as  untraumatic,  and 
as  constructive  an  experience  as  possible  for  chil- 
dren and  their  parents. 

Parents  generally  understand  that  life  will  go 
on.  They  hope  it  will  be  happier  and  less  stress- 
ful than  it  has  been.  But  children  find  it  very 
hard  to  imagine  a life  without  both  parents. 
Therefore,  it  is  essential  for  parents  to  be  in  con- 
trol of  their  emotions,  and  to  act  together  in  a 
rational,  calm  way  that  reassures  the  children 
that  they  will  always  have  their  parents:  that 
they  are  not  being  left  behind. 

In  some  cases,  where  the  marriage  has  been 
stormy,  desperate,  and  hopeless,  children  may 


be  better  off  when  it  ends.  If  they  can  then  have 
a peaceful,  supportive,  nourishing  environment, 
and  come  to  see  both  of  their  parents  as  separate 
but  satisfied,  healthy  adults,  the  trauma  of 
divorce  can  be  minimized. 

Children  must  be  reassured  repeatedly  that 
their  parents  love  them  and  will  continue  to  love 
them  after  the  divorce.  Parents  divorce  each 
other,  not  their  kids. 

Initially,  most  parents  approach  divorce  with 
concern  for  the  effect  it  will  have  on  their  chil- 
dren. Most  parents  understand  they  are  parents 
for  the  entire  lives  of  their  children,  divorced  or 
not.  Some  cooperate  splendidly  to  create  a secure 
environment  for  their  children.  But,  too  often 
something  goes  wrong,  and  the  spirit  of  cooper- 
ation is  replaced  by  resentment,  hostility,  and 
even  a vindictive  quest  for  revenge.  I think  this 
happens  usually  after  the  legal  system  gets  in- 
volved. It  is  this  adversarial  system,  which  pits 
parent  against  parent,  that  will  make  the  very 
sensitive  decision  about  the  welfare  of  the  chil- 
dren. If  parents  make  these  most  important  de- 
cisions themselves,  with  or  without  the  help  of 
mediation  and  professional  advice,  they  will 
usually  abide  by  the  decision  and  continue  to 
communicate  and  cooperate. 

Too  often,  the  judicial  system  makes  children 
choose  between  parents.  This  system  causes  par- 
ents to  be  untruthful  and  to  speak  negatively 
about  their  ex-spouses.  This  can  be  a significant 
cause  of  real  psychological  problems.  I think  of 
another  patient  of  mine,  Teddy.  I believe  that 
his  having  to  make  that  choice  aggravated  his 
asthma. 

Teddy’s  parents  divorced  rather  peaceably,  but 
Teddy,  at  the  age  of  nine,  was  asked  by  the  judge 
which  parent  he  wanted  to  live  with.  Like  most 
young  children,  he  chose  his  mother.  But,  almost 
immediately  after  the  divorce,  he  began  to  have 
asthma  attacks  on  the  weekends  he  spent  with 
his  father,  and  both  parents,  and  the  superficial- 
ity of  the  present  system,  feared  this  meant  that 
Teddy  did  not  want  to  go  to  his  father’s.  When 
medication  failed  to  control  his  attacks,  I sug- 
gested Teddy  be  seen  by  a child  psychologist.  Af- 
ter several  sessions,  the  psychologist  found 
Teddy  did  want  to  go  to  his  father’s,  but  was 
very  anxious  about  leaving  his  mother.  Would 
his  mother  think  he’d  chosen  his  father  over 
her?  Would  she  retaliate  by  rejecting  Teddy  and 
not  be  there  when  he  came  home? 
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At  the  psychologist’s  suggestion,  Teddy’s 
mother  began  to  drive  him  to  his  father’s  house 
and  come  inside  for  a few  minutes  to  chat  with 
her  former  husband  of  the  plans  that  she  and 
Teddy  had  for  the  coming  week.  Then,  she’d 
cheerfully  bid  both  Teddy  and  his  father  good- 
bye. The  father  began  encouraging  Teddy  to  call 
his  mother  to  say  good  night.  And,  when  he 
brought  Teddy  home  on  Sunday,  he  came  inside 
the  house  for  a moment  and  told  Teddy’s  mother 
what  they’d  done.  She  expressed  her  approval 
and  pleasure  that  they’d  had  such  a good  time. 

Teddy  is  now  twelve,  and  has  had  only  one 
asthma  attack  in  the  last  two  and  a half  years. 
That  was  when  he  slept  over  a friend’s  house 
and  shared  his  bed  with  the  family  dog.  Teddy 
is  allergic  to  dog  dander. 

Jim,  the  father  of  two  of  my  patients,  aged  14 
and  16,  is  in  prison.  He  had  been  a school 
teacher  until  it  was  learned  he  had  raped  three 
women  in  the  community.  After  his  conviction, 
about  a year  ago,  he  wife  divorced  him.  She  re- 
fuses to  take  their  daughters  to  see  him  in  pris- 
on. I am  sure  she  would  be  upset  if  she  knew 
what  her  daughters  have  told  me.  On  Sunday 
afternoon,  when  their  mother  thinks  they  are 
in  a church  youth  fellowship  meeting,  they  get 
on  a bus  and  go  see  their  father  with  their  grand- 
parents, who  realize  the  importance  of  their  con- 
tinuing contact  with  their  father. 

CONCLUSION 

We  may  never  make  every  divorce  a “good” 
divorce,  but  we  can  work  to  improve  our  system. 
To  do  this,  I think  we  must  have  legislative  re- 
form and  education  among  professionals  and 
adults  who  care  for  the  welfare  of  children.  The 
present  system  must  be  changed  with  the  help- 
ing professions  of  medicine  and  psychology  a 
part  of  the  change.  The  system  is  creating  and 
generating  more  problems  than  it  solves  because 
it  is  adversarial.  Most  parents  in  divorce 
proceedings  are  adversaries  alreadji.and  they 
and  their  innocent  bystanding  children  don’t 
need  more  adversarial  fuel  on  the  conflagration. 
The  current  system  maintains  that  the  client 
must  be  defended  at  all  costs  ignoring  the 
tremendous  immediate  and  long  term  costs: 
financial  and  psychological  to  both  parents,  psy- 
chological to  the  kids,  and  economic  to  society 
over  the  players  entire  lives. 


The  “helping  professions”  can  complement  the 
system  with  mediation  which  doesn’t  exploit  the 
adversarial  nature  of  divorcing  parents  as  our 
present  system  does.  An  adversarial  system  may 
work  well  with  clients  who  are  problems  to  our 
society  at  large,  but  rarely  are  divorcing  parents 
and  unwitting  children  social  problems.  And, 
the  most  critical  issue  to  the  equation  is  that  the 
adversarial  system  has  minimal  training  and 
expertise  in  the  basic  areas  of:  child  develop- 
ment, psychology  for  adults  and  children,  fami- 
ly dynamics,  and  mediation.  Cooperation, 
mutual  understanding,  and  professional  dia- 
logue will  best  attack  this  present  challenge. 
This  challenge  must  be  met  because  at  present 
decisions  are  made  which  affect  children  and 
multiple  families  for  many  years  into  their  col- 
lective futures.  We  must  stop  pitting  parent 
against  parent  and  forcing  children  to  make  de- 
cisions they  are  not  developmentally  capable  of 
making.  By  mediation  outside  the  legal  system, 
the  important  decisions  regarding  children  can 
be  made  by  the  parents  with  the  guidance  of  psy- 
chologists, pediatricians,  and  legal  profession- 
als regarding  custody  and  visitation,  the 
thorniest  problems  of  divorce.  Compliance  and 
cooperation  are  greatly  facilitated  when  parents 
mediate  their  own  problems  rather  than  deci- 
sions being  forced  on  them  by  a system  that  may 
not  be  the  best  advisor  to  them.  The 
beneficiaries  of  this  cooperative  interprofession- 
al effort  will  be  the  children.  In  Delaware,  a 
group  has  been  formed  to  accomplish  this  goal. 
The  Separation/Divorce  Mediation  Service  in- 
volves a team  - a pediatrician,  a lawyer,  and  a 
developmental  psychologist.  The  team  members 
first  work  individually  with  parents  and  chil- 
dren, and  then  collectively  with  team  members 
and  parents  at  a staffing  conference.  This  helps 
marital  partners  achieve  a healthy,  constructive 
divorce.  Each  member  of  the  team  works  on  a 
different  aspect  of  the  divorce  experience,  relat- 
ing to  their  professional  expertise,  and  always 
advocating  the  right  of  children  involved.  A good 
place  to  start  is  with  the  Bill  of  Rights  and 
Responsibilities  for  Children  and  Divorced  Par- 
ents which  is  distributed  by  this  service. 

THE  RIGHTS  OF  THE  CHILDREN 

1.  To  grow  to  maturity  with  love  and  guidance 
from  both  parents. 
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2.  To  experience  a positive,  constructive  relation- 
ship with  both  parents  and  grandparents. 

3.  To  have  the  same  educational  opportunities 
that  they  would  have  had  had  the  family  re- 
mained intact. 

4.  To  have  the  best  medical,  dental,  psychologi- 
cal, and  economic  support  that  both  parents  can 
provide  and  afford. 

5.  To  live  as  normal  lives  as  possible  after  the 
divorce. 

CHILDREN'S  RESPONSIBILITIES 

1.  Children  must  not  manipulate,  or  try  to 
manipulate,  either  parent  directly,  or  through 
grandparents,  siblings,  friends,  or  extended 
family. 

2.  Children  must  not  team  up  with  a sibling 
against  one  or  both  parents. 

PARENTS'  RESPONSIBILITIES 

1.  A parent  must  not  interfere  with  children’s 
visitation  or  communication  with  the  other 
parent. 

2.  Parents  must  try  to  be  positive  role  models 
for  their  children. 

3.  Parents  have  a lifetime  responsibility  to  both 
former  spouse  and  children  to  communicate 
civilly,  and  cooperate  in  working  out  problems 
relating  to  children. 

4.  Parents  must  realize  that  problems  will  oc- 
cur in  raising  children  after  divorce  just  as  they 
do  in  a normal,  intact,  family,  and  they  must 
work  them  out  civilly,  cooperatively,  for  the  best 
interests  of  the  children. 

5.  Parents  must  never  make  children  choose  be- 
tween parents. 

6.  Parents  must  not  intimidate  children,  or  al- 
low grandparents  to  do  so. 

7.  Parents  must  not  expect  legal  solutions  to 
non-legal  problems  of  divorce. 
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8.  Parents  must  not,  in  any  way,  try  to  discredit, 
harass,  punish,  or  degrade  a former  spouse. 

9.  Parents  have  a right  to  their  own  lifestyles. 

10.  Nurturing  of  children  is  the  job  of  both 
parents. 

It  is  in  the  best  interest  of  both  parents  and  chil- 
dren if: 

1.  Parents  have  joint  custody. 

2.  There  is  free  communication  between  parents 
and  their  children. 

3.  Parents  are  supportive  of  each  other  and  their 
children. 

4.  There  is  a periodic  review  with  non-adverse 
professions  of  support  of  visitation  arrangement. 

When  all  else  fails,  parents  and  children  follow 
the  golden  rule:  “Do  unto  others  as  you  would 
have  others  do  unto  you.” 

It  is  a small  effort,  but  it  is  a beginning.  If  such 
efforts  are  under  way  in  your  community,  I urge 
you  to  share  them  and  share  with  them. 

For  Sale: 

Pediatric  Table 
With  Scale, 

Desk,  File  Cabinets, 
Executive  Desk  and 
Other  Assorted  Chairs, 
End  Tables,  and  Lamps. 

Call 

798-0948 

for  more  information 
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...is  what  your  presentations  will  have  when 
Medicam  produces  your  slides.  Or  overheads. 
Or  audience  handouts.  Or  illustrations.  Or 
photographs  for  publication. 

Medicam  specializes  in  providing  photography 
& graphics  services  to  physicians  and  others  in 
the  health  care  community.  We  understand  the 
need  for  strong  visual  communication  and  can 
help  you  to  present  your  ideas  more  effectively. 
Let  us  give  your  next  presentation  IMPACT! 


Photography  and  Graphics  for  Presentation  and  Publication 
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THE  EARLY  DETECTION  OF  CHRONIC  DISEASE  IN 
DELAWARE 


Robert  W.  Frelick,  M.D. 


The  rational  and  scientific  basis  for  screening 
for  chronic  diseases  needs  to  be  reviewed  before 
outlining  a proposal  to  promote  an  early  detec- 
tion program  for  all  Delawareans  through  pub- 
lic health  or  hospital  clinics,  or  offices  of  private 
physicians. 

The  News  Journal  recently  noted  that  Dela- 
ware women  had  one  of  the  highest  cancer  mor- 
tality rates  in  the  country.  Unfortunately,  this 
is  also  true  for  men.  Evidence  is  less  easily  avail- 
able for  chronic  diseases  other  than  cancer,  but 
there  is  little  question  about  the  scandalously 
high  rates  of  sexually  transmitted  diseases,  and 
the  high  neonatal  mortality  rates. 

Prevention  is  usually  the  best  and  most  cost 
effective  way  to  control  disease.  It  has  been  es- 
timated that  prevention  has  the  potential  to 
reduce  cancer  deaths  by  28%,  cardiovascular 
deaths  by  45%,  and  the  debilitating  complica- 
tions of  diabetes  by  50%.  Prevention  has  been 
divided  into  three  classifications:  primary, 
which  aims  to  prevent  the  initial  development 
of  the  disease  in  a population  at  risk;  secondary, 
which  attempts  to  find  early  disease  in  asymp- 
tomatic individuals;  and  tertiary,  which  is 
designed  to  arrest  the  disease  progression. 

Secondary  prevention  can  be  accomplished 
through  screening  and/or  by  case  finding,  often 
called  early  detection.  Most  epidemiologists  con- 
tend that  it  is  poor  public  policy  to  advocate 
screening  unless  it  can  be  shown  to  reduce  mor- 
tality in  a randomized  controlled  study  in  an 
asymptomatic  population.  There  has  been  little 
recognition  that  there  is  value  in  self-selection 
which  builds  in  some  cost  savings.  If  clinical 

Dr.  Frelick  is  Director,  Chronic  Diseases,  Division  of  Public 
Health,  State  of  Delaware. 
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logic  had  been  used  to  interpret  the  non- 
randomized  Breast  Cancer  Demonstration  and 
Detection  Program,  the  value  of  mammography 
for  the  early  detection  of  breast  cancer  with  its 
improvement  in  survivorship  would  have  been 
recognized  and  adopted  for  routine  use.  This  is 
not  just  a theoretical  problem.  A good  many  lives 
have  been  lost  secondary  to  the  fears  of  radia- 
tion which  were  fanned  by  John  Bailor  in  the 
late  1970s.  A recent  review  of  the  statistical  data 
shows  that  the  earlier  cases  found  on  mammog- 
raphy had  improved  survival  rates  even  under 
the  age  of  50.  The  Health  Insurance  Program 
Mammography  and  Physical  Screening  Project 
to  detect  early  breast  cancer  in  the  early  1960s 
did  not  show  an  acceptable  statistical  effect  on 
mortality  under  the  age  of  50  largely  because 
of  the  size  of  the  population,  but  a recent  update 
shows  an  impact  on  mortality  even  under  the 
age  of  50. 

Mortality  alone  may  be  poor  measure  of 
progress.  In  Delaware,  Dr.  Leslie  Whitney,  who 
directed  a study  of  800  women  with  breast 
cancer,  has  shown  that  about  60%  of  those  who 
died  did  not  die  of  breast  cancer.  It  is  not  clear 
how  a death  should  be  classified  in  a patient 
with  hypertension,  obesity,  asthma,  cancer  of 
the  cervix,  or  melanoma.  Multiple  causes  oxe  fre- 
quent over  the  age  of  65,  raising  serious  ques- 
tions about  some  of  the  age  adjusted  statistics 
in  that  age  group. 

A combined  program  of  historical  risk  assess- 
ment, physical  findings,  and  simple  laboratory 
services  is  seldom  evaluated.  However,  a study 
from  the  Kaiser  multiphasic  experience  ques- 
tions the  effectiveness  of  multiphasic  screening 
when  using  strict  epidemiological  criteria, 
although  the  test  group  failed  to  participate  in 
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up  to  25%  of  the  tests  and  the  control  group  had 
a significant  number  of  screening  studies.  Dra- 
matic reduction  in  morbidity  and  mortality  from 
the  complications  of  h5rpertension  have  occurred 
in  the  last  15  years,  presumably  secondary  to 
the  detection  and  treatment  of  high  blood  pres- 
sure. SEER  cancer  data  show  that  most  five  year 
survivors  were  diagnosed  with  early  stage  dis- 
ease. This  is  no  surprise  to  clinicians.  Epidemi- 
ologic criteria  would,  according  to  a 
mathematical  model,  require  a ten  year  study 
of  15,000,000  men  to  determine  if  self- 
examination  of  the  testes  could  be  recommend- 
ed to  control  testicular  cancer.  Likewise,  it 
would  require  a randomized  study  of  rectal  ex- 
aminations to  detect  prostatic  cancer,  an  ethi- 
cally unacceptable  study.  Therefore,  some  public 
health  measures  have  to  be  instituted  with  less 
complete  “scientific”  proof,  as  is  true  of  many 
clinical  treatment  decisions. 

Action  is  required  to  reduce  the  pain,  suffer- 
ing, disability,  death,  and  costs  of  illness.  The 
American  Cancer  Society  has  made  recommen- 
dations for  a number  of  detection  studies,  many 
of  which  have  not  been  agreed  upon  by  other 
professional  groups.  However,  secondary  to  re- 
cent initiatives  of  the  National  Cancer  Institute, 
agreement  is  being  reached  on  many  early  de- 
tection recommendations.  For  example,  while  it 
has  been  suggested  that  the  frequency  of  Pap 
smears  for  the  detection  of  cervical  cancer  be 
reduced  to  every  three  years,  if  there  have  been 
yearly  negative  tests,  this  will  be  modified  to  in- 
dicate that  the  frequency  recommendations  for 
the  individual  patient  should  be  determined  by 
her  examiner.  All  can  now  recommend  mam- 
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mogi’aphy  every  one  or  two  years  for  women 
over  40.  It  is  hoped  that  uniform  recommenda- 
tions will  improve  the  poor  compliance  noted  in 
an  American  Cancer  Society  survey  several 
years  ago.  In  that  study,  while  half  the  physi- 
cians tended  to  agree  with  the  American  Cancer 
Society  recommendations,  less  than  a sixth  were 
recommending  mammograms  for  their  patients. 

Currently,  widespread  blood  pressure  screen- 
ing is  being  done  in  Delaware.  There  is  hope 
that  with  automated  equipment,  cholesterol  and 
blood  sugar  tests  can  be  added.  Impediments  to 
the  implementation  of  early  detection  need  to 
be  overcome  in  the  public  at  risk,  public  health 
clinics,  and  the  doctors’  offices.  It  will  require 
the  combined  efforts  of  health  care  providers, 
educators,  industrial  and  labor  leaders,  legisla- 
tors, and  communications  experts  to  persuade 
the  public  to  request  such  services,  and  of  health 
care  providers  to  offer  the  “screens”  appropri- 
ate to  the  risks.  Early  detection  should  also  be 
a cost  effective  way  to  identify  problems  in  un- 
derserved populations.  Ideally,  the  early  detec- 
tion of  diseases  should  become  an  accepted  part 
of  routine  care,  whether  in  private  offices  or  pub- 
lic clinics.  There  also  needs  to  be  full  realization 
that  even  complete  examinations  and  sophisti- 
cated laboratory  studies  cannot  detect  100%  of 
all  illnesses,  and  that  new  illnesses  can  occur 
between  screens.  People  should  be  educated  to 
report  changes  in  signs  and/or  symptoms  be- 
tween screens.  The  wide  adoption  of  the  above 
principles  should  reduce  misunderstandings 
leading  to  malpractice  actions,  while  promoting 
a system  of  secondary  prevention  to  reduce 
morbidity  and  mortality  in  Delaware. 
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For  over  half  a century  the  name  Mansure  & Prettyman  has 
been  the  hallmark  of  enduring  excellence  in  fashions  for  men. 

It  is  your  assurance  of  quality,  value  and  service 
equal  to  the  demands  of  today's  most  discriminating  man. 
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The  Fhrsonality  Disorder 
Treatment  Pnogramof 
Sieppaid  Pratt  Efospital. 


You  know— perhaps  firsthand— how  treating  a borderline 
patient  can  become  a vicious  circle.The  harder  you  try  to  help,  the 
more  resistant,  or  even  abusive  your  patient  becomes,  until  both 
of  you  are  left  frustrated  and  exhausted. 

But  how  do  you  break  the  therapeutic  deadlock?  Changing 
therapists  may  only  begin  the  cycle  all  over  again.  And  a brief 
hospital  stay  usually  produces  only  temporary  improvement. 

At  Sheppard  Pratt,  our  experience  has  shown  that  specialized 
inpatient  treatment,  coupled  with  the  opportunity  for  a longer 
hospital  stay,  may  be  the  only  effective  way  to  interrupt  this  pattern 
of  behavior  and  uncover  and  resolve  the  deep-seated  problems 
underlying  the  patient’s  longstanding  difficulties. 

The  Personality  Disorder  Treatment  Program  at  Sheppard 
Pratt  is  designed  to  provide  such  long-term  care.  Our  objective  is 
to  bring  about  lasting  improvement  in  patients  with  personality 
disorders. 

The  process  is  not  easy.  Serious  personality  disorders  do  not 
lend  themselves  to  a “quick  fix.”  But  we  are  encouraged  by  the 
number  of  our  patients  who  have,  in  time,  broken  out  of  the 
vicious  circle. 

ff  you  would  like  to  know  more  about  the 
Sheppard  Pratt  approach  to  the  borderline  patient 
and  other  patients  with  severe  personality 
disorders,  contact  the  Admissions  Office  at 
(301)  938-3800  or  toll  free  1-800-627-0330,  The 
Sheppard  and  Enoch  Pratt  Hospital,  6501  North  disom)Wt^a™ 
Charles  Street,  PO.  Box  6815,  Baltimore,  MD 
21285-6815. 
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■ 100%  said  the  directions  on  the  Convenience  Pak  Wi 
clear  and  easy  to  understand 

■I  93%  reported  not  missing  any  doses 


Pharmacists  sai 
at  no  extra  cost 

■ The  Convenience  Pah 
minimizes  handling 


The  Convenience  Pak 
promotes  patient  counseting 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


I Additional  information  available  to  the 
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AXID® 

nizatidine  capsules 

Briel  Siiinmary 

Consult  die  pacute  literature  tor  complete  intormadori. 

Indlcadoiu  and  Usage;  Axid  is  indicated  for  up  to  eight  weexs  tor  tne  treatment  of 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Axid  is  indicated  for  maintenance  therapyfor  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuoustherapy  with  Axid  forlonger  than  one  year  are  not  known. 
Contraindicadon:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caubon  in  pabents  with  hypersensitivity  to  other 
Hrreceptor  antagonists. 

Precaudons:  General  - 1 Symptomabc  response  to  nizabdine  bierapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizabdine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinebc  studies  in  pabents  with  het^orenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizabdine  is  metabolized  in  the  liver.  In  pabents  with  normal 
renal  funcbon  and  uncomplicated  hepabc  dysfuncbon.  the  disposibon  of  nizabdine 
is  similar  to  that  in  normal  subjects 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Mulbsbx*  may 
occur  during  therapy  with  nizabdine. 

Drug  Inleracbons -Ho  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  lidocaine.  phenytoin.  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyrnc  system: 
therefore,  drug  interacbons  mediated  by  inhibibon  of  hepabc  metabolism  arc  not 
expected  to  occur.  In  pabents  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  niz^dine.  1 50  mg  b.i.d..  was 
administered  concurrenby. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility -b  two-year  oral  car- 
cinogenlci^  study  In  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastric  oxynbc  mucosa.  In  a two-year  study  In  mice,  ffiere  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo.  Female 
mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significant  increases  in  hepabc  carcihoma 
and  hepabc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  ofher 
dose  groups.  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
historical  control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  Indicated  by  excessive  (30%) 
weight  decr^ement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevabons).  The  occurrence  ol  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity.  Including  bacterial  mutabon  tests,  unscheduled  DMA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  postnatal  ferbllty  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy  - Teratogenic  Efiects  - Pregnancy  Category  C-Oralreproducbon 
studies  in  rats  at  doses  up  to  300  bmes  bie  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect;  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  heated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administrabon  to  pregnant  New  Zealand  White  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  fhe  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus,  there  are,  however,  no  adequate  and  well-conholled  studies  in  pregnant 
women.  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity.  Nizabdine  should  be 
used  during  pregnancy  only  if  the  potenbal  benefit  justifies  the  potenbal  risk  to  the 
fetus. 

Nursing  Mofhers -Studies  conducted  in  lactabng  women  have  shown  that 
<0.1%  of  the  administered  oral  dose  of  nizabdine  Is  secreted  In  human  milk  in 
proporbon  to  plasma  concenhabons.  Caubon  should  be  exercised  when  adminis- 
tering nizabdine  to  a nursing  mother. 

Pediatric  Use  - Safety  and  effecbveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients  - Ulcer  healing  rates  In  elderly  pabents  are  similar  to 
biose  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormal  ibes  are  also  similar  to  biose  seen  In  other  age  groups.  Age  alone  may 
not  be  an  important  factor  in  the  disposbion  of  nizabdine.  Elderly  pabents  may  have 
reduced  renal  funcbon. 

Adverse  Reacbont:  Clinical  trials  of  nizabdine  included  almost  5.000  pabents 
given  nizabdine  in  studies  of  varying  durabons.  Domesbc  placebo-conbolled  bials 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo.  Among 
reported  adverse  events  In  the  domesbc  placebo-conbolled  trials,  sweabng  (1  % vs 
0.2%).  urbcaria  (0.5%  vs  < 0.01  %).  and  somnolence  (2.4%  vs  1 .3%)  were  signbi- 
canby  more  common  In  the  nizabdine  group.  A variety  of  less  common  events  was 
also  reported:  b was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine. 

H^atic  — Hepatocellularinjury.  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probably  miated  to  nizabdine.  In  some  cases,  there  was  marked 


elevabon  of  SGOX  SGPT  ermmes  (greater  than  500  lU/L)  and,  in  a single  instance, 
SGPT  was  greater  than  2,000  lU/L.  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limb  of  normal,  however,  did  not 
signbicanby  dbfer  bom  bie  rate  of  liver  enzyme  abnormalbfes  in  placebo-treated 
pabents.  All  abnormalbies  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular  -In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventriculartachycardia  occumed  in  two  individuals  administered  Axid  and  in 
three  urbreated  subjects. 

CNS — Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne  - Clinical  pharmacology  studies  and  corbrolled  clinical  trials  showed 
no  evidence  of  anbandrogenic  acbvi^  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  equal  bequency  by  pabents  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomasba  occurred. 

Hematologic -Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
beated  wbh  Axid  and  another  Hrreceptor  antagonist  On  previous  occasions,  this 
pabent  had  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases  of 
thrombocytopenic  puqiura  have  been  reported. 

Inlegumental -Sweating  and  urbcaria  were  reported  sigibficanby  more  be- 
quenby  In  nizabdine- than  In  placebo-beated  pabents.  Rash  and  exfoliabve  dermab- 
bs  were  also  reported. 

Hypersensitivity — As  wbh  obier  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizabdine  have  been  reported.  Because  cross-sen- 
sbivby  in  biis  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  wbh  a history  of  previous  hypersensbivby 
to  these  agents.  Rare  episodes  of  hypersensbivby  reacbons  (eg,  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other — Hyperuricemia  unassociated  with  gout  or  nephroibhiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizabdine  administrabon  have  been 
reported. 


: Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  seTve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  -There  Is  Ibbe  clinical  experience  wbh  overdosage  ol  Axid 
in  humans.  Test  animals  that  received  large  doses  of  nizabdine  have  exhibbed 


mg/kg  and  232  mg/kg  respectively. 

Treatment  -To  obtain  up-to-date  informabon 


aboutthe  treatment  of  overdose,  a 

, , , . .,  .inenumbers 

of  cerbfied  poison  control  centers  are  listed  in  bie  Physicians'  Desk  Relerence 
(PDF!).  In  managing  overdosage,  consider  the  possibilby  of  mulbple  drug  over- 
doses, Interacb'on  among  drugs,  and  unusual  drug  kinebcs  In  your  pabent 
b overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 


considered  along  wbh  clinical  monboring  and  supportive  therapy.  Renal  dialysis  for 
four  to  six  hours  increased  plasma  clearance. 
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Enhances  compliance 
and  convenience  ^^ 
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Patients  appreciate  Axid,  30 
in  Uie  Convenience  Pak 


In  a Convenience  Pak  survey  (N = 10 
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HEALTH  RESOURCES  MANAGEMENT  COUNCIL 


Amos  M.  Burke 
Robert  I.  Welch 


Based  on  a recommendation  of  the  Governor’s 
Commission  on  Health  Care  Cost  Management, 
legislation  was  introduced  and  passed  unani- 
mously by  the  General  Assembly,  and  signed 
into  law  by  Governor  Castle  on  July  2,  1987, 
which,  along  with  streamlining  the  Certificate 
of  Need  program,  established  the  Health 
Resources  Management  Council.  This  15  mem- 
ber body  replaced  the  Delaware  Health  Coun- 
cil and  the  Statewide  Health  Coordinating 
Council,  whose  functions  were  largely  duplica- 
tive, due  to  the  national  health  planning  law 
which  had  previously  existed. 

Duties  and  responsibilities  of  the  council  in- 
clude the  following: 

• Development  of  a State  Health  Plan,  con- 
forming to  a statement  of  basic  principles,  goals 
and  priorities  that  set  forth  an  overall  direction 
in  which  health  care  in  Delaware  should  be 
proceeding; 

• Reviewing  health-related  plans  for  various 
state  agencies  for  consistency  with  these  basic 
principles  and  goals  adopted  by  the  Council; 

• Ensuring  an  opportunity  for  public  review 
and  comment  on  the  State  Health  Plan; 

• Addressing  specific  health  care  issues  so  as 
to  provide  guidance  to  decision  makers  in  both 
private  and  public  sectors.; 


Mr.  Burke  is  the  Director,  Bureau  of  Health  Planning  and  Resources  Manage- 
ment, Department  of  Health  and  Social  Services,  State  of  Delaware. 

Mr.  Welch  is  Health  Planning  Administrator,  Department  of  Health  and  So- 
cial Services,  State  of  Delaware. 


• Developing  specific  guidance  for  use  in 
reviewing  Certificate  of  Need  applications; 

• Reviewing  and  making  recommendations  on 
Certificate  of  Need  applications; 

• Gathering  and  analyzing  data  and  informa- 
tion needed  in  carrying  out  other  responsi- 
bilities; 

• Educating  the  general  public  and  other  in- 
terested parties  about  the  state’s  health  care  en- 
vironment and  the  health  care  needs  of  the 
population; 

• Identifying  priority  health  care  issues  that 
must  be  addressed  by  the  public  and/or  private 
sectors; 

• Articulating  a state  strategy  that  charts  a 
course  for  the  development  of  health  policy  and 
resources  that  will  result  in  the  improvement 
of  the  health  status  of  the  state’s  citizens; 

• Providing  data  on  health  care  utilization, 
costs  and  quality  that  will  assist  purchasers  and 
consumers  within  the  state  in  making  more  in- 
formed decisions; 

• Providing  guidelines  to  health  care  providers 
interested  in  practicing  or  expanding  within  the 
state  concerning  the  state’s  desired  mix  and  lev- 
el of  health  care  resources  and  its  expectations 
of  providers  that  do  practice  within  the  state; 
and 

• Periodically  reporting  on  the  progress  made 
by  the  state  in  meeting  specific  health-related 
objectives  adopted  by  the  Council  as  part  of  the 
State  Health  Plan. 
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Health  Resources  Management  Council  - Burke 


By  structuring  the  State  Health  Plan  in  the 
above  manner,  it  is  the  Council’s  belief  that  it 
will  become  a more  widely  read  and  useful  docu- 
ment. It  is  hoped  that  as  a result,  the  public  will 
become  better  informed  on  health  care  matters, 
and  that  the  state  health  planning  process  can 
play  a more  active  and  integrated  role  in 
promoting  the  development  of  health  policies 
and  resources  that  best  serve  the  citizens  of 
Delaware. 

To  this  end,  the  Council  has  developed  a state- 
ment of  basic  principles,  goals,  and  priorities 
that  provides  guidance  for  the  overall  direction 
in  which  health  care  in  Delaware  should  pro- 
ceed. They  have  examined  the  significant  health 
issues  facing  the  state  and  selected  three  priority 
health  care  issues  for  immediate  attention  - (1) 
health  care  personnel  shortages,  (2)  health  care 
cost  inflation,  and  (3)  health  care  data.  Task 
forces  are  actively  involved  in  addressing  the 
first  two  issues,  while  health  care  data  will  be 
addressed  by  the  Health  Resources  Management 
Council  as  a whole,  due  to  the  extensive  back- 
ground work  which  has  already  taken  place. 


Dg" 

PURELY  REFRESHING. 


Imagine  the  best  cup  of  water 
you've  ever  tasted.  Fresh,  cold  and  pure. 
Now  imagine  having  it  everyday  at  your 
c^venience  without  worrying  about 
service  costs,  installation  or  maintenance 
Sound  good?  Give  us  a call  today, 

OUR  BOniED  WATER  SERVICE  FEATURES 


• Mountain  Spring 
Water,  Hot  or  Co/d 

• A variety  ot  dis- 
pensers to  fit  your 
needs. 


• No  service  costs 

• New  filter  design 
for  healthier  water 

• No  plumbing 
required 


FIRST  MONTH’S  COOLER  RENTAL 

FREE 


when  you  mention  seeing  this  ad 


TAKEABREAKt 


413  Eighth  Ave.  • Wilmington,  DE  19805 


DESIGNING 
YOUR  RETIREMENT 

PROGRAM 

H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 

As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professioncils  skilled  in 
handling  the  complexities  of  designing — and  administering — retirement  plans. 

That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 

Creative  retirement  planning  provides  a brighter  future. 


201  Topkis  Building  • 100  Chapman  Road  • P.O.  Box  8118  • Newark,  Delaware  19714  • (302)  731-1326 


Wilmin^^n  Financial  Group 


362 


Del  Med  Jrl,  July  1989-Vol.  61,  No.  7 


31 


TS 


Delawareness  is 
private  banking 

that’s  as  individual  as 
you  are. 

a \£ 


01 
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If  your  financial  circumstances  are 
substantial  enough  to  demand  the  dedication 
of  a highly  experienced  bank  officer,  we  offer 
you  a complete  private  banking  service. 
Anywhere  in  the  state. 

Your  private  banker  will  offer  you  access  to 
every  financial  service  necessary  to  achieve 
your  particular  goals.  From  creative  financing 
and  loans  to  the  efficient  coordination  of  all 
your  banking,  brokerage,  trust  and  securities 
custody  business. 

And  although  each  arrangement  is  indi- 


vidually tailored,  total  dedication  to  the  unique 
needs  of  each  private  banking  client  is  the  com- 
mon theme  in  our  highly  uncommon  service. 

No  matter  where  you  live  in  Delaware,  you 
can  discover  the  unexpected  value  of  private 
banking  by  calling  your  nearest  Bank  of 
Delaware  Private  Banking  Center.  In  New 
Castle  County  call  John  Sylvester  at  429-2828; 
in  Sussex  County  call  Donald  Birch  at 
735-2365;  in  Kent  County  call  Robert  Merrill 
at  856-1660.  Out  of  state  call  toll-free 
1-800-722-1172. 


BANC  OF 
DEIAWAI^ 

Delaware’s  Bank 


DELAWARENESS  • EITHER  YOU  HAVE  IT  • OR  YOU  DON’T 


IB 


SAY  ACURA 


Your  prescription  for  feeling  great!  Faulkner  Acura  brings  out  the  best  in  you . . . with 
precision  engineering,  luxury  sports  sedan  appointments  and  response.  A total 
package  of  dependability  at  less  than  you’d  expect  to  pay  for  such  outstanding 
automotive  performance.  AH!  You’ll  love  it! 


EXTRA  SPECIAL  LEASING  OPTIONS  ON  SELECTED  ACURA  LS  MODELS 


SALES  • SERVICE  • LEASING 


HEALTH  DATA  NEEDS 


Amos  M.  Burke 


While  Delaware  has  a relatively  effective 
health  planning  and  Certificate  of  Need  pro- 
gram, it  has  historically  lagged  seriously  behind 
much  of  the  country  in  health  data  management 
activities.  This  lack  of  timely  and  reliable  mor- 
tality, morbidity,  and  health  services  information 
has  long  troubled  physicians,  health  planners, 
and  others  involved  in  community  wide  efforts  to 
improve  health  care.  These  people  will  be  pleased 
to  learn  that  this  situation  is  changing. 

A new  Health  Statistics  Center  has  been  estab- 
lished in  the  Bureau  of  Health  Planning  and 
Resources  Management.  This  center,  which  was 
established  in  cooperation  with  the  Division  of 
Public  Health,  has  the  statutory  responsibility 
to  collect,  maintain,  and  analyze  health  related 
data  in  order  to  assist  the  health  community  in 
planning,  administering,  and  evaluating  the 
quality,  quantity,  and  appropriate  combination 
of  health  services. 

The  Health  Statistics  Center  which  has  been 
in  operation  just  a little  over  a year  has  performed 
beyond  everyone’s  expectations.  We  now  have  a 
timely  and  high  quality  vital  statistics  data  base 
and  the  capability  of  performing  the  highly 
sophisticated  analysis,  such  as  the  Kessner  Index 
to  measure  the  adequacy  of  prenatal  care,  need- 
ed for  the  most  effective  use  of  information. 

In  support  of  Governor  Castle’s  “Focus  on  the 
First  Sixty  Months,”  the  Center  recently  pub- 
lished a major  report  on  natality  and  infant  mor- 
tality. This  publication  contains  the  most  current 

Mr.  Burke  is  Director,  Bureau  of  Health  Planning,  Department  of  Health  and 
Social  Services,  State  of  Delaware. 
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and  complete  information  that  has  ever 
been  available  on  this  subject  in  Delaware.  This 
report  is  being  widely  used  by  the  various  groups 
that  are  working  to  reduce  infant  mortality  in  the 
state.  In  addition,  the  Center  released  in  Febru- 
ary Delaware’s  first  truly  comprehensive  Annual 
Vital  Statistics  Report  which  will  provide 
meaningful  information  for  all  causes  of  mortal- 
ity in  the  state. 

Delaware  no  longer  lags  behind  most  states  in 
one  aspect  of  health  data  management  - we  have 
a vital  statistics  data  base,  and  statistical 
research  capabilities  that  are  on  par  with  or 
ahead  of  much  of  the  country.  However,  this  is 
only  one  component  of  the  comprehensive  health 
data  management  system  that  Delaware  desper- 
ately needs  and  can  have  in  a very  efficient  and 
cost  effective  manner. 

A major  new  initiative  for  which  legislation  is 
pending  will  expand  the  Health  Statistics 
Center’s  data  capabilities  into  the  area  of  institu- 
tional utilization  and  expenditure  data.  Con- 
sumers, health  professionals,  legislators,  and 
concerned  citizens  alike  recognize  the  need  for 
timely  and  accurate  health  data  in  making  im- 
portant routine  decisions.  Major  purchasers  of 
health  care  are  requesting  reliable  price  and 
utilization  data  in  order  to  implement  their  cost 
containment  goals.  The  Certificate  of  Need 
review  program  requires  evaluation  of  existing 
services  in  particular  communities,  based  on 
utilization  data,  in  order  to  determine  whether 
approval  should  be  given  for  new  and  expanded 
services.  Individuals  will  find  this  new  informa- 
tion is  useful  for  making  decisions;  providers  for 
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analyzing  the  market  and  developing  effective 
competitive  services. 

The  importance  of  improving  and  expanding 
our  data  management  capabilities  was  stressed 
by  the  Grovernor’s  Health  Care  Cost  Management 
Commission.  The  usefulness  of  health  data  was 
emphasized  in  a business  survey  conducted  by 
the  Commission’s  Task  Force  on  Health  Care 
Financing  and  Delivery  Alternatives.  Nearly 
half  of  the  respondents  indicated  that  the  state 
should  provide  assistance  in  controlling  costs  by 
serving  as  a central  source  of  information  on 
rates  of  utilization,  cost  trends,  and  health  care 
trends. 

The  establishment  of  an  effective  comprehen- 
sive health  data  management  and  statistical 
research  program  is  a complex  and  difficult 
challenge.  However,  the  need  is  so  great  that  it 
is  a challenge  that  Delaware  must  accept.  If  it  is 
approached  in  a well  planned,  realistic,  com- 
ponent by  component  fashion,  it  can  be  de- 
veloped in  a very  cost  effective  manner. 


Medical  Office 
for  Lease  at 
Omega  Professional 
Center 

Approximately 
1000  square  feet 
For  information 
please  call 

Dr.  Barry  Kayne 
648-7871, 

Evenings 

652-6372 


Delaware 

Auto 

Leasing 

For  Professionals! 

In  our  business  as  in  your  profes- 
sion, service  is  of  the  utmost  impor- 
tance. That  is  why  we  offer  the 
following  services: 

• Free  loaner  car 

• Paper  work  and  delivery  of 
the  car  completed  in  the 
privacy  of  your  home  or 
office 

• Cash  or  trade  for  your 
current  car 

• Ail  makes  and  models 

• Separate  service  facilities 

• Lease  terms  from  12  to  72 
months 

• Extended  service  contracts 

• Smail  Fleet  management 

We  do  all  of  this  for  you  because 
your  time  is  as  important  to  us,  as  it 
is  to  you. 

So  when  you  are  ready  for  your 
next  car  or  truck,  call  us.  Let  us 
show  you  how  our  service  sets  us 
apart  from  the  rest. 

From  the  ultimate  luxury  of  a Rolls  Royce 
to  the  economy  of  a Hyundai. . . 
“YOU  NAME  IT  WE  LEASE  IT” 

Delaware 
Auto  Leasing 

1605 Pennsylvania  Ave. , Wilmington 
Phone  (302)  656-3154 
FAX  Number  (302)  656-4709 
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200th  ANNIYED6ADY 
MEDICAL  SOCIETY  OE  DELAWARE 
1789  - 1989 


The  Medical  Soci- 
ety of  Delaware 
cordially  invites 
its  members  to 
participate  in  its  200th 
Anniversary  Celebra- 
tions to  be  held  through- 
out the  year. 

Please  look  for  your  invi- 
tations in  the  mail. 


CELEBRATIONS 

Monday,  May  15  thru  August  31,  1989 

An  exhibition  jointly  sponsored  by  the  University  of 
Delaware  Library  Associates. 

Saturday,  November  18,  1989 

Prayer  Breakfast 

Scientific  Session 

Dinner/Dance 

Fife  and  Drum  Corps 
Instruction  in  the  minuet 

Anyone  who  attends  the  dinner/dance  in  costume  will 
be  admitted  free  of  charge. 


o 


The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinicai  Audiologists; 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford.  Jr.  M.D, 
Jay  D.  Luff,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Staritey 


Editorial 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


YOU  GET  WHAT  YOU  PAY  FOR 

Much  discussion  lately  has  been  devoted  to  the 
concept  of  capitation.  Specifically,  should  physi- 
cians inform  their  patients  that  there  is  financial 
incentive  offered  to  the  doctor  for  keeping  down 
the  cost  of  the  patient’s  care?  It  has  been  argued 
that  this  concept  leads  to  inadequate  care, 
delayed  referrals,  misdiagnoses,  and  premature 
deaths.  This  may  or  mat  not  be  true,  but  the  larg- 
er question  is:  why  have  we  allowed  ourselves  to 
be  made  the  “bad  guys”  when  traditionally  we 
have  always  been  purely,  and  rightfully  so, 
responsible  to  the  patient  only? 

Physicians  must  be  the  patient’s  advocate.  Doc- 
tors in  the  private  sector  are  not  employees  of  in- 
surance companies.  We  are  not  the  primary  cause 
for  the  hyperbolic  rise  in  health  care  costs.  We 
should  mostly  be  concerned  with  doing  the  best 
by  our  patients.  Costs  should  be  justifiably  a con- 
sideration, but  not  a constraint. 

The  insurance  industry  is  not  “user  friendly” 
despite  supposedly  good  intentions.  It  is  “bottom 
line”  friendly.  Large  companies  may  be  able  to 
absorb  a loss  in  health  care  underwriting  only  if 
other  departments  can  over  compensate.  There 
are  two  options  to  recoup  these  losses:  squeeze  the 
patients  for  more  money  in  premiums,  or  squeeze 
the  physician  to  spend  less,  or  combinations  of 
these.  Raising  rates  makes  it  difficult  to  sell  a 
policy,  whereas  pressure  on  the  physician  rarely 
raises  a ruckus. 

Patients  demand  the  best  and  we  should  deliver 
it,  but  the  general  public  must  realize  that  this 
kind  of  service  is  expensive.  If  Americans  want 
high  tech  sophistication,  they  must  be  willing  to 
pay  for  it.  If  we  as  a society  are  reluctant  to  spend 


upwards  of  11%  of  our  Gross  National  Product  on 
health  care,  then  we  cannot  expect  that  every- 
thing be  done  to  keep  Aunt  Milly  alive  intermina- 
bly. It  is  well  documented  that  a major  factor  in 
high  health  care  costs  is  increased  longevity  and 
associated  expenditure  in  the  final  few  weeks  of 
life.  Furthermore,  50%  of  the  increase  in  Medi- 
care payments  for  1988  was  due  to  higher  volume 
of  services,  not  higher  cost  per  service. 

Costs  are  particularly  high  for  our  current  con- 
cept of  crisis  care,  ie,  trying  to  make  sick  people 
well  rather  than  trying  to  keep  well  people  well. 
Why  aren’t  we  interested  in  spending  money  on 
alcohol  abuse  prevention,  drug  use  prevention, 
stop  smoking  programs,  weight  loss  centers,  seat 
belt  and  helmet  laws,  or  cancer  prevention  edu- 
cation? 

What  about  the  indigent?  Undoubtedly,  most 
physicians  are  already  seeing  or  would  be  willing 
to  see  nonpaying  patients  if  reasonable  compen- 
sation were  to  be  rendered  for  seeing  paying  pa- 
tients. This  can  be  reasonably  expected  of 
independent  laboratories,  hospitals,  and  other  fa- 
cilities as  well.  Yes,  this  is  cost  shifting.  Do  we 
want  to  pay  for  it?  We  seem  to  be  inexorably  head- 
ing toward  health  care  rationing  based  on  eco- 
nomic parameters  rather  than  on  judgement  and 
compassion.  If  that  is  what  society  wants  so  be  it, 
but  it  is  not  our  fault. 

It  is  time  for  physicians  to  demand  from  third 
party  payers  reasonable,  not  excessive,  renumer- 
ation for  service  rendered.  We  must  protest  being 
put  in  the  middle  and  recapture  the  “patient 
first”  position.  After  all,  isn’t  that  what  patients 
expect  of  us? 

Dennis  R.  Witmer,  M.D. 
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Editorials 

WHO  IS  THE  REAL  EXPERT? 

Recruiting  speakers  for  hospital  conferences 
can  be  a thankless  job.  Anyone  who  has  tried  it 
more  than  a few  times  knows  the  frustration  and 
embarrassment  of  bringing  a truly  fine  speaker 
a considerable  distance  at  great  expense,  only  to 
have  an  audience  of  five  or  six  people  turn  out  to 
hear  him  (or  her).  If  the  speaker  is  a personal 
friend,  you  have  just  seen  the  end  of  a beautiful 
friendship.  Problems  of  another  sort  are  at  least 
equally  common  - people  who  are  dissatisfied 
with  the  speaker  you  recruited.  Of  course  some 
people  are  never  satisfied,  and  would  complain 
about  Osier,  Freud,  and  Halstead,  if  you  could  get 
them  all  on  the  same  program.  However,  you  soon 
learn  who  those  people  are,  and  all  their  col- 
leagues know  them  too,  so  nobody  pays  too  much 
attention  to  their  complaining.  There  are  others 
who  adore  or  reject  a speaker  based  on  where  he 
or  she  is  currently  on  staff  - fine  if  from  a major 
university  center,  but  that  same  individual  a year 
or  two  later  in  private  practice  in  a nearby  com- 
munity hospital  may  be  unacceptable. 

What  are  we  really  looking  for  in  a speaker? 
Certainly  stage  presence  (charisma),  a friendly 
manner,  and  a sense  of  humor  go  a long  way. 
Does  the  person  need  to  be  a real  expert,  and  in- 


deed, what  is  a real  expert?  In  Boston  any  doctor 
who  has  seen  ten  patients  with  silicosis  is  apt  to 
write  a paper  on  it,  but  in  Pittsburgh  any  family 
doc  may  see  that  many  before  lunch  every  day.  I 
recall  one  young  doctor  who  phoned  me  absolute- 
ly irate  because  I was  sending  to  his  hospital  a 
speaker  whom  he  had  taught  in  Fellowship, 
claiming  “that  doctor  can’t  teach  me  anything.” 
Truth  is,  I wasn’t  sending  that  speaker  to  teach 
him,  but  to  teach  the  other  members  of  his  staff 
who  weren’t  as  knowledgeable  in  his  subspecialty 
as  he.  For  a very  worthwhile  presentation  it  takes 
only  a good  doctor  who  is  willing  to  take  the  time 
and  trouble  to  read  up  on  the  subject  and  then  to 
organize  the  material  and  present  it  in  a logical 
and  coherent  fashion.  We  can  all  learn  something 
from  such  a presentation.  Often  the  question  and 
answer  period  reveals  that  the  real  expert  is  the 
practicing  physician  with  the  greatest  volume  of 
practice,  provided  he/she  takes  the  time  to  truly 
examine  the  patients  and  think  about  their 
problems.  It  is  worth  noting  that  the  constricted 
pupil  that  failed  to  react  to  light  existed  for  300 
years  before  Dr.  Argyll-Robertson  described  it 
and  milkmaids  were  immune  to  smallpox  before 
Jenner  developed  a vaccination.  The  other  docs 
just  weren’t  paying  attention. 

E.W.M. 


* — - ■ 

Complete  Dictation 
System  For  Only  $550 

Here’s  a Norelco®  professional  dictation  system  at  a 
price  you’ll  love.  The  compact  Norelco  585  pocket-size 
recorder  and  the  reliable  Norelco  205  transcriber  — an 
economical  package  from  the  inventors  of  cassette 
recording.  This  time-saving  mini-cassette  system  can 
grow  with  your  future  needs. 

For  demonstration  or  trial  call: 

Graffen  Business  Products  at  478-6464 
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MEDICINE  AND  SOCIETY 

Another  Perspective  on  Television 


Kathleen  B.  Lynch,  M.S.S.W. 


After  some  thought  and  discussion  we  have  decided  to  publish,  from  time  to  time, 
short  non-scientific  articles  that  concern  the  medical  profession  in  relationship 
to  our  community.  This  seemed  like  a good  one. 

E.W.M. 


Few  people  foresaw  forty  years  ago  how  fast  the 
promising  new  television  medium  would  suc- 
cumb to  Wall  Street  and  go  downhill  for  society. 
Even  fewer  envisioned  the  problems  in  our  day 
protecting  our  children  from  the  developmental 
hazards  built  into  the  system  by  its  corporate  op- 
portunists. 

Television  is  not  just  the  sum  total  of  programs 
we  accept  and  reject;  it’s  the  nation’s  way  of  life, 
for  all  socioeconomic  sectors  - the  great  leveler. 
George  Gerbner,  Ph.D.,  Dean  of  the  Annenberg 
School  of  Communications,  University  of  Penn- 
sylvania, calls  it  “...the  common  denominator  in 
an  otherwise  heterogeneous  nation... the  norm, 
the  standard,  to  which  we  all  have  to  relate.” 

What  exactly  IS  the  standard  of  the  commer- 
cial media?  How  do  major  television  networks 
reflect  it?  The  answer  is  clear:  simply  produce  the 
stuff  that  makes  the  most  money.  Attract  an  im- 
mature and  suggestible  consumer  audience  with 
gut-level  excitement,  erotic  thrills,  and  fashiona- 
ble ballyhoo.  Go  with  whatever  the  traffic  will 
bear  to  keep  a mass  audience  watching  and 
spending.  Let  the  ratings  - not  principles  of  so- 
cial responsibility  - be  the  production  guide. 

This  standard  says  “no”  to  respect  for  human 


Ms.  Lynch  is  a social  worker  in  Wilmington. 
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dignity  and  the  ideals  of  an  enlightened  democra- 
cy. It  says  “no”  to  the  developmental  needs  and 
rights  of  youth,  choosing  instead  to  exploit  them 
as  a principal  marketing  target. 

Many  disciplines  including  medicine  have  been 
investigating  the  specific  effects  of  commercial 
television  watching  (both  the  viewing  function 
and  the  message  content)  on  human  develop- 
ment. Researchers  agree  that  precise  cause-and- 
effect  correlation  is  hard  to  establish  because  of 
the  complex  interacting  variables.  However,  some 
findings  suggest  significant  links  between  view- 
ing patterns  and  problems  such  as  aggressive  be- 
havior and  impaired  cognitive  ability. 

My  present  purpose,  however,  is  to  suggest 
another  perspective.  This  entails  looking  through 
a cultural  lens  and  between  television’s  artificial 
values  on  the  one  hand,  and  on  the  other,  the 
claims  of  a responsible  society  that  values  the 
education  of  its  children,  the  mental  health  of  its 
citizens,  and  the  progress  of  its  civilization. 

At  present  the  nation  is  engulfed  in  these  gross 
inconsistencies,  at  great  cost  to  the  maturation 
of  its  people.  We  know  that  children  cannot  thrive 
to  the  fullest  extent  in  a family  or  community  en- 
vironment that  does  not  give  them  clear  and  con- 
sistent guidelines  for  growing  up.  These  are  vital 
stabilizers  for  developing  trust  in  the  adult  world 
and  a sense  of  purpose.  Yet,  virtually  every  home 
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in  America  suffers  the  impact  of  constant  screen 
indoctrination  with  sales-oriented  materialism, 
that  sharply  contradicts  the  imperatives  for  ma- 
ture citizenship. 

A few  specifics  will  illustrate  how  youth  are 
caught  in  a cultural  crossfire; 

While  schools  try  to  arouse  interest  in 
knowledge  and  creative  effort,  television  courts 
addiction  to  mediocre  entertainment.  While 
classrooms  strive  for  calmness  and  concentration 
as  requisites  for  learning,  the  TV  screen  condi- 
tions kids  to  a barrage  of  noisy  hype  and  flash- 
ing imagery  that  makes  no  demands  on  the 
intellect. 

While  responsible  adults  try  to  instill  ideals  of 
brotherhood,  peace,  and  cooperation,  the  net- 
works pander  to  primitive  power  drives  and  show- 
case violence.  While  society  urges  respect  for  the 
inherent  value  of  all  people  and  their  differences, 
television  exploits  the  adolescent  pressure  to  con- 
form and  obsesses  viewers  with  sex  appeal  and 
status  possessions  as  standards  of  human  worth. 

Television  blurs  generational  boundaries  by 
full  exposure  of  children  to  the  worst  adult 
problems  - particularly  on  the  talk  shows,  on 
which  such  problems  are  trivialized  and  reduced 
to  prurient  entertainment. 

The  majority  of  parents  are  unable  to  provide 
sufficiently  strong  family  support  and  counter- 
active guidance  to  offset  the  television  counter- 
culture. Today’s  parents  are  the  first  generation 
to  have  been  reared  with  television;  a great  many 
are  too  desensitized  by  their  own  overexposure  to 
the  tube  to  recognize  the  problem.  A total  of  14.8 
million  youngsters  under  eighteen  live  with  only 
one  parent.  Many  more  are  in  households  with 
two  working  parents.  From  current  statistics,  it 
is  projected  that  there  will  be  19  million  latchkey 
children  by  the  year  1990. 

Thus  vast  numbers  of  ethically  and  socially 
confused  juveniles  left  on  their  own  with  televi- 
sion reach  adolescence  in  a state  of  ANOMIE  - 
the  sense  of  aimlessness  and  alienation  produced 
by  chronic  exposure  to  social  disorder.  These  are 
the  hapless  youngsters  at  greatest  risk  of  despair 
and  its  consequences:  dropping  out,  drugs,  delin- 
quency, to  name  a few. 

The  societal  fallout  of  these  internal  and  exter- 
nal stresses  on  youth  deprived  of  clear  cultural 
standards  is  ever  more  obvious  in  the  statistics 
on  substance  abuse,  teen  pregnancy,  violence,  the 
decline  of  education. 


When  one  reflects  on  all  of  these  social  crises, 
one  realizes  the  futility  of  waging  “war”  on  each 
one  separately,  as  though  they  were  unrelated  to 
each  other  and  to  the  disordered  environment 
that  is  breeding  them. 

Gerbner  concludes:  “We  need  a new  environ- 
mental movement,  addressed  at  the  environment 
that  is  most  crucial  to  our  humanity:  the  environ- 
ment of  stories  we  tell  our  children,  the  environ- 
ment that  shapes  so  much  of  what  we  think  and 
do  in  common.  This  movement  has  to  be  a coali- 
tion of  parents,  health  professionals,  educators, 
and  citizens  - not  to  censor  but  to  liberate  from 
the  iron  censorship  of  a market  of  manufactured 
daydreams  that  debilitate  and  hurt  so  many.” 

The  time  has  come  to  face  the  disorder,  act  on 
the  knowledge  we  have,  and  insist  upon  socially 
responsible  television.  Physicians  can  play  an  im- 
portant role  in  the  effort. 

Reference 

Gerbner  G,  Ph.D.,  Children’s  television:  a national  disgrace.  Pediatric  Annals 
1985;  14:12. 
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In  Brief 


AID  FOR  INTERNAL  Aid  for  International  Medicine,  Inc.,  a private  volunteer  organization 
MEDICINE  involved  in  medically  needy  areas  throughout  the  world,  needs  the  follow- 
ing help  from  the  medical  community:  Persons  interested  in  voluntary  pro- 
grams; medical  textbooks  under  five  years  old;  all  types  of  large  and  small 
medical  equipment;  and  pharmaceuticals.  If  you  are  interested  in  contribut- 
ing, please  call,  (302)  655-8290. 


BRANDYWINE  Brandywine  Counseling  and  Diagnostic  Center  provides  intervention  and 
COUNSELING  AND  treatment  of  chemically  dependent  persons.  By  contract  with  the  AIDS 
DIAGNOSTIC  CENTER  Prevention  Office,  counselors  also  work  with  high  risk  groups  in  AIDS  edu- 
cation and  prevention.  For  information  on  these  programs,  please  call  Kay 
Malone,  Nursing  Supervisor  and  Outreach  Coordinator,  at  656-2348. 


SUBSTANCE  “Substance  Abuse:  The  Impaired  Professional,”  an  all-day  program,  will  be 
ABUSE  held  September  22,  1989,  at  the  Radisson  Hotel  in  Wilmington.  CME 
Category  1 credit  will  be  applied  for.  The  progi’am  is  co-sponsored  by  the  Med- 
ical Society  of  Delaware,  the  Delaware  State  Dental  Society,  and  the  Dela- 
ware State  Bar  Association. 


Complete  Audiometric  Testing 


CHRISTIANA 

AUDIOLOGY 

ASSOClATtS  ISCORPORATtD 


Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 


100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR:  NORMAN  B.  ROBINSON  M.D 


Del  Med  Jrl,  July  1989-Vol.  61,  No.  7 


373 


In-Brief 


FRONTIERS  IN  FAMILY  The  Forty-First  Annual  Convention  of  the  AAFP  will  be  held  in  Los  Angeles, 
PRACTICE  California,  September  16-21,  1989.  A maximum  of  37  CME  Category  1 
Credit  Hours  will  be  available.  For  further  information  please  call  the  AAFP 
Registration  Hotline  at  1-800-288-2668. 


GLAUCOMA  “Common  Ground;  An  Interspecialty  Approach  to  the  Glaucoma  Patient” 
CONFERENCE  is  a live,  CME  accredited  videoconference  to  be  aired  on  the  Hospital  Satel- 
lite Network  on  Thursday,  September  28, 1989.  Physicians  may  register  by 
calling  800-833-3480. 


SECOND  NATIONAL  The  University  of  Texas  Health  Sciences  Center  will  host  this  Second  Na- 
CONGRESS  ON  CME  tional  Congress  to  be  held  April  19-21, 1990.  For  more  information,  contact 
Giro  Sumaya,  M.D.,  Associate  Dean  for  CME,  University  of  Texas  Health 
Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  Texas,  78284. 


"And  in  whatever  part  of  the 
body  heat  or  cold  is  seated 
there  IS  disease" 

Hippocrates 


Pierre  L.  LeRoy,  M.D.,  F.A.C.S.,  C.C.E., 
Medical  Director 


MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 
INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION 


The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 

FOR  MORE  INFORMATION 
CALL  OR  WRITE: 

R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laboratory 
(302)  738-0262 


*25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 


374 


Del  Med  Jrl,  July  1989-Vol.  61,  No.  7 


President's  Page 


EX  (Expenditure  Targets) 


Once  again  the  Congress  of  the  United  States  is 
about  to  shoot  itself  in  the  foot.  An  attempt  is  be- 
ing made  in  Washington,  D.C.,  to  curb  Medicare 
expenditures  by  less  than  ideal  methods.  This 
new  plan  would  directly  link  any  future  Medicare 
fee  updates  for  physicians  to  government  set 
spending  targets.  Thus,  if  the  funds  budgeted  for 
physicians’  services  are  exceeded  in  a designat- 
ed period  of  time,  the  allowable  payments  to  phy- 
sicians in  the  next  period  would  be  reduced  by  an 
amount  calculated  to  recoup  the  overpayments. 
Since  the  methods  for  setting  the  target  limits 
will  be  developed  by  non-medical  people,  the  net 
effect  will  be  to  ration  services  available  for  Medi- 
care patients.  Furthermore,  Congress  would  like 
to  get  this  scheme  in  place  even  before  the  feder- 
ally mandated,  budget  neutral,  RBRVS  system 
of  Dr.  Hsiao  is  fully  expanded  to  include  all 
specialties  of  medicine. 

There  is  no  doubt  that  the  costs  of  medical  care 
have  been  escalating  at  an  alarming  rate;  physi- 
cians are  being  told  that  60%  of  the  Medicare  sav- 
ings are  to  come  from  the  physicians’  portion  of 
Part  B Medicare,  which,  at  present,  is  responsi- 
ble for  only  40%  of  the  Medicare  expenditure. 

In  a recent  issue  of  the  AM  A News,  Dr.  William 
Roper,  formerly  head  of  HCFA  but  now  deputy  as- 
sistant for  domestic  policy  on  the  staff  of  Presi- 


dent Bush,  admitted  that  the  physicians’  fears 
that  targets  will  evolve  into  spending  caps  “isn’t 
a crazy  notion.” 

The  citizens  on  whom  this  will  impact  negative- 
ly are  the  largest  growing  segment  of  our  popu- 
lation - 65  years  and  over.  Many  of  this  group  are 
very  active  politically  and  will  not  need  to  be 
reminded,  come  election  time,  who  has  taken  the 
responsibility  for  rationing  their  medical  care. 

The  paradox  in  the  American  medical  system 
grows  day  by  day.  We  have  the  finest  technology 
that  money  can  buy,  and  therein  lies  the  problem. 
The  development  of  such  outstanding  equipment 
and  procedures  is  very  expensive,  and  most  all  pa- 
tients and  their  families  want  everything  possi- 
ble done  whenever  needed  for  any  type  of  medical 
or  surgical  problem.  The  use  of  such  extreme 
treatment  modalities  often  is  not  warranted  - but 
our  American  culture  demands  the  use  of  all  tests 
and  procedures  in  medical  diagnosis  and  treat- 
ment. The  greatest  portion  of  the  Medicare  dol- 
lar is  spent  in  the  last  few  weeks  of  a patient’s  life, 
sustaining  existence  in  the  hospital  setting  when 
there  is  no  hope  of  recovery.  The  concept  of  death 
is  anathema  to  most  Americans,  and  there  is  no 
hesitancy  whatsoever  to  spend  great  sums  of 
money  trying  to  forestall  the  inevitable  call  of  the 
grim  reaper. 
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Physicians  also  find  themselves  in  a difficult  po- 
sition during  these  times.  Discussions  with  fami- 
lies about  the  extent  of  care,  no  resuscitation 
efforts,  and  even  home  care  for  the  terminally  ill 
patients,  often  are  misinterpreted  by  these  fami- 
lies as  a lack  of  professionalism,  interest,  or  care 
on  the  doctor’s  part.  They  will  not  want  to  hear 
that  this  or  that  test  or  procedure  will  exceed  the 
expenditure  targets,  and  thus  not  be  ordered. 

Another  aspect  of  “medical  care  rationing”  will 
be  the  physicians’  concern  about  possible  mal- 
practice if  it  is  deemed  that  “not  everything  pos- 
sible” was  done. 

I feel  there  are  other,  less  onerous  ways  to  con- 
trol medical  costs. 

a.  the  full  implementation  of  the  RBRVS  sys- 
tem will  develop  a more  fair  and  equitable  distri- 
bution of  funds  to  pay  for  medical  care; 

b.  a nationwide  educational  program  to  ap- 
proach and  control  the  psychological  barriers  to 
the  idea  of  Death  with  Dignity  either  in  the 
hospital  or  at  home,  where  patients  are  allowed 
to  die  peacefully  without  tubes  and  monitors  in 
every  orifice; 

c.  further  development  of  the  concept  that  ev- 
ery family  has  their  own  primary  care  physician 
- family  doctor,  internist,  pediatrician  - fully  cog- 
nizant of  all  their  medical,  surgical,  and  psycho- 
logical problems,  and  actively  assisting  them  in 
their  needs  for  extended  medical  services. 

This  indeed  is  a time  of  great  turmoil  and 
change  in  the  concepts  of  medical  care  in  Ameri- 
ca. Would  that  the  physician  could  spend  more 
time  on  medical  practice  problems  and  less  on  po- 
litical assaults  on  his  profession. 

I wonder  if  a Congressional  tetanus  shot  would 
exceed  the  expenditure  targets? 


Henri  F.  Wendel,  M.D. 

President 


Delaware 


Auto 

Leasing 

For  Professionals! 

In  our  business  as  in  your  profes- 
sion, service  is  of  the  utmost  impor- 
tance. That  is  why  we  offer  the 
following  services: 

• Free  loaner  car 

• Paper  work  and  delivery  of 
the  car  completed  in  the 
privacy  of  your  home  or 
office 

• Cash  or  trade  for  your 
current  car 

• All  makes  and  models 

• Separate  service  facilities 

• Lease  terms  from  12  to  72 
months 

• Extended  service  contracts 

• Small  Fleet  management 

We  do  all  of  this  for  you  because 
your  time  is  as  important  to  us,  as  it 
is  to  you. 

So  when  you  are  ready  for  your 
next  car  or  truck,  call  us.  Let  us 
show  you  how  our  service  sets  us 
apart  from  the  rest. 

From  the  ultimate  luxury  of  a Rolls  Royce 
to  the  economy  of  a Hyundai. . . 
“YOU  NAME  IT  WE  LEASE  IT” 

Delaware 
Auto  Leasing 

1605 Pennsylvania  Ave. , Wilmington 
Phone  (302)  656-3154 
FAX  Number  (302)  656-4709 
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PHILADELPHIA  HEART  INSTITUTE 

Of  Presbyterian  Medical  Center 

CARDIOLOGY  UPDATE 

designed  for  the  physician  and  provides  an  intensive  survey  of  the 
current  status  of  clinical  cardiology 

Wednesday 
September  6,  1989 
3:00  to  5:00  PM 

The  Management  of  Acute 
Myocardial  Infarction 

MODERATOR: 

Bernard  L.  Segal,  M.D. 

3:00-3:30  Thrombolytic  therapy  in  acute  myocardial  infarction 

Sol  Sherry,  M.D. 

3:30-4:00  Evaluationof  myocardial  damage:  diagnosis,  management, 

and  prognosis J.  David  Ogilby,  M.D. 

4:00-5:00  Case  presentations  - Complications  of  acute  myocardial 

infarction Pingkwan  A.  Chan,  M.D. 

Panel  Discussion Norman  Feinsmith,  M.D., 

Garo  S.  Garibian,  M.D.,  Ancil  A.  Jones,  M.D., 

Robert  I.  Katz,  M.D.,  Henry  S.  Sawin,  M.D. 

• No  Registration  Fee  • Reception  following  session 

• CME  Credits*  • Call  for  Reservation  662-8627 

* * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate). 

* * * 

* The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  education  for  physician’s.  The  University  of 
Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per 
session  in  Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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CPC:  Uveitis  and  Genital  Ulcerations  in  a Young  Female 

Virginia  U.  Collier,  M.D. 
Katherine  S.  Upchurch,  M.D. 


CASE  PRESENTATION 

The  patient  is  a 24-year-old  Caucasian  female 
with  a three  year  history  of  recurrent  genital 
herpes.  In  May  of  1988,  while  fishing  in  a fresh 
water  stream,  she  sustained  a fish  hook  injury  to 
the  left  eye  which  completely  resolved  after 
removal  of  the  fish  hook  and  application  of  a top- 
ical ointment.  Several  months  later,  the  patient 
noticed  progressive  loss  of  visual  acuity  in  the 
same  eye  and  was  seen  by  an  ophthalmologist, 
who  diagnosed  anterior  uveitis.  This  progressed 
to  the  point  of  panuveitis,  and  in  addition,  uvei- 
tis was  diagnosed  in  the  right  eye.  Because  of  the 
history  of  recurrent  genital  herpes,  the  patient 
was  started  on  acyclovir  and  prednisone. 

The  patient’s  genital  herpes  dates  back  to  1986, 
at  which  point  she  was  hospitalized  because  of  se- 
vere genital  ulcerations.  Viral  cultures  from 
these  lesions  were  negative,  but  the  patient 
seemed  to  respond  clinically  to  intravenous  acy- 
clovir. Since,  she  has  had  recurrent  genital  ulcer- 
ations every  two  to  three  months  for  which  she 
takes  acyclovir. 

The  patient  also  has  a several  year  history  of 
recurrent  intraoral  ulcers  of  the  tongue  and  pal- 

Dr.  Collier  is  Assistant  Program  Director,  Department  of  Medicine,  Medical 
Center  of  Delaware. 

Dr.  Upchurch  is  Associate  Chief,  Division  of  Rheumatology,  Medical  Center  of 
Central  Massachusetts-Memorial  and  Assistant  Professor  of  Medicine,  Univer- 
sity of  Massachu.setts  Medical  School. 
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ate  which  have  been  diagnosed  as  apthous 
stomatitis.  She  denies  recurrent  arthralgias  or 
arthritis,  dyspnea,  diarrhea,  manifestation  of 
thrombophlebitis,  or  a history  of  cardiovascular, 
renal,  or  central  nervous  system  abnormalities. 
There  is  no  history  of  familial  disease,  and  she  is 
not  Japanese  nor  of  Japanese  extract. 

On  physical  examination  the  patient  was  a 
healthy  appearing  white  female  with  a blood 
pressure  of  110/70  and  a pulse  of  80  per  minute. 
There  were  no  skin  or  joint  abnormalities.  The 
eye  examination  will  be  discussed  below  by  Dr. 
Wang.  There  were  no  intraoral  lesions,  but  two 
painless  ulcerations  were  noted  at  the  entrance 
to  the  vagina  anteriorli.  The  remainder  of  the  ex- 
amination was  normal. 

OPHTHALMOLOGIC  EXAMINATION  Dr.  Chi-Lun 
Wang  (Department  of  Ophthalmology,  Medical 
Center  of  Delaware) 

The  visual  acuity  of  the  right  eye  was  20/20  and 
of  the  left  eye  20/200.  Bilateral  anterior  uveitis 
was  noted  with  two  plus  inflammation.  The 
lenses  were  clear.  There  were  bilateral  vitreous 
inflammatory  cells.  The  fundus  exam  of  the  right 
eye  showed  macular  edema  and  inferior  peripher- 
al granular  retinal  infiltrates.  A cotton  wool  spot 
(nerve  fiber  infarct)  was  seen  in  the  left  fundus. 
Retinal  hemorrhage,  prominent  cystoid  macular 
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edema,  and  multiple  peripheral  necrotizing  reti- 
nitis (yellow-white  granular  spots)  associated 
with  perivasculitis  (perivascular  white  in- 
filtrates) were  also  noted  in  the  left  fundus.  In 
summary,  bilateral  anterior  uveitis  and  vitritis 
were  present.  Necrotizing  retinitis  (retinal  vas- 
culitis), indicative  of  posterior  chamber  involve- 
ment, was  also  noted  in  the  left  eye. 

DIFFERENTIAL  DIAGNOSIS 
Virginia  U.  Collier,  M.D. 

I have  been  asked  to  present  a differential  di- 
agnosis in  this  young  white  female  with  a six 
month  history  of  uveitis  and  a three  year  histo- 
ry of  recurrent  oral  and  genital  ulcerations.  The 
correct  diagnosis  can  be  reached  by  considering 
separately  the  possible  causes  of  her  ocular  dis- 
order or  of  her  mucosal  symptoms.  Lastly  the  di- 
agnosis can  be  reached  by  discussing  the  limited 
number  of  diseases  which  can  cause  the  described 
combination  of  mucocutaneous  and  ocular 
symptoms. 

The  uveal  tract  (Figure  1)  is  the  highly  vascu- 
lar middle  layer  of  the  eye.  Anteriorly,  it  is  com- 
posed of  the  iris  and  ciliary  body,  and  it  continues 
posteriorly  as  the  choroid.  The  term  uveitis  refers 
to  inflammation  of  the  uveal  tract,  with  different 
categories  of  uveitis  described  by  the  location  of 
the  inflammation.  Thus,  iritis  refers  to  imflam- 
mation  of  the  iris,  iridocyclitis  to  inflammation 
of  the  iris  and  ciliary  body,  choroiditis  to  inflam- 
mation of  the  choroid,  and  panuveitis  to  inflam- 
mation throughout  the  uvea. 

Approximately  35%  of  all  patients  with  uvei- 
tis will  have  a concomitant  systemic  disease.  The 
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systemic  diseases  accompanying  uveitis  can  be 
categorized  as  infectious,  those  which  are 
thought  to  be  immune  mediated,  and  masquer- 
ade syndromes.^ 

A wide  variety  of  infections  have  been  associat- 
ed with  uveitis,  including  bacterial,  mycobacteri- 
al, or  spirochetal  (eg,  syphilis  or  tuberculosis), 
parasitic  (toxoplasmosis),  fungal  (histoplasmo- 
sis), and  viral  infections  (herpes  simplex,  herpes 
zoster,  cytomegalovirus).  In  this  patient,  the  most 
pertinent  infectious  cause  of  uveitis  is  herpes 
simplex. 

Among  the  so-called  immune  mediated  dis- 
eases associated  with  uveitis,  ankylosing  spon- 
dylitis, Reiter’s  syndrome,  juvenile  rheumatoid 
arthritis,  and  psoriatic  arthritis  are  improbable 
since  the  patient  has  no  history  of  recurrent  or 
chronic  arthritis.  Likewise,  her  complaints  are 
not  suggestive  of  systemic  lupus  erythematosus 
or  vasculitic  mediated  diseases  such  as  Wegner’s 
granulomatosis  or  leukocytoclastic  vasculitis. 
Without  gastrointestinal  symptoms,  inflamma- 
tory bowel  disease  is  unlikely,  and  the  patient 
does  not  have  a history  to  suggest  that  her  con- 
dition is  drug  or  hypersensitivity  induced.  She 
does  not  describe  xerostomia  or  xerophthalmia, 
ruling  out  Sjorgren’s  syndrome,  and  the  patient 
has  none  of  the  other  protean  manifestations  of 
sarcoidosis.  Behcet’s  disease,  a chronic,  relapsing 
disorder  characterized  by  recurrent  oral  and  gen- 
ital ulcerations  and  uveitis,  is  one  of  the  few  dis- 
eases in  this  category  which  cannot  be 
eliminated  by  history. 

The  patient  has  no  systemic  symptoms  to  sug- 
gest leukemia  or  lymphoma,  and  presuma- 
bly Dr.  Wang  has  ruled  out  melanoma,  retinitis  pig- 
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mentosa  and  retinoblastoma  by  his  opthalmolog- 
ical  examination.  These  disorders  can  mimic  uv- 
eal inflammation  and  are  so-called  masquerade 
causes  of  uveitis. 

Trauma  has  also  been  associated  with  uveitis. 
This  patient’s  fish  hook  injury  could  possibly 
have  caused  the  uveitis  in  her  left  eye.  However, 
it  cannot  explain  her  other  symptoms,  nor  the  in- 
volvement of  her  right  eye.  I believe  that  this  is 
a “red-herring.” 

Without  even  knowing  the  patient’s  history,  we 
could  have  narrowed  down  the  possible  causes  of 
this  patient’s  problems  by  considering  the 
characteristics  of  her  uveitis.  Episodes  of  HLA- 
B27  related  uveitis,  such  as  those  seen  in  Reiter’s 
syndrome  or  ankylosing  spondylitis,  commonly 
involve  the  anterior  chamber  alone.  They  are 
usually  unilateral  and  self-limited,  although 
HLA-B27  related  uveitis  may  alternate  between 
eyes  and  may  recur.  This  patient,  however, 
demonstrated  bilateral,  chronic,  posterior  as  well 
as  anterior  uveitis.  Behcet’s  syndrome  and  sar- 
coidosis are  the  systemic  diseases  most  common- 
ly causing  uveitis  with  these  characteristics,  with 
uveitis  being  seen  in  up  to  66%  of  patients  with 
Behcet’s  syndrome  in  some  course  of  their  ill- 
ness,^ and  in  38%  of  patients  with  sarcoidosis.'^ 
In  addition,  Sjorgren’s  disease  has  recently  been 
implicated  as  a cause  of  panuveitis.^  A diffuse 
bilateral  chronic  uveitis  is  also  seen  in  Vogt- 
Koyanagi-Harada’s  syndrome,^  in  which  uveitis 
is  associated  with  alopecia,  eye-lash  whitening, 
vitiligo,  and  meningeal  signs.  However,  this  dis- 
order most  commonly  occurs  in  patients  of 
American  Indian  or  Asian  extraction  and  would 
be  unlikely  in  the  patient  in  question. 

Turning  now  to  the  patient’s  history  of  recur- 
rent intraoral  and  mucosal  ulcerations,  there  are 
three  categories  of  diseases  which  should  be  con- 
sidered: recurrent  herpes  simplex  infection,  ap- 
thous  stomatitis,  and  Behcet’s  disease.®’^ 
Recurrent  herpes  labialis  and  recurrent  intraoral 
herpes  simplex  infection  are  caused  by  herpes 
simplex  virus  type  1 (HSV-1).  The  ulcerations 
have  a vesiculobullous  onset,  which  is  not 
described  by  this  patient.  In  addition,  these  dis- 
orders occur  only  after  primary  infection  and 
reactivation  of  HSV-1,  which  has  been  dormant 
in  the  local  nerve  ganglion  (usually  the  trigemi- 
nal nerve).  They  are  not  associated  with  genital 
herpes.  Approximately  80%  of  the  genital  herpes 
infections  are  caused  by  herpes  simplex  virus 


type  2 with  HSV-1  implicated  in  the  remaining 
20%.  However,  recurrent  infection  as  in  this  pa- 
tient is  much  less  common  in  HSV-1  associated 
genital  herpes  infection.®  Positive  pharyngeal 
cultures  for  HSV  have  been  reported  in  patients 
with  genital  herpes  and  are  clinically  manifest- 
ed by  a broad  spectrum  of  pharyngitis  ranging 
from  erythema  to  diffuse  exudation  and  ulcera- 
tion. However,  this  occurs  in  only  1%  of  patients 
with  recurrent  genital  herpes.®  Thus,  it  would  be 
highly  unlikely  that  both  this  patient’s  oral  and 
genital  ulcerations  are  herpetic  in  nature.  In  ad- 
dition, it  is  important  to  note  that  the  herpes  cul- 
tures done  from  this  patient’s  genital  lesions 
were  negative.  Typically,  herpes  cultures  are  posi- 
tive in  up  to  90%  of  patients  with  clinically  diag- 
nosed herpes  simplex  infections.® 

This  patient  had  been  diagnosed  as  having 
recurrent  apthous  stomatitis.  While  this  is  a 
descriptive  term  that  fits  the  patient’s  recurrent 
intraoral  ulcerations,  the  diagnosis  cannot  stand 
alone  in  that  it  does  not  explain  her  recurrent 
genital  ulcerations.  Only  Behcet’s  syndrome  eas- 
ily explains  the  oral  and  genital  ulcerations 
described  by  this  patient. 

What  other  disorders  besides  Behcet’s  syn- 
drome could  cause  the  patient’s  oculo- 
mucocutaneous  symptom  complex?  Erythema 
multiforme  may  affect  mucous  membranes  in  the 
absence  of  the  typical  skin  manifestation  of  bull’s 
eye  lesions.  Mucosal  ulcerations,  not  necessari- 
ly preceded  by  vesicles,  can  be  seen  in  up  to  60% 
of  cases  of  classical  (minor)  erythema  mul- 
tiforme. When  erythema  multiforme  presents 
as  the  more  severe  Stevens-Johnson  syndrome 
(erythema  multiforme  major),  oral  and  genital  ul- 
cerations, usually  preceded  by  bullae,  are  seen. 
Anterior  uveitis  has  been  reported,  in  addition 
to  the  more  common  bulbar  conjunctivitis.^^ 
Stevens-Johnson  syndrome,  typically  a more  ful- 
minant condition,  is  usually  confused  with  Beh- 
cet’s only  in  the  early  stages  of  the  disease. 
Unlike  Behcet’s,  it  is  usually  not  recurrent  as  in- 
citing factors  can  be  identified. 

Reiter’s  syndrome  which  is  more  common  in 
males,  can  also  mimic  Behcet’s.  Small  painless 
tongue  and  palatal  ulcers  are  seen  in  up  to  10% 
of  patients  with  Reiter’s  syndrome. Genital  ul- 
cers, however,  are  not  typically  part  of  this  syn- 
drome. Uveitis  is  common,  although  as 
previously  discussed,  it  is  usually  anterior, 
unilateral,  and  acute.  Should  this  patient  have 
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YOUR  HEART'S  IN  THE  RIGHT  PLACE 


The  old  standard  black  and  whites  ...  just  aren*t good  enough  anymore! 


A.  2D  Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 

to  OCL  for  evaluation  of  a systolic  murmur,  unmasks  a jet  of  mitral  regurgitation, 

that  appears  essentially  normal. 


!.  This  2D  image  is  from  a patient  referred  to  D.  Same  patient  with  color  Doppler,  reveals  an 

CL  for  the  evaluation  of  shortness  of  breath.  easily  appreciated  jet  of  aortic  insufficiency. 


The  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography,  is  now  proud  to  be  the  first  to 
introduce  the  128  Channel  Computed  Sonography  System  from  Acuson.  128  channels  effectively 
double  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
in  other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 


Grand  Rounds  - Collier 


had  arthritis,  however,  the  diagnosis  of  Reiter’s 
would  have  been  more  difficult  to  exclude. 

Cicatricial  pemphigoid  (benign  mucous  mem- 
brane pemphigoid)  involves  oral,  genital,  and 
ocular  membranes.  This  is  a rare,  chronic 
subepidermal  bullous  disease.  Uveitis  is  not  a 
complication,  and  the  mucosal  lesions  are  preced- 
ed by  bullae,  again  not  described  by  our  patient. 

Lastly  sarcoidosis,  which  could  explain  this  pa- 
tient’s ocular  disease,  has  been  associated  with 
a variety  of  skin  disorders.  Although  non- 
caseating  granulomas  of  the  palate  have  been 
described,  recurrent  intraoral  and  genital  ulcer- 
ations are  not  clinical  features  of  this  disease. 

Thus,  from  whatever  angle  the  differential  di- 
agnosis is  approached,  I conclude  that  this  pa- 
tient has  Behcet’s  disease  as  a cause  of  her 
uveitis,  oral,  and  genital  ulcerations. 

DISCUSSION 

Katherine  S.  Upchurch,  M.D. 

Behcet’s  disease  is  a chronic,  relapsing  syn- 
drome of  unkown  etiology  typically  characterized 
by  recurrent  oral  and  genital  ulcerations,  and 
uveitis.  There  is  often  multiple  organ  system 
involvement  as  well.  The  clinical  features,  patho- 
genesis, and  treatment  of  this  illness  have  been 
extensively  reviewed^^^®  and  will  be  summa- 
rized in  this  forum.  Fortunately  for  those  of  us  in 
North  America,  most  cases  of  Behcet’s  disease 
have  been  reported  in  Japan  and  eastern 
Mediterranean  countries,  where  the  prevalence 
is  as  high  as  1 per  1,000.  Epidemiologic  studies 
from  Europe,  the  United  Kingdom,  and  the  Unit- 
ed States  indicate  a much  lower  prevalence  rang- 
ing from  0.6  per  100,000  to  1 per  16,000.  Because 
of  its  many  manifestations,  Behcet’s  disease, 
although  rare,  should  be  of  interest  to  an  au- 
dience such  as  this,  composed  predominantly  of 
general  internists  and  internal  medicine  sub- 
specialists. In  one  series  of  41  patients  diagnosed 
as  having  Behcet’s  disease,  11  patients  present- 
ed with  the  complaint  of  oral  ulcers  and  12 
presented  with  ocular  complaints.  Other  symp- 
toms provoking  patients  to  seek  medical  atten- 
tion included  thrombophlebitis,  arthritis, 
neuropsychiatric  complaints,  and  skin  lesions  in 
6,  5,  4,  and  2 patients  respectively.  Thus,  physi- 
cians representing  a diversity  of  specialties  may 
initially  encounter  patients  with  Behcet’s  dis- 
ease, and  this  diagnosis  needs  to  be  considered  as 
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a possible  cause  of  a wide  variety  of  complaints. 

Part  of  the  difficulty  in  evaluating  patients 
with  symptoms  suggestive  of  this  disorder  is  that 
of  establishing  the  diagnosis.  Organ  systems  may 
be  involved  in  a stuttering  fashion,  spanning 
months  to  years.  Further,  there  are  no  charac- 
teristic laboratory  or  pathologic  abnormalities 
that  facilitate  diagnosis.  This  has  led  to  the  de- 
velopment of  numerous  sets  of  diagnostic  criter- 
ia which  have  been  advocated  by  different  groups 
studying  Behcet’s  disease  and  which  have  recent- 
ly been  summarized. One  such  set^®’^°  re- 
quires that  three  of  the  six  most  common  clinical 
manifestations  be  present.  These  include;  (1) 
recurrent  apthous  stomatitis,  (2)  genital  apthous 
ulcers,  (3)  uveitis,  (4)  synovitis,  (5)  cutaneous 
“pustular”  vasculitis,  and  (6)  meningoencepha- 
litis. Phlebitis  and  arteritis,  although  occurring 
less  commonly  in  Behcet’s  disease,  constitute 
criteria  for  diagnosis  as  well.  The  presence  of  ap- 
thous ulcerations  is  a requisite  for  diagnosis.  Pa- 
tients may  be  said  to  have  incomplete  forms  of 
Behcet’s  disease  if  recurrent  apthous  ulceration 
and  only  one  other  of  the  major  clinical 
manifestations  are  present. 

CLINICAL  FEATURES 

Recurrent  apthous  stomatitis  is  often  the  first 
manifestation  of  Behcet’s  disease.  These  ulcers 
may  involve  the  mucous  membranes  of  the  lips, 
gingiva,  buccal  mucosa,  or  tongue.  The  palate, 
tonsils,  and  pharynx  are  rarely  involved,  in  con- 
trast to  Reiter’s  syndrome  or  Stevens-Johnson 
syndrome,  in  which  these  areas  are  much  more 
frequently  affected.  Characteristically,  the  le- 
sions appear  as  shallow,  round  or  oval  ulcerations 
with  discrete  erythematous  borders,  often  with 
white  or  yellow  pseudomembranes.  The  duration 
of  the  staotitis  is  usually  10-14  days,  and  most  ul- 
cers heal  without  scarring.  The  apthous  ulcers 
seen  in  Behcet’s  syndrome  are  virtually  indistin- 
guishable from  those  of  benign,  recurrent  ap- 
thous stomatitis  with  the  exception  that  in 
Behcet’s  syndrome  the  ulcers  may  be  more 
numerous. 

Genital  ulcerations  are  less  frequent  than  oral 
ulcerations,  occurring  in  75%  of  patients.  These 
ulcers  involve  the  vulva  and  vagina  in  females  or 
the  scrotum  or  penis  in  males  and  are  morpho- 
logically similar  to  oral  ulcers.  Vulvar  ulcers 
characteristically  are  painful  and  cause  dys- 
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pareunia,  while  vaginal  and  cervical  ulcers  are 
typically  painless  and  often  asymptomatic  except 
for  a cervical  discharge.  These  may  heal  with 
scarring. 

Various  other  skin  lesions  have  been  described 
in  patients  with  Behcet’s  disease,  including 
pustules  and  pyoderma,  nodules,  papules,  and 
vesicles.  Biopsy  of  these  lesions  reveal  venulitis, 
reflecting  underlying  small  vessel  vasculitis.  The 
nodular  cutaneous  lesions  seen  in  Behcet’s  dis- 
ease are  usually  confined  to  the  lower  extremi- 
ties and  may  be  indistinguishable  from  erythema 
nodosum  clinically.  A final  frequently  described 
abnormality,  particularly  in  Turkish  and 
Japanese  patients,  is  that  of  pathergy,  a non- 
specific skin  sensitivity  to  simple  trauma  such  as 
needle  puncture. 

Often,  as  in  the  patient  described  today,  in- 
volvement of  the  eyes  is  the  most  problematic 
aspect  of  the  disease.  Ocular  involvement  occurs 
in  50-76%  of  patients  with  Behcet’s  disease.  It  is 
often  bilateral,  and  is  characterized  by  the  poten- 
tial for  involvement  of  all  segments  of  the  eye. 
This  is  in  contrast  to  such  inflammatory  diseases 
as  Reiter’s  syndrome,  ankylosing  spondylitis,  and 
ulcerative  colitis,  in  which  ocular  involvement  is 
usually  limited  to  the  anterior  chamber  of  the 
eye.  Anterior  uveitis  with  hypopyin  (pus  in  the 
anterior  chamber)  was  described  in  Behcet’s  ini- 
tial cases  in  1937  to  be  a major  cause  of  blindness. 
However,  in  the  modern  era,  possibly  due  to  top- 
ical or  systemic  corticosteroids,  this  problem 
usually  does  not  lead  to  visual  loss.  In  contrast, 
recurrent  attacks  of  posterior  uveitis,  with  reti- 
nal arteritis  and/or  phlebitis,  and  inflammation 
of  other  parts  of  the  posterior  segment  including 
the  optic  nerve  and  the  vitreous,  may  result  in 
permanent  visual  loss.  In  Japan,  posterior  uvei- 
tis due  to  Behcet’s  disease  is  one  of  the  leading 
causes  of  acquired  blindness  in  adults. 

Forty  percent  of  patients  with  Behcet’s  disease 
will  experience  sub-acute  or  chronic  arthritis 
some  time  in  the  course  of  their  disease.  Typical- 
ly, this  is  characterized  as  oligoarticular  or 
monoarticular  and  involves  the  large  joints  of  the 
lower  extremities  (primarily  knees  and  ankles). 
The  arthritis  of  Behcet’s  disease  is  usually 
nonerosive,  although  progressive,  destructive  ar- 
thritis has  been  described. Synovial  fluid  anal- 
ysis typically  reveals  a low-grade  inflammatory 
effusion  with  up  to  10,000  leukocytes  per  mm^, 
predominantly  polymorphonuclear  leukocytes. 
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Central  nervous  system  involvement,  despite 
the  fact  that  it  occurs  in  only  10-30%  of  patients 
with  Behcet’s  disease,  is  a major  cause  of  morbidi- 
ty and  mortality.  The  mortality  rate  in  patients 
with  neurologic  involvement  has  been  reported 
to  be  as  high  as  42%.^^’^^  A variety  of  neurologic 
abnormalities  have  been  defined  in  association 
with  Behcet’s  disease,  with  the  most  common  be- 
ing brain  stem  lesions,  meningoencephalitis, 
meningomyelitic  syndromes,  organic  confusion- 
al  state,  hemiparesis,  pseudo-bulbar  palsy,  ex- 
trapyramidial  and  other  cerebellar  disturbances, 
and,  lastly,  neuropsychiatric  symptoms.  The  lat- 
ter include  depression  and  suicidal  tendency, 
memory  impairment,  dementia,  irritability,  hal- 
lucination, and  clouded  consciousness.  Pathologic 
studies  of  patients  with  neuro-Behcet’s  has  re- 
vealed a variety  of  histological  findings  including 
lymphocytic  infiltration,  perivascular  lympho- 
cytic cuffing,  focal  necrosis,  and  diffuse  demye- 
linization  and  axonal  degeneration.  These  have 
been  noted  throughout  the  entire  central  nervous 
system  and  reflect  the  diffuse  nature  of  neurolog- 
ic involvement  in  Behcet’s  disease.  Cerebrospinal 
fluid  analysis  typically  reveals  a lymphocytosis 
with  a mild  elevation  of  protein,  but  without  an 
increase  in  gamma  globulin.  Computerized 
tomography  (CT)  and  magnetic  resonance  imag- 
ing (MRI)  of  the  brain  may  reveal  focal  abnormal- 
ities, but  neither  CT  nor  MRI  is  specifically 
diagnostic.  Unfortunately,  neurologic  disease  is 
often  recurrent  and  refractory  to  therapy. 

The  gastrointestinal  tract  may  be  involved  in 
Behcet’s  disease  in  a fashion  that  reflects  exten- 
sion of  apthous  ulcers  to  virtually  any  site  in 
either  small  or  large  bowel. Behcet’s  of  the  gas- 
trointestinal tract  can  be  clinically  and  patholog- 
ically difficult  to  distinguish  from  inflammatory 
bowel  disease,  in  particular  Crohn’s  disease.^® 
Symptoms  of  gastrointestinal  involvement  in 
Behcet’s  include  abdominal  pain,  melena,  and 
hematochezia.  There  is  a high  incidence  of  as- 
sociated perforation  which  may  be  increased  in 
the  setting  of  corticosteroid  therapy. Ulcer  for- 
mation has  been  described  to  be  both  localized 
and  diffuse.  Like  Crohn’s  colitis,  the  lesions  are 
often  right  sided  and  discontinuous.  However,  to- 
tal colonic  involvement  is  seen  more  frequently 
in  Behcet’s  disease  while  anal  and  terrhinal  ileal 
involvement  occur  more  commonly  in  Crohn’s  co- 
litis. Pathologic  examination  of  affected  bowel 

395 


Grand  Rounds  - Collier 


segments  have  also  yielded  differences  between 
Behcet’s  colitis  and  Crohn’s  colitis.  The  ulcers  of 
both  entities  are  usually  discrete,  fissuring  and 
linear.  However,  those  of  Behcet’s  disease  are  not 
associated  with  lymphoid  follicles.  Granulomas 
and  transmm’al  lymphoid  aggregates  ai’e  uncom- 
mon, although  there  is  occasionally  a lymphocyt- 
ic venulitis.  In  contrast,  the  ulcer’s  of  Crohn’s 
disease  typically  are  associated  with  lymphoid 
follicles.  Granulomas  and  rarely  gi’anulomatous 
vasculitis  ai'e  seen,  and  transmural  lymphoid  ag- 
gi'egates  are  generally  present.  The  extraintes- 
tinal  features  of  oral  and  genital  ulceration,  so 
pronounced  in  Behcet’s  disease,  are  rare  in 
Crohn’s  colitis,  though  they  have  been  described. 
As  can  be  seen  from  the  above,  however,  there  is 
a large  degree  of  overlap,  and  in  many  situations 
Behcet’s  disease  with  gastrointestinal  involve- 
ment cannot  be  distinguished  from  Crohn’s 
disease. 

Several  different  types  of  vascular  involvement 
have  been  well  described  in  Behcet’s  disease,  in- 
cluding phlebitis  with  or  without  venous  throm- 
bosis, arterial  thrombosis,  and  aneurysmal 
formation.  Phlebitis  (deep  or  supeidicial)  may  oc- 
cur in  as  many  as  35%  of  patients.  The  most  com- 
mon sites  of  venous  occlusions  are  the  inferior 
and  superior  vena  cava  with  clinical  conse- 
quences of  venous  occlusion  directly  related  to 
the  site  of  involvement.  Budd-Chiari  syndrome, 
esophageal  varices,  and  benign  intracranial 
hypertension  due  to  dural  thromboses  are  exam- 
ples. Arterial  involvement  can,  likewise,  have  se- 
vere consequences,  depending  upon  the  site  of 
stenosis  or  aneurysmal  rupture.  Examples  of 
specific  syndromes  due  to  this  process  include  in- 
termittent claudication,  renovascular  hyperten- 
sion, cerebrovascular  accidents,  “pulseless 
syndrome,”  and  aortic  arch  syndrome.  Abrupt 
pulmonary  hemorrhage  due  to  rupture  of  pulmo- 
nary artery  aneuryisms  has  been  described  in 
several  instances. 

A variety  of  other  organ  systems  have  also  been 
found  to  be  affected  by  Behcet’s  disease  on  rare 
occasions.  These  include  the  heart  (pericarditis 
and  myocarditis),  kidney  (glomerulonephritis 
and  amyloidosis),  and  the  male  genitourinary 
tract  (epididymitis).  Lastly,  a syndrome  of  mouth 
and  genital  ulcerations  with  inflamed  cartilage 
(MAGIC  syndrome)  has  recently  been  described, 
which  is  felt  to  reflect  an  overlap  of  both  Behcet’s 
disease  and  relapsing  polychondritis.^® 
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LABORATORY  STUDIES 

Laboratory  findings  in  patients  with  active 
Behcet’s  disease  are  non-specific.  In  general,  the 
sedimentation  rate  may  be  elevated,  milk  ane- 
mia and  hypergammaglobulinemia  may  be 
present,  and  patients  may  be  found  to  have  leu- 
kocytosis. Antinuclear  antibody  and  rheumatoid 
factor  testing  are  routinely  negative  and  comple- 
ment profiles  are  normal. 

CLINICAL  COURSE  AND  THERAPY 

Patients  with  Behcet’s  disease  have  a stutter- 
ing clinical  course  in  which  oral  and  genital  ul- 
cerations, arthritis,  and  ocular  complaints 
predominate  within  the  first  few  years  of  disease. 
Worthy  of  emphasis,  however,  is  that  each 
manifestation  of  Behcet’s  disease  can  occur  in  an 
independent  fashion,  unrelated  to  other  organ  in- 
volvement. Exacerbations  and  remissions  are 
tjqiical  and  are  most  likely  to  occur  with  greatest 
frequency  during  the  initial  years.  Neuro- 
Behcet’s  disease  may  not  occur  until  relatively 
late  in  the  course,  a mean  of  7.2  years  after  on- 
set in  one  series,^  though  rarely  patients  with 
Behcet’s  disease  may  present  with  neurological 
involvement. 

The  initial  treatment  of  patients  with  early 
Behcet’s  disease  without  ocular,  nervous  system, 
or  other  major  organ  system  involvement  is  con- 
servative. Topical  corticosteroids  are  useful  in 
treating  apthous  ulcers  if  applied  early,  particu- 
larly triamcinolone  cream  0.1%  in  Orabase.  Con- 
comitant use  of  tetracycline  may  be  helpful  as 
well.  Nonsteroidal  anti-inflammatory  drugs  may 
supress  active  synovitis,  which,  if  refractory,  may 
respond  to  low-dose  corticosteroid  therapy. 

Anterior  uveitis  may  respond  to  topical  cor- 
ticosteroid therapy,  but  posterior  uveitis  as  well 
as  central  nervous  system  and  serious  vascular 
involvement  warrant  systemic  therapy.  Though 
corticosteroids  in  high  doses  are  widely  employed 
in  these  settings,  they  are  only  temporarily  sup- 
pressive and  have  not  been  demonstrated  to  af- 
fect positively  the  overall  outcome  of  the  disease. 

A variety  of  other  agents  have  been  employed 
either  instead  of  or  in  addition  to  corticosteroids, 
but  two  deserve  particular  mention.  Chloran- 
bucil  has  been  shown  to  be  effective  in  the  treat- 
ment of  uveitis  and  meningoencephalitis,^' 
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although  never  in  a double-blind  controlled 
study.  Major  toxicities  include  possible 
hematopoietic  suppression  and  the  potential  for 
oncogenesis.  Cyclosporine,  an  immunosuppres- 
sive agent  that  selectively  suppresses  T-helper 
and  inducer  cells,  has  been  successfully  used  to 
treat  refractory  uveitis  and  mucosal  lesions.^®’^® 
Its  use  has  been  limited  somewhat  by  dose- 
related  nephrotoxicity.  Other  agents  including 
azathioprine,  methitrexate,  cyclophosephamide, 
levamisole,  colchicine,  and  transfer  factor  have 
been  tried  with  only  mild  sporadic  success. 

PATHOLOGY 

As  previously  mentioned,  the  underlying 
pathologic  lesion  found  in  all  organ  systems  in- 
volved by  Behcet’s  disease  is  that  of  a 
predominantly  small  vessel  vasculitis  with  a 
mononuclear  cell  infiltrate.  Inflammation  most 
commonly  is  seen  in  perivascular  sites,  and  there 
is  associated  thrombosis.  Even  when  clinical 
symptoms  relate  to  involvement  of  large  vessels, 
the  primary  lesion  may  be  confined  only  to  the 
vasa  vasorum.  Pathologically,  the  oral  lesions  of 
Behcet’s  do  not  reflect  vasculitis,  however,  but 
rather  a nonspecific  mononuclear  cell  infiltrate 
which  is  indistinguishable  from  that  seen  in  be- 
nign, recurrent  apthous  stomatitis. 

PATHOGENESIS 

The  etiology  of  Behcet’s  disease  has  eluded 
many  investigators  over  many  years.  Initially,  a 
viral  etiology  was  strongly  suspected,  but  no  in- 
fectious agent  has  been  isolated  to  date.  Multiple 
studies,  recently  reviewed, have  demonstrat- 
ed a variety  of  immunologic  abnormalities  in- 
volving both  T and  B lymphocytes  in  patients 
with  Behcet’s,  but  these  findings  have  been  non- 
specific from  an  etiologic  point  of  view.  Hyper- 
gammaglobulinemia with  elevations  of  IgA,  IgM, 
and  IgG  is  evidence  of  hyperactivity  of  the  hu- 
moral immune  system.  T-lymphocyte  abnormal- 
ities have  likewise  been  described.  Poly- 
morphonuclear leukocytes  have  been  found  to 
have  increased  mortality  in  response  to  comple- 
ment derived  chemotactic  factor.  Autoimmunity 
to  oral  mucosal  cells  has  been  demonstrated  in 
some  patients  with  Behcet’s  syndrome,  but  this 
has  also  been  observed  in  the  setting  of  isolated 
apthous  stomatitis.  Despite  these  and  other  ab- 
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normalities  which  are  continuing  to  be  elaborat- 
ed, it  is  safe  to  say  that  the  precise 
pathophysiologic  mechanisms  of  the  disease  are 
not  known  at  the  present  time. 

Finally,  I would  like  to  comment  on  the  possi- 
ble relationship  of  genetic  aspects  of  Behcet’s  dis- 
ease to  its  geographic  distribution.  Though 
genetic  studies  in  populations  of  patients  with 
Behcet’s  disease  are  not  conclusive,  a statistically 
significant  increased  incidence  of  HLA-Bw51  has 
been  noted  in  patients  compared  to  controls.^®’^^ 
It  has  been  suggested  that  Behcet’s  disease  is 
prevalent  in  a geographic  location  overlapping 
with  the  “Silk  Route”  or  trade  route  of  Marco 
Polo.^^  Travelers  along  this  route  may  have 
spread  their  predisposing  genetic  material,  and 
individuals  in  subsequent  generations  with  this 
genetic  background,  possibly  through  exposure 
to  triggering  infectious  agents  or  environmental 
toxins,  may  develop  the  disease.  Though  clearly 
speculative  and  not  an  explanation  for  the  occur- 
rence of  Behcet’s  disease  in  other  parts  of  the 
world,  these  genetic  and  epidemiologic  observa- 
tions are  nonetheless  of  interest. 

CONCLUSION 

Behcet’s  disease  remains  a difficult  diagnostic 
and  therapeutic  challenge  for  today’s  physician. 
Recent  advances  in  therapy  have  improved  the 
outlook  of  patients  with  Behcet’s,  while  im- 
munogenetic  and  epidemiologic  studies  have  be- 
gun to  yield  clues  to  the  cause  of  this  disease. 
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PROFESSIONAL  CONFERENCE  ON  SUBSTANCE  ABUSE:  THE  IMPAIRED  PROFESSIONAL 


Sponsored  by: 

The  Medical  Society  of  Delaware 
The  Delaware  State  Bar  Association 
The  Delaware  State  Dental  Association 

Date:  Friday,  September  22,  1989,  9:00  a.m. 

Place:  The  Radisson  Hotel,  Wilmington 


A full-day  seminar  in  which  a distinguished  group  of  experts  will  explore  the  implications  - legal, 
physiological,  sociological,  and  above  all,  professional  - of  abuse  of  controlled  substances. 

Among  the  speakers: 


The  Honorable  Andrew  G.T  Moore,  II 
Associate  Justice, 

Supreme  Court  of  Delaware 

Cyril  H.  Wecht,  M.D.,  J.D. 

Adjunct  Associate  Professor  of 
Epidemiology,  University  of 
Pittsburgh  Graduate  School  of 
Public  Health; 

Adjunct  Professor  of  Law, 

Duquesne  University 

Douglas  A.  Sargent,  M.D.,  J.D. 

Wayne  State  University; 

Director,  The  Neuroscience 
Consultation  Group 

Wolfgang  H.  Vogel,  Ph.D. 

Acting  Chairman  of  Pharmacology, 
Jefferson  Medical  College, 

Thomas  Jefferson  University 

Ali  Hameli,  M.D. 

Medical  Examiner, 

State  of  Delaware 


The  Honorable  Dale  E.  Wolfe, 
Lieutenant  Governor, 

State  of  Delaware 

Martin  Golden 

Pharmaceutical  Control  Officer, 
State  of  Delaware 

Mario  Pazzaglini,  Jr.,  Ph.D. 
Adjunct  Assistant  Professor, 
University  of  Delaware; 

Clinical  Instructor, 

Jefferson  Medical  College 

Donald  E.  Pease,  Esquire 
Visiting  Professor  of  Law, 
Widener  University  School  of 
Law 

Frank  X.  Lawlor 
Executive  Director, 

American  Council  on  Alcohol 
and  Drug  Addiction;  Consultant 
to  the  Delaware  State  Bar 
Association 


As  an  organization  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education 
for  its  continuing  medical  education  program,  Jefferson  Medical  College  designates  this 
activity  as  meeting  the  criteria  for  6 hours  in  Category  1 of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association. 


WATCH  FOR  BROCHURE  AND  REGISTRATION  FORM 
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STRESS  ON  THE  PHYSICIAN  IN  PRACTICE 


Bernhard  H.  Singsen,  M.D. 


INTRODUCTION 

Physicians  regularly  encounter  stress  as  an  in- 
trinsic part  of  medical  practice.  The  term  “stress” 
refers  to  events  in  which  environmental  or  inter- 
nal demands  (or  both)  tax  or  exceed  the  adaptive 
resources  of  an  individual.^  While  health  care 
provision  offers  many  satisfactions,  there  have 
been  ever  more  stresses  in  the  medical  profession, 
and  increasing  evidence  of  stress-related 
problems  among  physicians.  Issues  of  career 
satisfaction,  vulnerability  to  stressors,  pre- 
medical school  personality  characteristics,  prac- 
tice behaviors  by  specialty  type,  and  the  model- 
ing provided  by  medical  school  faculty  to  trainees 
have  all  been  scrutinized  in  recent  years. 

DISCUSSION 

Long  and  unpredictable  schedules,  intense  in- 
volvement with  patients  and  co-workers,  impre- 
cise diagnostic  tests  and  sub-optimal  therapies, 
time  pressures,  perceived  interference  by  exter- 
nal regulators,  inadequate  training  in  psycholo- 
gy, and  insufficient  personal  time  rank  high  in 
creating  professional  stress  and  job  dissatisfac- 
tion.^ Practitioners  work  with  intensely  emo- 
tional aspects  of  patient  life:  suffering,  fear, 
sexuality,  denial,  pervasive  uncertainty  about 
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both  diagnosis  and  outcomes,  and  death. ^ Simul- 
taneously, societal  mobility  often  frustrates  the 
development  of  nurturing  patient-physician  rela- 
tionships. Resulting  protracted  job  stress  and 
work-related  frustrations  in  primary  care  work- 
ers can  lower  morale,  productivity,  and  the  qual- 
ity of  medical  decisions. 

Professional  stress  syndrome,  “burnout”,  or  im- 
paired physicians  are  often  difficult  to  identify  as 
measurable  endpoints,  and  even  more  difficult  to 
recognize  while  developing.  “Burnout”  has  been 
defined  as  “to  fail,  wear  out,  or  become  exhaust- 
ed by  making  excessive  demands  on  energy, 
strength  or  resources.”^  Indicators  of  the  profes- 
sional stress  syndrome  can  be  physiologic,  psy- 
chologic, or  behavioral.®  Physiologic  symptoms 
may  include  headaches,  tachycardia,  muscle  ten- 
sion, anorexia,  or  insomnia,  while  psychologic 
complaints  may  include  frustration,  depression, 
anger,  or  helplessness.  Many  professionals  who 
are  experiencing  this  process  fail  to  identify  their 
role  in  the  condition,  react  cynically  toward  help 
or  suggestions,  often  appear  fatigued,  bored, 
withdrawn  or  edgy,  and  commonly  blame  others 
and/or  their  organization  for  the  condition. 
However,  early  recognition  and  treatment  of  the 
problem  in  health  professionals  cOtild  facilitate 
educational,  personal,  and  societal  changes  that 
would  improve  the  quality  of  medical  care. 

During  the  past  two  decades  a substantial 
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literature  has  evolved  regarding  the  development 
of  stress  in  the  workplace.  Its  origins  as  a 
research  discipline  were  the  recognition  of 
difficulties  with  shift  work,  machine-paced  as- 
sembly lines,  piece-work  enumeration,  monoto- 
ny, poor  supervision,  and  environmental  or 
toxicological  hazards,  among  others.  A number 
of  conceptual  models  about  the  psychosocial  work 
environment,  stress,  and  health  have  resulted, 
and  these  may  have  behavioral,  social,  psycholog- 
ical, organizational,  or  psychodynamic  charac- 
teristics.® 

Historically,  the  work  stress  research  field  has 
developed  the  “person-environment-fit”  and  the 
“job-demand-control”  models  to  examine  health 
in  relation  to  the  worksite.  The  “person- 
environment-fit”  concept  emphasizes  individual 
differences  in  ability,  personality,  training,  and 
commitment  to  a given  professional,  which  may 
produce  job  strain  in  an  occupation,  and  resultant 
behaviors  which  have  the  potential  to  either 
moderate  or  exacerbate  work-related  stress  or  job 
strain.  The  paradigm  suggests  that  objective  job 
conditions  do  not  invariably  give  rise  to  particu- 
lar health  outcomes,  but  rather  that  the  impact 
of  job  conditions  depends  on  how  they  are  recog- 
nized and  responded  to  by  the  individual.^ 
Therefore,  a person-environment  misfit  may 
result  in  perceived  stress  and/or  physical  or  men- 
tal illness  in  one  individual,  and  yet  have  little 
impact  on  another.® 

An  alternative,  “demand-control”  model  of  job 
stress  predicts  that  biologically  aversive  strain 
will  occur  when  the  psychological  demands  of  the 
job  exceed  one’s  resources  for  control  over  a specif- 
ic task  content.  In  this  situation,  workers  in  jobs 
characterized  by  high  demands  and  low  control 
report  a higher  frequency  of  a broad  spectrum  of 
health  problems,  including  greater  anxiety  and 
depression,  and  are  found  to  be  at  increased  risk 
for  alcoholism,  emotional  problems,  and  develop- 
ing and/or  dying  of  cardiovascular  disease.®  This 
“demand-control”  model  emphasizes  that  work- 
related  stress  is  the  result  of  a structural  inter- 
action between  potential  stressors  (job  demands), 
and  potential  resources  to  alter  the  situation  (job 
control).  Elements  which  may  contribute  to 
stress-related  pathology  include:  poor  or  missing 
response  feedback,  lack  of  information  on  job  per- 
formance, uncontrollable  high  work  load,  rou- 
tinized  tasks,  and  pre-existing  job  descriptions 
which  limit  worker  (employee)  input  regarding 
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quality  of  product. 

From  a public  health  perspective,  the  key  issue 
is  whether  one  should  focus  predominantly  upon 
the  workplace,  or  upon  the  worker,  when  inves- 
tigating stress  as  an  etiology  of  ill  health  ® Both 
the  person-environment-fit  and  the  demand- 
control  models  address  the  potential  for  im- 
balance between  the  human  and  his/her  work  en- 
vironment, but  in  the  first  case  the  critical 
variable  which  modulates  stress  is  individual 
ability,  whereas,  in  the  latter,  job  (workplace) 
characteristics  control  decision  making  latitude. 
The  demand-control  model  has  more  potential 
elements  for  developing  stress  prevention  strate- 
gies, and  can  be  more  predictive  from  an  occupa- 
tional health  point  of  view.  Conversely,  the 
person-environment-fit  model  focuses  upon  hu- 
man beings  whose  choices  select  or  reject  aspects 
of  occupations,  and  who  will  try  to  change  work 
environments  to  address  their  own  needs  and 
concerns. 

Early  stress-related  research  demonstrated 
that  animals  process  information  from  the  en- 
vironment via  the  central  nervous  system,  that 
the  resulting  neuroendocrine  responses  are  com- 
monly manifestations  of  non-specific  arousal,  and 
that  they  are  often  both  involuntary  and  dramat- 
ic. Classically,  the  psychological  indices  employed 
to  assess  stress  include  pulse,  blood  pressure,  gal- 
vanic skin  responses,  and  serum  cortisol,  adrena- 
lin, or  other  humoral  mediators.  Physiologically, 
the  short-term  non-specific,  catecholamine  (neu- 
roendocrine) mediated  responses  to  stressors  may 
be  relatively  unimportant,  and  are  quite  uniform 
across  species.®  Additionally,  similar  physiolog- 
ic changes  may  follow  fight,  flight,  acute  anxie- 
ty, therapeutic  exercise,  or  responses  to  many 
emotions. 

Behavioral  outcomes  for  the  stress-related  work- 
er have  traditionally  been  identified  via  sick 
time,  low  productivity,  absenteeism,  and 
difficulty  functioning  as  a team  member.  Origi- 
nally, Seyle  proposed  a three-stage  reaction  that 
occurs  with  prolonged,  chronic  exposure  to  stress 
provoking  environmental  demands  which  in- 
clude: alarm,  adaptation,  and  exhaustion.  “Dis- 
eases of  adaptation”  might  include  hypertension, 
ulcers,  heart  disease,  chronic  headaches,  etc.® 
More  recently  the  discipline  of  psychoneuroim- 
munology has  added  a new  dimension  to  research 
about  stress  related  illnesses  by  showing,  in  both 
animal  and  human  investigations,  that  attitudes 
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and  feelings  clearly  modify  immunologic 
responses,  and  thus  physiological  outcomes,  in 
many  acute  and  chronic  diseases.^® 

Elements  of  both  the  person-environment-fit 
and  the  demand-control  models  are  important  in 
examining  stress  in  the  physician  in  practice. 
However,  other  personal  resources  such  as  friend- 
ship, marital  status,  social  supports  both  on  and 
off  the  job,  and  the  absence  of  social  isolation  may 
also  be  significant  buffers  which  ameliorate  the 
effects  of  medical  practice  stressors  upon  mental 
and  physical  health  outcomes.  However,  certain 
degrees  of  stress  are  also  useful  for  physicians 
because  they  promote  rapid  task  completion,  fo- 
cused problem  solving,  and  making  necessary  de- 
cisions in  the  face  of  incomplete  information. 

McCue  has  suggested  that  stresses  of  medical 
practice  result  from  one  of  several  situations 
peculiar  to  medicine:  1)  Working  with  intensely 
emotional  aspects  of  life  governed  by  strong  cul- 
tural codes  of  behavior;  2)  inadequate  training  for 
handling  fundamental  professional  tasks  (such 
as  a problem  patient);  and  3)  demands  from  soci- 
ety, or  patients,  that  cannot  be  reasonably  met  (a 
need  for  “certainty”  when  available  medical 
knowledge  allows  only  for  approximations).^ 
Such  situations  often  provoke  a patient-physician 
collusion  of  oversimplifications  and  falsehoods 
which  break  down  communications,  reduce  the 
difficulty  of  decision  making  by  promoting  the 
practice  of  “defensive”  medicine,  and  de-stabilize 
a once  predictable  patient-physician  relationship. 
The  results  may  be  morally,  ethically,  and  emo- 
tionally unsettling  for  the  physician.^ 

Stress  sources,  impacts,  and  outcomes  have 
been  investigated  in  pre-medical  students,  resi- 
dents in  training,  academic  faculty,  and  private 
practitioners,  across  many  specialty  disciplines. 
Several  such  studies,  which  include  attention  to 
the  critical  issues  of  questionnaire  development, 
validation  and  reliability,  identification  of  control 
groups,  and  selection  of  proper  statistical  assess- 
ments, will  be  presented. 

Mawardi  has  longitudinally  assessed  the 
careers  of  physicians  to  identify  satisfactions,  dis- 
satisfactions, and  causes  of  stress  in  medical  prac- 
tice. Two  cohorts  were  chosen,  and  members 
randomly  selected:  medical  school  graduates 
from  1935-1945,  and  from  1956-1965.  Both  aca- 
demic and  private  practitioners  were  included, 
and  multiple  specialties  were  represented.  The 
format  consisted  of  an  interview  in  the  physi- 
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cian’s  office,  and  a written  questionnaire.  Both 
groups  reported  many  satisfactions  that  evolved 
around  helping  patients,  solving  problems,  and 
developing  relationships  with  patients  and  their 
families.  Being  needed,  the  successful  manage- 
ment of  difficult  cases,  saving  a patient’s  life  or 
making  him  more  comfortable,  and  respect  from 
the  community  were  also  often  cited.  Major  job 
dissatisfactions  were:  attempting  to  treat  pa- 
tients that  they  could  not  help  appreciably,  office 
details  and  paperwork,  and  lack  of  leisure  time. 

As  an  objective  criterion  for  career  satisfaction, 
Mawardi  employed  the  Brayfield  Job  Satisfaction 
Blank  to  see  where  specialty  physician  groups 
placed,  relative  to  each  other.  Generally,  sur- 
geons, medical  school  faculty,  and  hospital-based 
groups  were  more  satisfied  than  family  practi- 
tioners, pediatricians  and  internists.  As  might  be 
suspected,  surgeons  appreciated  high  incomes 
and  the  ability  to  quickly  see  the  results  of  their 
interventions;  internists  were  often  irritated  be- 
cause they  handled  too  many  minor  illnesses,  fa- 
mily practitioners  described  time  pressures 
beyond  their  ability  to  cope,  and  pediatricians 
often  did  not  like  dealing  with  parents,  particu- 
larly mothers.^^ 

Major  new  sources  of  stress  which  were  identi- 
fied were:  1)  the  multiple  impacts  of  actual  or 
even  potential  malpractice  suits,  including  per- 
ceived enforced  changes  in  practice  style  or  con- 
tent; 2)  the  fear  of  physical  violence  against 
themselves  or  their  families  from  disgruntled  pa- 
tients; 3)  another  new  stress  was  related  to  peer 
review  and  ensuring  continued  competency.  It 
was  seen  as  stressful  to  focus  upon  the  reporta- 
ble behaviors  of  erring  physicians,  who  previous- 
ly were  protected  as  colleagues  under  a policy  of 
live  and  let  live. 

Because  of  often  intense  time  involvement  in 
direct  patient  care,  physicians  in  primary  care 
disciplines  may  be  at  increased  risk  for  job- 
related  stress  and  impairment.  May  and  Revicki 
have  recently  investigated  the  professional  stress 
syndrome  in  residents,  and  academic  and  com- 
munity physicians,  in  family  practice.^  Areas  of 
consideration  were  that  protracted  stress  might 
play  a major  role  in  the  poor  delivery  of  health 
care  services,  and  be  associated  with  the  develop- 
ment of  negative,  cynical  attitudes  towards  one’s 
patients.  These  authors  constructed  a 128-item 
survey  instrument  regarding  demographic  data, 
medical  training,  practice  characteristics,  and 
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measures  of  professional  stress,  idealism,  depres- 
sion, locus  of  control,  and  social  support  One  por- 
tion, the  Physician  Stress  Inventory,  used  Likert 
scales  to  identify:  1)  internal  professional  stress; 
2)  perceived  work  productivity;  3)  interference 
with  family  life;  and  4)  external  professional 
stress.  The  widely  used  and  validated,  20  item, 
Zung  Self-Rating  Depression  Scale  was  used  to 
measure  depression.  Other  survey  components 
assessed  social  desirability,  idealism,  social  sup- 
port, and  locus  of  control  (ie,  the  extent  to  which 
persons  believe  they  influence  or  control  their  life 
events  and  experiences).  Univariate  analyses  of 
variance  were  used  for  all  statistical  tests. 

The  findings  suggested  that  professional  stress 
among  family  physicians  involves  both  internal 
dissatisfaction  (irritability,  frustration,  and  iso- 
lation), and  external  devaluation  (lack  of  support 
and  recognition).  Declining  productivity  at  work, 
a sense  of  isolation  from  colleagues  and  family, 
and  a loss  of  idealism  were  consequences  of  in- 
creased job-related  stress  and  pressures.  Self- 
reported  feelings  of  depression  were  also  highly 
correlated  with  all  factors  of  the  Physician  Stress 
Inventory.  Although  three  percent  of  the  physi- 
cians studied  had  clinical  levels  of  depression, 
almost  one-third  experienced  symptoms  of 
depression  within  a sub-clinical  range.^ 

Other  important  findings  were  that  a loss  of 
idealism  was  associi-.ted  with  increased  feelings 
of  dissatisfaction,  and  frustration,  and  a decline 
in  recognition  of  the  importance  of  one’s  work. 
Retreat  from  family  relationships  and  emotion- 
al withdrawal  also  were  a result  of  job-related 
pressures.^  This  suggests  that  positive  ties  to, 
and  support  from,  both  the  family  and  the  com- 
munity may  be  effective  buffers  against  in- 
creased stress.  Relatively,  physicians  in  private 
practice  experienced  higher  levels  of  family  sup- 
port than  did  faculty  or  residents,  had  lower  lev- 
els of  idealism,  but  had  a greater  sense  of 
personal  control  in  their  lives. 

Investigation  of  job  demands  and  worker  health 
by  Caplan  et  al,^^  has  revealed  that  physicians 
report  the  highest  workloads,  the  greatest 
responsibility  for  other  people,  and  the  highest 
levels  of  job  complexity.  These  findings  undoubt- 
edly also  relate  to  the  high  levels  of  expectations, 
achievement,  and  motivation  shown  by  many 
physicians.  However,  the  results  of  the  study  by 
May  and  Revicki  suggest  that  a realistic  ap- 
praisal of  one’s  expectations  of  practice,  and  pa- 
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tient  care  behaviors,  may  serve  as  a positive 
stress-management  technique,  and  as  an  adap- 
tive coping  style.^  Additional  important  correla- 
tions include  less  perceived  physician  stress 
among  those  with  greater  quantities  of  peer  sup- 
port, family  strength  (mastery  and  communica- 
tions), and  better  self-rated  personal  health.^® 

Alexander  and  co-workers  have  also  studied  oc- 
cupational stress,  personal  strain,  and  coping 
among  family  medicine  residents  and  faculty 
members.  They  emphasize  the  distinction  be- 
tween the  sources  of  stress  in  medicine  (occupa- 
tional stress)  and  the  effects  of  stress  upon 
physicians  (personal  strain).  They  suggest  that 
documenting  the  incidences  of  suicide,  substance 
abuse,  emotional  disorders,  and  physical  risk  fac- 
tors are  only  inferential  about  the  stresses  of 
medical  practice,  and  that  insufficient  focus  is 
placed  upon  how  the  vast  majority  of  physicians 
in  training  or  practice  apparently  cope  without 
developing  significant  impairment.  These 
authors  found  that  coping  behaviors  vary  across 
the  developmental  stages  of  a medical  career,  so 
that  although  occupational  stress  is  almost  iden- 
tical among  residents  and  faculty,  additional  ex- 
perience with  time  management  dilemmas  and 
role  overload,  allows  one  to  develop  better  coping 
strategies. However,  residents  also  indicate 
that  they  are  less  likely  to  practice,  or  teach  to 
their  patients,  such  self-care  activities  as  regu- 
lar exercise,  appropriate  diet,  adequate  sleep,  and 
avoidance  of  harmful  substances,  in  comparison 
with  their  faculty  preceptors.  The  potential  for 
this  life-style  discrepancy  to  be  carried  over  into 
private  practice  behaviors  is  a major  risk  factor 
for  high  levels  of  professional  stress. 

Linn  and  colleagues  recently  investigated 
health  status,  job  satisfaction,  job  stress,  and  life 
satisfaction  among  internists  in  academic  versus 
private  practice  settings;  there  were  no  signifi- 
cant differences  between  the  two  groups  in  these 
areas.  However,  academicians  were  less  satis- 
fied with  their  personal  finances,  but  also  ex- 
perienced less  physical  illness.  The  major 
stressors  identified  in  both  groups  were:  having 
to  deal  with  intensely  emotional  aspects  of  pa- 
tients lives,  the  “problem  patient,”  and  the 
difficulties  associated  with  responding  to  un- 
reasonable patient  demands. 

The  impact  of  hospital  environment  upon  phy- 
sician stress  is  also  important  to  recognize.  Ham- 
mer and  co-workers  have  developed  the  Medical 
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Personnel  Stress  Scale  as  a 48  item  subjective 
measure  of  individual  and  organizational  dimen- 
sions of  stress.^®  Comparing  stress  levels  in 
health  care  workers  in  emergency  rooms  in  two 
separate  hospitals,  these  authors  particularly 
noted  organizational  sources  of  stress.  They  ob- 
served a milieu  problem  which  transcended  the 
individual’s  ability  to  influence  or  alter  his/her 
environment,  and  suggested  that  hospital  ad- 
ministrative interventions  often  need  to  be  more 
comprehensively  evaluated  in  terms  of  impact 
upon  health  care  employee  attitudes. 

The  personal  qualities  and  attitudes  of 
medical  students  have  often  been  suggested  to 
play  a large  role  in  specialty  selection  and,  by  in- 
ference, this  would  be  expected  to  relate  to  con- 
cepts such  as  “role  hardiness,”  and  subsequent 
ability  to  handle  stress  during  training  and  in 
practice.  Several  studies  have  suggested  that 
some  students  may  be  more  able  to  tolerate 
stress,  tend  to  thrive  in  an  environment  which 
they  perceive  as  stressful,  and  may  make  career 
choices  on  that  basis.^^  Medical  students  often 
identify  a high  to  low  stress  continuum  of  special- 
ties which  includes  surgery,  internal  medicine, 
pediatrics,  psychiatry,  radiology,  and  dermatol- 
ogy. Interestingly,  those  who  chose  careers  which 
they  said  were  most  stressful  had  significantly 
higher  self-esteem,  experienced  less  unfavorable 
stress  themselves,  and  more  frequently  perceived 
stress  as  a positive  contribution  to  their  per- 
formance. 

Many  of  the  character  traits  that  initially  con- 
tribute to  physician  success  in  training  or  prac- 
tice can  also  become  risk  factors  when  amplified. 
These  personal  qualities,  which  include  competi- 
tiveness, perseverance,  self-sacrifice,  and  even 
some  degree  of  denial  of  feelings,  may  be  useful 
in  college,  medical  school,  or  residency,  and  yet 
truncate  the  physician’s  ability  to  perceive  his  or 
her  personal  needs,  or  even  to  recognize  develop- 
ing aberrant  behaviors.^®  Organized  medicine 
recognizes  that  physician  impairment  is  a major 
occupational  hazard,  with  conservative  estimates 
of  alcoholism,  drug  abuse,  and  mental  illness 
ranging  between  six  and  fifteen  percent  of  the 
physician  population. However,  it  is  impor- 
tant to  recognize  that  measures  such  as  divorce 
among  physicians,^®  suicide,^^  drug  abuse,  and 
alcoholism,^®  are  partly  a function  of  pre- 
existing character  traits,  partly  stress-related 
physician  behaviors  for  which  more  effective  in- 
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terventions  should  be  sought,  and  partly  outcome 
indicators  whose  utility  is  marred  because  they 
identify  physician  stress  so  late  in  the  process. 

One  proposed  etiology  for  drug  use,  marital  in- 
stability, depression,  and  psychotherapeutic 
needs  among  physicians  may  be  rooted  in  life  ad- 
justment difficulties  evident  long  before  entering 
medical  school. Vaillant  and  co-investigators 
have  described  a 30  year,  prospective  follow-up 
evaluation  of  47  male  physicians  and  79  non- 
physician controls  who  were  initially  studied  as 
college  sophomores.  The  undergraduate  students 
who  eventually  became  physicians  were  statisti- 
cally more  likely  to  exhibit  traits  of  dependency, 
pessimism,  self  doubt,  and  passivity  than  con- 
trols, and  appeared  to  more  frequently  express 
feelings  of  inferiority.  Doctors  tended  to  have  par- 
ents who  were  overprotective,  and  normal  rebel- 
lion from  parental  ties  often  failed  to  occur.  The 
critical  question  is,  therefore,  whether  a physi- 
cian’s pre-existing  vulnerabilities  may  extend 
into  his  professional  behavior,  and  perhaps  even 
alter  his  medical  care.  As  a prescription  for 
health,  Vaillant  suggests  that  doctors  need  per- 
mission to  cherish  themselves,  and  admit  that 
they,  too,  have  needs. 

Often,  depression  is  an  unrecognized  and  un- 
treated trait  among  physicians  experiencing 
stress.  The  natural  reluctance  of  physicians  to 
report  themselves  often  magnifies  this  problem, 
and  presents  an  enormous  challenge  to  family, 
colleagues,  and  therapists.^®  However,  several 
important  issues  may  be  addressed:  a)  minimiza- 
tion of  guilt  about  past  indiscretion  or  behaviors; 
and  b)  identification  of  the  therapist  as  principal- 
ly responsible  for  case  management.  Special 
problems  which  must  be  considered  by  both  phy- 
sician and  potential  therapist  should  include  lo- 
cation of  treatment,  potential  denial  of 
patienthood,  premature  flight  from  treatment  by 
resuming  all  prior  obligations,  the  need  to  sched- 
ule recreational  activities,  and  how  to  evolve  a 
long-term  treatment  program.  Ultimately,  we 
must  all  learn  how  to  engage  the  medical  commu- 
nity, including  medical  schools  and  training  pro- 
grams, in  physician  stress  prevention  strategies. 

Among  the  most  important  efforts  to  reduce 
stress  among  physicians  in  practice  is  to  collec- 
tively model  student  and  residency  trainees 
toward  a more  balanced  lifestyle,  not  reinforce 
the  70-hour  work  week  as  exemplary  conduct, 
promote  cognitive  awareness  of  physician’s  stress- 
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related  problems,  and  develop  increased  capaci- 
ty to  examine  personal  feelings,  and  potential 
changes  in  life  goals/®  Experiential  instruction 
in  developing  coping  skills  needs  to  become  an  in- 
tegral part  of  physicians’  life-long  learning,  and 
should  include  the  following  skills:  1)  accurate 
appraisal  of  potential  and  actual  stressful  situa- 
tions; 2)  effective  information  seeking  and  utili- 
zation to  achieve  stress  control;  3)  contingency 
planning;  4)  rehearsing  of  behavioral  alterna- 
tives; 5)  sustaining  pleasurable  activities  under 
stress;  and  6)  maintaining  contacts  with  refer- 
ence groups,  particularly  among  family  and  non- 
medical peers. 

In  summary,  job  stress  among  physicians  in 
practice  is  prevalent,  often  hidden,  perhaps  in- 
creasing, and  possibly  rooted  in  personality 
characteristics  which  are  simultaneously  predic- 
tive of  professional  success.  Important  strategies 
for  amelioration  of  job  stress  include  active  at- 
tempts to  reduce  role  strain,  learning  to  cherish 
oneself  and  family,  seeking  time  alone,  and  the 
cultivation  of  spiritually  rewarding  friendships. 
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Anniversary  Celebra- 
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PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives: 

• Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

•Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

•Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
becoitie  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

‘‘CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.” 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  is  one  of  America’s  leading  financial  institutions. 
With  over  $19.6  billion  in  assets  and  $1 .9  billion  in  surplus, 
they  have  the  size  and  resources  to  adequately  finance 
professional  liability  programs.  You  can  count  on  them  to 
stay  in  the  market  and  be  there  when  you  need  them. 

CNA’s  financial  standing  and  stability  have  not  gone 
unnoticed.  Continental  Casualty  Company,  CNA’s 
primary  professional  liability  underwriter,  has  an  A+ 
rating  — the  highest  rating  available  from  A.M.  Best, 
the  definitive  source  for  information  on  insurance 
organizations.  This  rating  represents  a very  significant 
barometer  for  CNA’s  financial  and  operating  strength. 


Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  coverage 
for  damages  arising  from  the  performance  of  or  failure 
to  perform  professional  services  in  your  capacity  as  a 
physician  or  surgeon,  or  the  performance  of  professional 
medical  services  by  any  person  or  organization,  including 
nurses,  nurse  anesthetists,  physician  assistants,  and 
others  for  whose  acts  or  omissions  you  are  legally  liable. 


Liability  limits  available: 
Per  Claim  Limits 


1.31,000,000 

2.31,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAiL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period: 

A.  death  or  total  and  permanent  disability  occurs;  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 
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Contractual  Liability 

! Contractual  liability  protection  includes  liability  assumed 
I by  contract  with  an  HMO,  PPO,  IPA,  or  other  similar 
I organizations  but  only  for  such  liability  as  is  attributable 
I tothe  CNA-insured  physicians’  negligence. 

Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 

Audiologist 
Medical  Aide 
R.N. 

L.PN. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 
Medical  Laboratory  Technician 
Research  PhD 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


Optometrist 
Pharmacist 
O.R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 

Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured’s 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA. 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  covemge. 


Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physidan  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
^needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

PO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 

Harry  S.  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 
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For  All  the  Commitments  You  Make® 


AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 


We  can  help  you 
get  to  the  heart 
of  the  problem 


When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 
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CONSULTANTS: 


Paul  C.  Pennock,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon,  M.D. 
Arthur  W.  Colboum,  M.D, 
Michael  E.  Stillabower,  M.D. 
Barry  S.  Denenberg,  M.D. 
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way  you  must  dispose  of  needles,  sharps  and  other  equipment.  Medlab  now  provides  containers, 
pick-up  and  certified  disposal  for  one  low  fee.  Call  Medlab  at  (302)  655-5227  and  request  “Medlab 
Memorandum”  on  waste  disposal. 
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ABDOMINAL  ABSCESSES:  ULTRASOUND  GUIDED 
PERCUTANEOUS  THERAPY 


James  T.  Tsatalis,  M.D. 
Matthew  Rifkin,  M.D. 


ABSTRACT 

Percutaneous  abscess  drainage  using  cross- 
sectional  imaging  has  become  an  accepted  and 
important  clinical  tool.  Most  previous  reports 
have  emphasized  the  importance  of  CT  as  the 
primary  study  for  guidance.  Ultrasound  has  been 
suggested  as  a complementary  as  opposed  to  a 
primary  guiding  modality.  This  has  been  stated 
because  of  the  complications  that  may  result 
from  possible  incomplete  visualization  of  inter- 
vening structures  and  demonstration  of  incom- 
plete emptying. 

Our  data  of  91  abscess  drainages  in  66  patients 
treated  with  percutaneous  abscess  drainage  and 
performed  exclusively  with  ultrasound  guidance, 
suggest  that  ultrasound  is  at  least  as  useful  and 
as  accurate  a tool  for  drainage  as  any  other  mo- 
dality. An  overall  success  of  89%  was  obtained 
and  severe  complications  in  general  were  less 
than  previously  reported  utilizing  CT.  Out  data 
suggest  that  ultrasound  is  certainly  as  useful  a 
guiding  technique  for  cross-sectional  imaging 
when  needed  for  localization  and  drainage  of  ab- 
scesses. 

INTRODUCTION 

The  development  of  abdominal  abscesses  is 
often  insidious  and  their  clinical  manifestations 
can  be  varied  and  perplexing.  Early  treatment  is 
essential  because  patients  with  undrained  ab- 
dominal abscesses  die  from  the  disease.^  While 

Dr.  Totalis  is  serving  his  residenc>’  at  Mercy  Catholic  Medical  Center,  Fitzgerald 
Division,  Darby,  Pennsylvania. 

Dr.  Rifkin  in  Professor  of  Radiology  and  Urology,  Jefferson  Medical  College,  Tho- 
mas Jefferson  University. 
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surgery  has  been  the  mainstay  of  the  therapeu- 
tic approach,  there  has  been  great  interest  in  the 
development  of  a safe,  accurate,  non-invasive 
technique  for  diagnosing  these  lesions  and  allow- 
ing guidance  for  successful  non-surgical 
technique. 

In  recent  years,  technical  advances  in  ultra- 
sound (US)  and  computerized  tomography  (CT) 
have  improved  the  diagnostic  accuracy  of  imag- 
ing abdominal  fluid  collections.  This  has  also 
facilitated  the  efficacy  of  image  guided  needle 
aspiration  and  catheter  insertion. Many 
studies  over  the  past  few  years  have  suggested 
that  because  of  the  limited  visualization  of  the  in- 
ternal contents  of  abscesses  and  intervening 
structures  in  the  abdomen,  percutaneously 
drained  fluid  collections  should  have  catheter 
placement  guided  by  CT,  as  opposed  to  ultra 
sound  to  improve  the  success  rate  and  decrease 
morbidity.®' The  success  of  abscess  drainage 
with  CT  guidance  has  ranged  from 
52-90%. 

A retrospective  study  was  made  to  determine 
the  ability  and  efficacy  of  ultrasound,  used  alone 
as  a guidance  technique  when  used  for  abscess 
drainage,  and  compared  its  success  and  compli- 
cation rate  when  used  for  intraabdominal  and 
retroperitoneal  abscesses  undergoing  percutane- 
ous abscess  drainage  (PAD). 

METHODS  AND  MATERIALS 

A retrospective  study  of  all  patients  with  sus- 
pected intraabdominal  and  retroperitoneal  ab- 
scesses referred  to  the  Division  of  Ultrasound  in 
the  Department  of  Radiology  during  the  past  five 
years  was  undertaken.  All  patients  with  signs  of 
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abscess  formation  that  were  identified  by  ultra- 
sound underwent  PAD.  PAD  with  ultrasound 
guidance  was  used  to  treat  91  abscesses  in  66  pa- 
tients (39  female,  27  male,  age  range  23-86  years). 
The  91  abscesses  were  confirmed  by  both  demon- 
stration of  viable  bacteria  of  Gram  Stain  and  bac- 
teriological culture.  There  were  7 intrahepatic 
collections,  3 in  the  pelvis,  11  in  the  left  upper 
quadrant  of  the  abdomen,  15  in  the  left  lower 
quadrant,  12  in  the  right  upper  quadrant,  and  12 
in  the  right  lower  quadrant.  There  were  17  in- 
trarenal,  6 psoas,  and  8 pancreatic  or  peripan- 
creatic  collections. 

A simple  abscess  was  defined  as  a unilocular, 
well-defined  fluid  collection  with  access  to  the  col- 
lection not  traversing  a solid  organ  or  two  ana- 
tomic fluid  spaces. 

There  were  multiple  abscesses  in  16  of  66  pa- 
tients. Intraperitoneal  collections  accounted  for 
41  of  the  91  patients.  Twelve  patients  had  two  ab- 
scesses each,  with  eight  of  these  having  two  ad- 
jacent collections  in  the  same  anatomic  site,  and 
four  patients  having  them  in  two  different 
regions.  One  patient  had  three  abscesses  all  lo- 
cated in  the  same  anatomic  region.  Two  patients 
had  four  abscesses  each,  one  patient  having 
recurrences  of  all  four  in  the  same  region,  and  the 
other  patient  having  abscess  formation  in  vari- 
ous anatomic  sites.  One  patient  had  six  abscess- 
es located  in  various  areas. 

Of  the  total  91  abscesses  in  our  study,  66  were 
considered  to  have  formed  as  new  abscesses  and 
25  as  recurrences.  Of  the  31  retroperitoneal  ab- 
scesses, eight  were  considered  to  have  complex, ill- 
defined  abscess  formation  due  to  pancreatic  in- 
flammatory disease. 

All  drainage  procedures  were  performed  under 
ultrasound  guidance  with  a diagnostic  needle 
aspirate  preceding  the  drainage  procedure.  Ultra- 
sound imaging  was  performed  with  a variety  of 
linear  array  and  sector  scanners.  The  criteria  for 
a PAD  included:  a fluid  collection  having  the 
ultrasound  signs  of  abscess  and  a safe  percutane- 
ous access  route,  defined  as  not  traversing  the 
pleural  space  or  a solid  visceral  organ.  The  ab- 
scess cavity  was  adequately  visualized  by  sonog- 
raphy in  91  (97%)  of  94  patients. 

Upon  confirmation  of  the  abscess  by  aspirate 
and  appropriate  bacteriologic  staining  studies, 
the  drainage  procedure  was  performed  using 
either  an  8.3  or  9.2  Fr  pigtail  catheter  or  a 10, 12 
or  12  Fr.  von  Sonnenberg  catheter.  The  contents 

414 


were  then  aspirated  and  irrigated  with  saline 
without  the  instillation  of  antibiotics.  Abscess 
cavity  solution  was  assessed  using  ultrasound 
scanning. 

RESULTS 

Abscess  drainage  was  considered  successful  if 

(1)  the  abscess  resolved  quickly,  (2)  did  not  recur, 
(3)  was  no  longer  a septic  focus,  and  (4)  the 
drainage  modality  was  not  contributory  to  death. 

An  abscess  was  considered  inadequately 
drained  if  (1)  an  additional  operative  procedure 
was  required  to  completely  resolve  the  abscess, 

(2)  failure  to  resolve  sepsis  or  (3)  the  abscess  con- 
tributed to  the  patient’s  death. 


TABLE  1 

SUCCESS  OF  PAD  BY 
ULTRASOUND  GUIDANCE 


Site 

Total 

Success  %SuccessFailure 

Liver 

7 

5 

71 

2 

Pelvic 

3 

3 

100 

0 

Left 

Upper  Quadrant 

11 

10 

91 

1 

Left 

Lower  Quadrant 

15 

14 

93 

1 

Right 

Upper  Quadrant 

12 

10 

83 

2 

Renal 

17 

17 

100 

0 

Psoas 

6 

5 

83 

1 

Pancreas 

8 

6 

75 

2 

TOTAL 

91 

81 

89% 

10 

Note:  Numbers  represent  number  of  abscesses. 


The  distribution  of  abscess  drainage  outcome 
by  site  is  presented  in  Table  1.  Of  the  91  total  ab- 
scesses drained,  81  (89%)  were  considered  suc- 
cessfully drained  and  10  (11%)  were  considered 
unsuccessfully  drained.  Eight  of  the  ten  cases 
judged  unsuccessful  went  to  surgery  for  definitive 
treatment,  all  of  which  were  successful  in  out- 
come, the  remaining  two  of  the  ten  were  treated 
with  antibiotics  successfully  (Table  2).  It  may  not 
be  fair  to  judge  these  ten  cases  as  unsuccessful, 
for  other  complications  may  have  arisen  that 
were  clinically  significant. 
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TABLE  2 

DIAGNOSIS  AND  SITES  OF  ABSCESS 
IN  UNSUCCESSFUL  ABSCESS  TREATMENT 


Patients 


Sex 

Age  (yrs) 

Site  of  Abscess 

F 

48 

liver 

F 

82 

liver 

F 

73 

LUQ 

F 

60 

LLQ 

F 

82 

RUQ 

M 

68 

RUQ 

F 

59 

RLQ 

F 

70 

psoas 

M 

42 

pancreas 

M 

43 

pancreas 

M,  male;  F,  female 


DISCUSSION 

Often  percutaneous  abscess  drainage  offers 
definitive  treatment  without  the  attendant  mor- 
bidity and  mortality  of  an  open  surgical  proce- 
dure. Percutaneous  abscess  drainage  is  often 
definitive  therapy  or  if  not  allows  temporary 
relief  of  sepsis  and  thus  delays  surgery  until  the 
patient  can  more  safely  undergo  the  procedure  (if 
required).  The  promising  results  of  PAD  for  a sim- 
ple unilocular  abscesses  have  allowed  the  expan- 
sion of  the  indications  for  PAD^'*  to  include 
multiple  septated  abscesses  and  abscesses  in 
which  drainage  means  traversing  uninvolved 
organs. 

The  detailed  anatomical  localization  of  intraab- 
dominal abscesses  provided  by  CT  and  US  has  be- 
come indispensable  for  treatment  planning.  Safe 
access  routes  are  identified  by  these  imaging  mo- 
dalities and  in  the  majority  of  cases  per- 
cutaneousdrainage  is  the  method  of  choice.®  ® 

The  crucial  role  of  CT  provides  for  the  accurate 
diagnosis  of  intraabdominal  abscesses  as  well  as 
for  planning  of  a safe  puncture  route  for  per- 
cutaneous drainage  has  been  well  established.^^ 
It  has  been  suggested  that  ultrasound  cannot  be 
used  alone  for  guidance  because  of  its  limitations 
in  defining  complicated  loops  of  bowel.  Thus,  CT 
is  a “superior”  guiding  technique.  However,  in 
our  study,  the  abscess  cavity  was  adequately 
visualized  by  sonography  in  91  (97%)  of  94  ab- 
scesses (66  patients).  Failure  to  visualize  the  ab- 
scesses in  three  patients  was  due  to  overlying  gas 
(two  patients)  or  proximity  of  bone  (one  patient). 

We  obtained  an  overall  success  rate  of  89%  with 
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success  highest  in  the  renal  and  pelvic  sites,  each 
having  a drainage  success  rate  of  100%.  The 
lowest  success  rate  was  found  in  the  liver  which 
had  a 71%  (5/7)  success  rate.  The  combined  in- 
traabdominal sites  had  a success  rate  of  88% 
(53/60)  and  combined  retroperitoneal  sites  90% 
(28/31).  Drainage  success  among  multiple  ab- 
scess sites  and  sites  which  recurred  had  a simi- 
lar drainage  success  rate  of  88%  (36/41).  This  data 
are  at  least  as  good  and  often  better  than  most 
reports  using 

Eight  of  the  ten  unsuccessful  drainage  proce- 
dures went  to  surgery  and  two  were  treated  with 
intravenous  antibiotics.  Three  patients  with  suc- 
cessful drainage  died  within  ten  days  of  the  proce- 
dure from  causes  unrelated  to  the  procedure  (ie, 
widely  metastasized  ovarian  Ca,  melanoma  and 
renal  failure,  and  metastasized  gastric  Ca)  (Table 
3).  One  patient  in  the  study  suffered  bowel  per- 
foration during  an  open  surgical  procedure,  be- 
came septic,  underwent  PAD,  and  expired  within 
ten  days  of  the  procedure. 


TABLE  3 

CASES  REPORTED  AS  FAILURES 

Complicating  Medical  History  Death  Attributable 

to  Procedure 

G.S.  Colonic  malignancy  Anasarca 
G.B.  Chronic  pancreatitis  with  pseudocyst 

F. S.  Colonic  malignancy 

G. J.  Chronic  pancreatitis  with  pseudocyst 
J.V.  None 

L.C.  Pulmonary  malignancy 
Uterine  malignancy  post  radiotherapy 
A.W.  None 

L.J.  Colonic  malignancy 

J.C.  Hepatic  malignancy  **** 


Despite  the  benefit,  there  are  limitations  in  the 
use  of  CT.  The  equipment  is  far  more  expensive 
than  ultrasound.  CT  is  a non-portable  technique, 
whereas  ultrasound  can  be  moved  throughout  the 
hospital,  and  when  necessary  into  the  intensive 
care  units.  For  these  reasons,  if  a technique  other 
than  CT,  and  in  particular  US,  can  be  used  for 
guidance,  it  may  be  preferable  to  computed 
tomography  as  a guiding  procedure. 

Our  results  suggest  that  ultrasound  is  at  least 
as  accurate  for  locating  abscesses  and  also  for 
guidance,  with  our  failure  rates  as  low  as  any 
reported  series  with  CT,  and  our  success  rate  at 
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least  as  high  as  any  reported  series  utilizing  CT. 

While  our  data  are  not  definitive,  our  results 
certainly  suggest  that  in  experienced  hands, 
ultrasound  is  at  least  as  useful  as  CT.  It  is  our 
opinion  that  if  the  abscess  can  be  identified  be- 
cause of  its  flexibility,  ultrasound  is  often  the 
technique  of  choice  for  locating,  defining  bound- 
aries, and  guiding  for  percutaneous  drainage  of 
intraabdominal  abscesses. 
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Patients  appreciate  Axid?  30 
in  the  Convenience  Pa 

In  a Convenience  Pak  survey  (N = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  underst 

■ 93%  reported  not  missin 

Pharmacists  save 
at  no  extra  cost 

■ The  Convenience  Pak  sa 
minimizes  handling 


The  Opnvenfence 


iji. ' 

-JC3U  mt 


Brief  Summary 

Consult  the  package  literature  lor  complete  iirtormation. 

indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 

active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longerthan  one  year  are  not  known. 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caubon  in  paOents  with  hypersensitivity  to  oSier 
Hrreceptor  antagonists. 

Precautions:  General  - 1 . Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  pizabdine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinebc  studiesinpabentswdh  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizabdine  is  metabolized  in  Ihe  liver.  In  pabents  with  nonnal 
renal  funcbon  and  uncomplicated  hepabc  dysfuncbon,  the  dis^sibon  of  nizabdine 
is  similarto  that  in  nonnal  subjects. 

Lalxiratory  Tes/s -False-positive  tests  tor  urobilinogen  with  Mulbsbx*  may 
occur  during  ffierapy  with  nizabdine. 

Drug  Interactions -tio  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  lidocaine.  phenytoin.  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyrne  system: 
therefore,  drug  interacbons  mediated  by  inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur.  In  pabents  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizabdine.  1 50  mg  b.i.d..  was 
administered  concurrenby. 

Carcinogenesis.  Mutagenesis,  Impairment  ol  Fertility -A  two-year  oral  car- 
cinogenlci^  study  In  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastric  oxynbc  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice:  ahhough  hyperplasbc  nodules  of  bie 
liver  were  increased  in  bie  high-dose  males  as  compared  with  placebo.  Female 
mice  given  bie  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  signibcant  increases  in  hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  wibi  no  numencal  increase  seen  in  any  of  bie  other 
dose  groups.  The  rate  of  hepabc  carcinoma  in  bie  high-dose  animals  was  wibiin  bie 
histoncal  conboi  limits  seen  forbie  sbain  of  mice  used.  The  female  mice  were  given 
a dose  larger  bian  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  conbols  and  evidence  of  mild  liver 
injury  (transaminase  elevabons) . The  occurrence  of  a marginal  bnding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  wibi  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
babery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid. 

Axid  was  not  mutagenic  in  a babery  of  tests  perfonned  to  evaluate  its  potenbal 
genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled  DNA  synbiesis. 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  posbiatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  bie  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy- Teratogenic  Efiecis- Pregnancy  Category  C-  Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  bie  human  dose  and  in  Dutch  Bebed  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect:  but  at  a dose  equivalent  to  300  bmes  bie  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  adminisbabon  to  pregnant  New  Zealand  Whbe  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbe 


anomaly,  dis 
fetus.  There 


arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  rt  produced  vemricular 
Jomen,  spina  bibda,  hydrocephaly,  and  enlarged  heart  in  one 
! are,  however,  no  adequate  and  well-conbolled  studies  in  pregnant 
women,  b is  also  not  known  whebier  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capaeby.  Nizabdine  should  be 
used  during  pregnancy  only  b the  potenbal  benefb  justifies  bie  potenbal  risk  to  bie 
fetus. 

Nursing  Mothers  -Studies  conducted  in  lactabng  women  have  shown  that 
<0.1%  of  bie  administered  oral  dose  of  nizabdine  is  secreted  hi  human  milk  in 
proporbon  to  plasma  concentrabons.  Caubon  should  be  exercised  when  adminis- 
tering nizabdine  to  a nursing  mother. 

Pediatric  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Bderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnonnalbies  are  also  similarto  those  seen  in  obier  age  groups.  Age  alone  may 
not  be  an  important  factor  in  the  disposbion  of  nizabdine.  Elderly  pabents  may  have 
reduced  renal  funcbon. 

Adverse  Reaiffions:  Clinical  bials  of  nizabdine  included  almost  5,000  pabents 
given  nizabdine  in  studies  of  varying  durabons.  Domesbc  placebo-conbolled  bials 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo.  Among 
reported  adverse  events  in  the  domesbc  placebo-conbolled  bials.  sweabng  (1  % vs 
0.2%),  urbeana  (0.5%  vs  < 0.01  %).  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
canby  more  common  in  the  nizabdine  group.  A variety  of  less  common  events  was 
also  reported:  b was  not  possible  to  determine  whebier  these  were  caused  by 
nizabdine. 

HraaPe  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (BOOT 
[AST],  SORT  (ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  nizabdine.  In  some  cases,  there  was  marked 
elevabon  of  SOOT.  S(5pT  en^es  (greaterthan  500  lU/L)  and,  in  a single  instance, 
SORT  was  greater  than  2,00(5  lU/L.  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limb  of  normal,  however,  did  not 
signbicanby  dbfer  bom  bie  rate  of  liver  enzyme  abnormalibes  in  placebo-beated 
pabents.  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  urbreated  subjects. 

CNS — Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine  — Clinical  pharmacology  studies  and  controlled  clinical  bials  showed 
no  evidence  of  anbandrogenic  acbvi^  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  wbh  equal  bequency  by  pabents  who  rt 
given  placebo.  Rare  reports  of  gynecomasba  occurred. 

Hematologic  — Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
heated  wbh  Md  and  another  H2-receptor  antagonist  On  previous  occasions,  this 
pabent  had  experienced  thrombocytopenia  while  taking  obier  drugs.  Rare  cases  of 
birombocytopenic  purpura  have  been  reported. 

WegomerKa/ -Sweabng  and  urbeana  were  reported  signbicartby  more  fte- 
quenby  in  nizabdine-  than  in  placebo-beated  pabents.  Rash  and  exfoliative  dermab- 
bs  were  also  reported. 

Hypersensitivity -As  wbh  obier  H;-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  adminisbabon  of  nizabdine  have  been  reported.  Because  cross-sen- 
sbivby  in  this  class  of  compounds  has  been  observed,  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvby 
to  these  agents.  Rare  episodes  of  hypersensbivby  reacbons  (eg,  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilial  have  been  reported. 

Other  - Hyperuncemia  unassociateo  wbh  gout  or  nephroibhiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizabdine  adminisbabon  have  been 
reported. 

Ovenfosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  —There  is  Ibbe  clinical  expenence  with  overdosage  of  Axid 
in  humans.  Test  animals  that  received  large  doses  of  nizabdine  have  exhibbed 
cholinergic-type  effects,  including  laertmabon,  salivabon,  emesis,  miosis,  and 


mg/kg  and  232  mg/kg  respectively. 

Treatment  -To  obtain  up-to-date  informabon  about  bie  beatment  of  overdose,  a 


of  certified  poison  conboi  centers  are  listed  in  the  Physicians'  Desk  Heierence 
(PDR).  In  managing  overdosage,  consider  the  possibilby  ol  mulbple  drug  over- 
doses. interacbon  among  drugs,  and  unusual  drug  krnebes  in  your  pabenl 
b overdosage  occurs,  use  ol  acbvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  wbh  clinical  monbohng  and  supportive  therapy.  Renal  dialysis  for 
four  to  six  hours  increased  plasma  clearance. 


GERIATRICS:  CONTINUITY  OF  LONG  TERM  CARE 


Wayne  Zwick,  M.D.,  M.P.H. 


The  demographic  pressures  of  the  “graying  of 
America”  have  produced  a burgeoning  array  of 
health  challenges.  The  field  of  long  term  care  has 
responded  with  rapid  expansion.  The  primary 
care  physician  is  instrumental  in  determining 
the  long  term  care  option  that  best  fulfills  the 
needs  and  values  of  the  frail  elderly.  A broad 
knowledge  of  long  term  care  services  is  essential 
to  guide  the  patient  to  the  appropriate  health 
care  intervention. 

Demographic  and  economic  forces  are  continu- 
ing to  reshape  health  care  for  the  elderly,  suggest- 
ing an  increasingly  complex  network  of  health 
care  services.  As  many  of  those  over  age  85  are 
frail,  and  as  this  age  group  is  the  fastest  growing 
elderly  sub-population,  the  need  for  a step-care 
approach  to  health  will  continue  to  grow.  Social 
health  maintenance  organizations  have  been  in- 
novative and  successful  in  providing  services  that 
complement  the  informal  caregiver.^  Other  com- 
munity projects  such  as  On  Look  Senior  Health 
Services  in  San  Francisco,  the  Chelsea  Village 
Program  in  New  York  City,  the  Triage  Program 
in  Connecticut,  the  Nursing  Home  Without 
Walls  Program  in  New  York  State,  Community 
Care  Organization  in  Wisconsin,  and  ACCESS  in 
New  York,  among  others,  provide  insight  into 
feasible  alternatives  to  current  health  care  op- 
tions.^’^  Their  adaptation  and  partial  or  com- 
plete replication  to  meet  local  needs  in  other 
areas  of  the  country  will  increase  the  options  for 
the  elderly. 

Long  term  care  and  nursing  home  care  have 
often  been  considered  synonymous  in  the  past.^ 
However,  the  definition  of  long  term  care  by  the 
federal  government  specifically  includes  health 
services  in  a non-institutional  setting.  Seventy- 
five  to  eighty  percent  of  eldercare  occurs  in  set- 
tings other  than  nursing  homes.®  Only  one-third 

Dr.  Zwick  is  Assistant  Director,  St.  Francis  Hospital  Family  Practice  Residen- 
cy Program,  Clinical  Assistant  Professor,  Department  of  Family  Practice  and  Com- 
munity Health,  Temple  University  School  of  Medicine,  and  Medical  Director, 
Shipley  Manor,  Wilmington,  and  Stonegates,  Greenville. 
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of  patients  who  qualify  for  institutional  place- 
ment are  in  nursing  homes.  The  spectrum  of  el- 
dercare ranges  from  independent  living  at  home 
to  the  extreme  dependent  care  provided  by  the 
nursing  home,  with  several  steps  between  the 
two.  The  elderly  move  from  one  setting  to  another 
for  health,  social,  and  financial  reasons. 

Outpatient  eldercare  includes  “preventive 
gerontology,”  health  promotion,  and  wellness 
recommendations,  covering  such  aspects  as  im- 
munization schedules,  cancer  screening,  exercise 
prescription,  hearing  and  vision  assessment,  and 
osteoporosis  monitoring.  The  optimal  goal  is  not 
just  “healthy  aging,”  but  “productive  aging,”  in 
which  the  elderly  continue  to  be  participants  in 
the  work  force.®  Patients  and  their  families  need 
to  be  educated  concerning  living  wills,  durable 
power  of  attorney,  advance  directives,  and  sur- 
rogacy.^ The  physician  continues  to  be  involved 
in  acute  care  problems,  such  as  the  sudden 
deficits  of  multi-infarct  dementia  or  a fractured 
hip.  He  also  becomes  increasingly  involved  in 
near  crisis  situations,  such  as  inappropriate  or 
harmful  behavior,  wandering,  frequent  falling, 
and  incontinence. 

As  a team  leader,  the  family  physician  is  called 
upon  to  manage  the  total  patient  care  and  to  pri- 
oritize the  multiple  problems,  often  from  a func- 
tional perspective.  For  acute  medical  problems, 
a history  and  physical  examination  tailored  to 
the  geriatric  population  is  often  required.  Mental 
status  and  functional  assessment  are  especially 
important  as  deterioration  in  function  or  mental 
status  is  often  the  first  sign  of  an  acute  illness  or 
an  acute  exacerbation  of  a chronic  disease.'^ 
Although  the  functional  deficit  may  appear  to  be 
secondary  to  failure  of  a particular  organ  system, 
such  an  attribution  may  be  incorrect  in  the  elder- 
ly. The  symptom  complex  may  have  no  obvious  re- 
lation to  the  source  of  pathology  and  a thorough 
search  is  required  to  identify  the  problem.  The 
patient  will  continue  to  decompensate  until  the 
underlying  disease  process  is  brought  under  con- 
trol, at  which  time  functional  or  mental  deficits 
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will  begin  to  resolve. 

If  the  physician  is  unable  to  provide  a complete 
assessment,  evaluation  by  a geriatric  assessment 
team  should  be  considered.  After  analysis  of  the 
patient’s  domains,  this  team  recommends  inter- 
ventions to  the  primary  care  provider.  Compared 
to  a series  of  consultations,  the  team  approach 
has  been  found  to  provide  a more  effectively  in- 
tegrated care  plan.  Outcomes  include  reduced 
medical  care  costs  and  reduced  hospital  use.®  In 
the  hospitalized  elderly,  geriatric  multidiscipli- 
nary assessment  has  been  shown  to  lower  the 
rate  of  nursing  home  placement.®  Geriatric  as- 
sessment also  requires  emphasis  on  follow-up  to 
ensure  recommendations  are  completed  and 
their  effectiveness  is  evaluated.® 

Home  visits  are  important  to  eldercare  for  a 
variety  of  reasons.  A home  visit  may  be  in- 
strumental in  providing  otherwise  unobtainable 
information  concerning  the  problem  patient.  For 
example,  the  patient  may  be  suffering  from  poly- 
pharmacy, with  prescription  drugs  from  other 
physicians.  In  a recent  survey,  95%  of  profession- 
als considered  medication  misuse  at  least  as  seri- 
ous as  other  health  problems  in  the  elderly.^® 
However,  diagnosing  misuse  may  elude  the  phy- 
sician until  a home  visit  is  completed.  For  ac- 
curate nutritional  intake,  a visit  to  the  kitchen 
is  mandatory  where  the  “heat  or  eat”  syndrome 
may  be  discovered.^  The  social  network  is  ob- 
served in  action  in  the  home  setting.  Determina- 
tion of  the  degree  of  social  support  is  important 
for  prognostic  considerations,  especially  hip  frac- 
ture rehabilitation.^^  Social  supports  are  also 
critical  for  the  terminally  ill  patient  in  meeting 
eligibility  requirements  for  hospice  care.  Neigh- 
borhood safety  may  be  an  important  factor  in  pa- 
tient recovery  or  satisfaction. 

A home  visit  is  very  helpful  in  developing 
recommendations  for  change  in  the  patient’s 
domicile  to  meet  his  needs.  The  home  environ- 
ment may  be  adapted  externally  by  providing 
home  health  aides  and  other  personnel  or  tap- 
ping into  community  programs  for  assistance  (ie, 
meals-on-wheels  or  wheels-to-meals).  Physical 
and  occupational  therapy  in  the  home  allows  for 
the  efficient  learning  of  task  specific  goals. 
Depression  and  self-image  have  been  shown  to 
improve  through  “Work  for  the  Homebound” 
projects.  Such  options  as  Telecare  or  Lifeline 
allow  independence  yet  maintain  contact  and 
security. 
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Internally,  alterations  in  the  physical  environ- 
ment may  be  required  in  order  to  improve  the 
S£ifety  of  the  patient’s  surroundings  (ie,  bathroom 
railing,  improved  lighting,  etc).  Environmental 
manipulation  is  often  restricted  by  personal 
financial  considerations  or  community  resources. 
Alternatively,  assistive  devices  may  enable  the 
patient  to  remain  comfortably  at  home  if  struc- 
tural changes  are  not  feasible.  Such  devices  are 
generally  considered  less  demeaning  to  the  pa- 
tient than  dependency  on  social  supports.^®  If 
one  determines  that  the  environment  has  uncor- 
rectable  hazards  or  insufficient  adaptations,  the 
patient  may  require  placement  elsewhere. 

Home  visits  are  also  important  for  the  small 
population  of  frail  elderly  who  have  a logistical 
barrier  to  care,  ie,  the  bed  ridden  patient  on  the 
third  floor  of  an  apartment.  In  these  situations 
the  cost  financially,  physically,  and/or  emotion- 
ally are  severe  enough  to  warrant  a home  visit  by 
a physician.  It  has  been  estimated  that  for  every 
nursing  home  patient,  there  are  two  or  three 
equally  disabled  individuals  living  at  home.^ 
The  physiologic  stress  caused  by  the  moving  of 
the  patient  may  make  vital  signs  unrepresenta- 
tive of  similar  measurements  taken  in  the  pa- 
tient’s home.  The  same  stress  exacerbates 
confusion,  making  mental  status  assessment 
difficult  and  inaccurate.  Furthermore,  most  ac- 
curate assessment  of  functional  status  probably 
occurs  in  the  domicialry  setting.®’ 

Lastly,  there  are  several  advantages  to  home 
visits  when  the  patient  is  sufficiently  ill  to  con- 
sider admission  to  an  acute  care  facility.  Treat- 
ment at  home  introduces  little  risk  of  nosocomial 
infection.  The  patient  is  less  apt  to  be  infantilized 
and  more  apt  to  remain  physically  active.  “Sun- 
downing”  and  associated  mental  deterioration 
are  minimized.  Transportation  trauma  and 
emergency  room  expense  adds  stress  to  a com- 
promised individual  which  is  avoided  by  health 
management  at  home.  The  quality  of  life  often  re- 
mains more  satisfactory  if  kept  in  the  home  en- 
vironment rather  than  an  institutional  setting, 
with  less  anxiety,  less  depression,  and  more  con- 
trol. 

In  assessing  the  needs  of  the  elderly,  attention 
must  be  given  to  the  family  members  and  other 
caretakers.  Despite  societal  myths,  it  has  been 
found  that  family  members  generally  continue  to 
care  for  the  frail  family  members.  The  primary 
care  physician  will  be  asked  to  provide  support 
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BREAST  CANCER. 


Early  detection 
is  your  best  protection. 


If  you  are  a woman  over  35,  this  is  the 
most  important  ad  you^ll  see  this  year. 


I out  of  10  women  will  develop  breast  cancer. 
But  a mammogram  can  detect  it  when 
it’s  most  treatable. 


Brandywine  Imaging  Center  provides  low  dose 
mammography  with  state  of  the  art  equipment  in 
a comfortable  private  setting.  Our  female  radioh 
ogists  and  staff  will  address  your  breast  health 
questions  honestly  and  respectfully. 

Ask  your  doctor  about  making  a mammogram  part 
of  your  regular  breast  care  program.  For  more 
information,  an  appointment  or  tour  of  our  facility, 
please  call  our  associates  Dottie  McQuigan  or 
Carolyn  Pace  at  302  654-5300, 

BRANDYWINE 


IMAGING 
CENTER,  L.P. 

A Diagnostic  Imaging  Center 
for  Women 


701  Foulk  Road  • Suite  E-1  • Foulk  Plaza  • Wilmington,  DE  19803 


p<- ■ 


A nursing  center  so  nice, 
he  stiU  caOs  it  Grandma^  house. 


Living  in  a nursing  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that's  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  qualiU'  of  life  they've 
aJwavs  enjoved. 

But  it's  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It's  the  attitude  which  flourishes  iiTsuch 
a pleasant  environment.  Our  residents  develop  a more  positive 
oudook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  reco\er\’  time. 

Visit  a Leader  Nursing  Center  soon. 

It's  a place  so  special  even  a child 
can  see  the  difference. 


NURSING  A.ND  REHABILITATION  CENTER 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)  764—0181 

® 1985  Manor  HeaJihCare  Corp. 


PURELY  REFRESHING. 


Imagine  the  best  cup  of  water 
you’ve  ever  tosted.  Fresh,  cold  and  pure. 
Now  imagine  having  it  everyday  at  your 
convenience  without  worrying  about 
service  costs,  installation  or  maintenance 
Sound  good?  Give  us  a call  today. 

OUR  BOniED  WATER  SERVICE  FEATURES 


• Mountain  Spring 
Water,  Hot  or  Cold 

• A variety  of  dis- 
pensers to  fit  your 
needs. 


• No  service  costs 

• New  filter  design 
lor  healthier  water 

• No  plumbing 
required 


FIRST  MONTH’S  COOLER  RENTAL 

FREE 

when  you  mention  seeing  this  ad 

TAKEABREAK! 


(302)  658-8571 

413  Eighth  Ave.  • Wilmington,  DE  19805 


Call  Us,,, 

and  find  out  why  Delawareans  are 
choosing  Happy  Harry’s  as  their  source 

of  Durable  Medical  Equipment... 

The  Customer  Oriented,  Full-line  Supplier, 
bound  to  Quality  and  Service... 

The  Exceptionally  Dependable, 

single  source  for  DME... 


HOME  HEALTH 

EVERYTHING  FOR  YOUR 
16-A  TROLLEY  SQUARE 


CARE  SERVICE 

PATIENT'S  GOOD  HEALTH 
WILMINGTON.  DE  19806 


(302)  654-3019 


and  advice  to  the  family  of  the  patient.  Keeping 
the  family  members  healthy  is  essential  since 
they  are  an  important  ingredient  in  the  social 
support  network.  Such  tools  as  the  “Family  Cop- 
ing Index”  or  the  “Caregivers  Strain  Index”^ 
are  helpful  in  targeting  families  that  would 
benefit  from  additional  training  and  education. 
Referrals  to  support  groups  allow  the  caretakers 
to  learn  that  their  problem  is  not  unique.  Support 
groups  often  provide  educational  information  and 
a sense  of  camaraderie.  The  discussions  are  ther- 
apeutic in  minimizing  frustration,  guilt,  and  a 
sense  of  failure,  while  maximizing  reassurance 
and  providing  an  array  of  options  in  responding 
to  common  problems. 

Elder  home  care  continues  to  be  the  most  preva- 
lent long  term  care  option  in  the  United 
States.^®  Those  most  apt  to  use  medical  home 
care  include  those  with  dysfunction  in  physical, 
cognitive,  and  social  domains.^®  These  areas 
need  evaluation  when  determining  home  care 
services.  The  recent  proliferation  of  Medicare  cer- 
tified home  health  agencies,  and  the  increasing 
number  of  beneficiaries^^  in  these  programs  at- 
test to  the  increasing  impact  of  homecare.  Unfor- 
tunately, the  limits  of  Medicare  services  restrict 
their  utility  in  the  chronically  ill  homebound 
elderly. 

Plans  involving  home  care  often  encounter 
quality  of  life  issues,  particularly  when  confront- 
ed with  “decisions  to  leave  home.”^®  The  decision 
and  choice  is  not  an  insignificant  one  for  the 
elderly.  A review  of  the  patient’s  values®  the  de- 
cision is  compatible  with  his  or  her  well-being 
and  optimizes  the  quality  of  life  for  the  patient. 
Before  foregoing  home  care  and  placing  the  pa- 
tient in  a different  environment,  one  needs  to  con- 
sider not  only  adding  years  to  life  but  also 
destroying  the  meaning  or  purpose  that  patient 
may  have  had  at  home.^® 

Serial  assessment  of  the  frail  elderly  at  home 
is  important  to  determine  the  continued  adequa- 
cy of  the  environment  in  meeting  the  needs  of  the 
patient,^®  and  to  match  the  additional  services 
to  meet  these  changing  needs.  Optimal  use  of 
community  services  is  an  often  unmet  goal; 
government  estimates  indicate  that,  of  the  elder- 
ly population  needing  home  delivered  meals,  half 
do  not  receive  this  service.^^  Further,  the  need 
for  community  services  constantly  changes  as 
the  patient’s  health  changes.  The  patient  using 
long  term  home  meal  services  particularly  re- 
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quires  ongoing  nutritional  assessment  to  deter- 
mine the  need  for  further  intervention.^^ 

There  are  other  options  besides  home  care  for 
the  noninstitutionalized  elderly.  Adult  day  care 
for  patients  with  Alzheimer’s  disease,  or  other 
chronic  debilitating  disorders  offers  programs  to 
improve  or  maintain  the  patient’s  functional  lev- 
el of  independence.  Day  care  can  often  coordinate 
community  services  such  as  nutritional  assess- 
ment, nursing  care,  restorative  care,  and  case 
management.  For  short-term  institutionalized 
patients  completing  a successful  course  of  re- 
habilitation, a trial  of  step-down  adult  day  care 
provides  needed  assurance  of  independence.  For 
the  working  family,  day  care  often  delays  institu- 
tionalization. For  the  more  independent  elderly, 
senior  center  programs  increase  socialization 
through  a number  of  group  activities. 

Respite  care  is  short  term  health  care  and  can 
either  occur  at  home  or  in  the  nursing  home.  This 
allows  relief  and  rejuvenation  of  the  family,  while 
maintaining  the  patient’s  function.  There  are  at 
least  two  advantageous  corollairies  to  respite  care. 
Respite  care  helps  to  minimize  elder  abuse.  Ad- 
ditionally institutional  respite  care  requires  a 
health  inventory  which  may  uncover  other  needs. 

When  the  deterioration  of  the  patient  exceeds 
the  capacity  for  care  at  home,  temporary  or  per- 
manent placement  options  are  reviewed  with  the 
family.  For  elderly  patients  living  alone  who  need 
some  degree  of  supervision  in  completing  daily 
activities,  adult  foster  care  is  an  option.  Patients 
in  this  setting  have  been  found  to  improve  or 
maintain  their  activities  of  daily  living  score  and 
mental  status  scores  compared  with  nursing 
home  patients.^^  Foster  care  is  less  restrictive 
than  nursing  home  care,  allowing  the  patient  to 
remain  in  the  community.  Problems  include 
those  common  to  any  move,  such  as  an  adjust- 
ment to  new  people  and  routines.  “Shared 
housing”^  allows  for  complementary  use  of  as- 
sets and  skills  of  the  household  members.  The 
positive  aspects  of  such  an  arrangement  include 
shared  housing  and  maintenance  costs,  creation 
of  an  informal  social  network,  and  a degree  of  im- 
proved security;  these  need  to  be  balanced 
against  the  requirements  of  adaptation  to  others, 
including  young  adults,  as  well  as  less  privacy. 
Short  stay  admissions  in  long  term  care  facilities 
are  increasing  because  of  rehabilitation  and  post- 
hospital convalescence.® 

Commonly,  one  is  often  faced  with  permanent 
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long  term  placement.  Risk  factors  for  nursing 
home  placement  include  extreme  old  age,  func- 
tional dependence,  stroke,  dementia,  and  hip  frac- 
ture.® A number  of  retirement  communities  offer 
a step  care  approach  to  their  residents  who  can 
no  longer  live  independently.  Institutional  assist- 
ed living  allows  the  patient  to  maintain  indepen- 
dence where  possible,  while  providing  help  in  the 
more  difficult  areas  of  daily  activities  until  the 
loss  of  function  requires  a move  to  a skilled  or  cus- 
todial care  unit. 

Institutional  long  term  care  is  currently 
challenged  by  increased  severity  of  disease  and 
dysfunction  in  new  admissions,  pressure  to  treat 
acute  illness  in  the  nursing  home,  and  changing 
Medicare  and  Medicaid  reimbursement  criter- 
ia.® All  affect  the  physician  caring  for  the  elder- 
ly. Some  acute  care  facilities  have  created  “step 
down”  hospital  beds^®  for  those  recuperating 
from  an  acute  problem  but  no  longer  needing  the 
acute  care  nursing  team.  More  often,  these  pa- 
tients are  transferred  to  a skilled  nursing  facili- 
ty until  recovery  is  complete.  The  admission 
profile  at  the  nursing  home  suggests  these  pa- 
tients are  more  seriously  ill  and  functionally  de- 
pendent than  in  years  past,  and  will  require  more 
physician  involvement.®^  Transfers  from  the 
hospital  may  require  rehabilitation  programs,  in- 
continence programs,  occupational  therapy, 
speech  therapy,  or  aggressive  decubitus  ulcer 
care.  Distinguishing  patients  with  rehabilitation 
potential  from  custodial  care  admissions  is  an  im- 
portant aspect  of  long  term  institutional  care® 
which  often  requires  physical  or  occupational 
therapy  evaluation. 

The  increasing  trend  of  transferring  acutely  ill 
nursing  home  patients  to  the  hospital  has  been 
associated  temporally  with  Medicare’s  prospec- 
tive payment  system.®®  “Subacute”  levels  of  care 
or  intensive  infirmary  care  at  nursing  homes 
have  demonstrated  that  seventy-six  percent  of 
acutely  ill  residents  are  able  to  avoid  hospital 
visits  or  admissions.®®  HMOs  may  utilize  acute 
care  in  the  nursing  home  as  a cost  effective  alter- 
native to  hospital  care.®®  These  solutions  will  re- 
quire increased  physician  involvement  in  the 
nursing  home. 

Institutional  long  term  care  multidisciplinary 
team  action  is  crucial  to  ensure  that  plans  are  de- 
veloped for  each  aspect  of  the  patient’s  well-being. 
As  the  decision  for  placement  in  a nursing  home 
is  generally  multifactorial,  such  a global  review 


of  the  patient’s  needs  is  required.  Although  list- 
ing multiple  medical  problems  has  been  routine, 
again  functional  assessment  is  a priority  in  the 
frail  elderly.®'®®  Evaluation  through  serial 
assessment®®  reveals  the  effectiveness  of  these 
plans.  It  also  allows  for  the  detection  of  subtle 
changes  in  the  patient.  The  outcome  of  long  term 
care  is  not  measured  by  complete  resolution  or 
cure  of  the  problem,  but  by  functional  improve- 
ment or  maintenance.'^  The  plan  also  reflects 
sensitivity  toward  the  patient’s  verbal  and  writ- 
ten communication  concerning  unacceptable 
treatment  options.  Communications  with  the 
nursing  staff  and  physician  coverage  will  ensure 
the  patient’s  wishes  are  known.®® 

The  composition  of  the  team  is  determined  by 
the  needs  of  the  patient  and  may  include  medi- 
cal specialists,  psychiatrists,  health  professionals 
such  as  physical  therapists,  dietary  and  nursing 
personnel,  specialty  nursing  personnel  such  as  a 
psychiatric  nurse  or  an  incontinence  nurse,  legal 
guardians,  or  family  members.  As  the  team  lead- 
er, the  physician  must  ensure  that  the  members 
comprehend  the  long  range  plans,  as  well  as  their 
complementary  functions.  Patients  often  sense 
uncertainty  and  confusion  among  the  team  mem- 
bers, exacerbating  anxiety  and  insecurity  in  the 
nursing  home  resident  who  is  attempting  to 
adapt  to  an  already  stressful  move.  As  the  team 
leader,  the  physician  will  need  to  ensure  that  the 
patient,  family  members,  and  team  members  can 
communicate  and  work  together  to  design  small 
and  attainable  gains  in  functional  indepen- 
dence.®^®® As  Medicaid  case-mix  reimbursement 
systems  depend  on  clear  and  consistent  needs  as- 
sessments, team  coordination  also  has  financial 
impact. 

Long  term  care  is  expanding  to  meet  the  needs 
of  an  increasingly  diverse  and  complex  geriatric 
population.  As  the  number  of  steps  and  options 
in  long  term  care  continue  to  proliferate,  the 
primary  care  physician  will  be  increasingly 
asked  to  guide  the  patient  through  this  complex 
maze  in  order  that  the  patient  may  maintain  op- 
timal function,  dignity,  and  quality  of  life.  Con- 
tinuity of  care  is  essential  for  a smooth  transition 
through  the  different  levels  of  care  required  by 
the  patient. 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


My  Past 

One  year  ago,  as  I looked  at  the  Viet  Nam  War 
Memorial  in  Washington,  I experienced  a sense 
of  awe.  Each  name  on  that  long,  low  black  stone 
represented  a life  gone,  a life  that  might  have 
meant  so  much  more  with  all  its  interpersonal  in- 
tertwinings. 

Recently,  I opened  an  envelope  from  the  Tumor 
Registry  which  contained  a long  computer  print- 
out of  all  patients  from  their  registry  who  had 
been  listed  as  my  patients  and  who  had  died  dur- 
ing the  past  ten  years.  Again,  a feeling  of  awe 
came  over  me,  but  much  more  profound  and  per- 
sonal than  that  which  I had  experienced  in 
Washington.  For  each  of  these  names  represent- 
ed to  me  a part  of  my  life. 

There  was  Mrs.  F.L.,  who  had  two  teen-age  girls 
and  fought  her  metastatic  breast  cancer  for  many 
months  with  rarely  a complaint.  Then  one  morn- 
ing as  I listened  to  her  chest,  she  said,  “Dr.  David, 
I’m  so  tired,  I can’t  fight  anymore.”  Before  the 
next  morning  she  was  dead.  Mr.  R.K.  just  had  to 
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see  his  two  little  girls  grow  up.  He  refused  to  ac- 
knowledge his  metastatic  liver  carcinoma  and 
kept  insisting  on  one  consultant  after  another, 
trying  desperately  to  find  someone  who  would 
cure  him.  There  was  the  2-year-old  blond-haired 
A.J.  with  leukemia.  These  days  childhood  leuke- 
mia is  often  curable,  but  not  always.  As  she  slowly 
slipped  away,  her  parents,  who  had  no  other  chil- 
dren, were  marvels  as  each  tried  so  hard  to  com- 
fort the  other. 

And  so  it  went,  name  after  name.  Each  one 
brought  to  mind  a family,  usually  daily  exhibit- 
ing love  and  care,  sometimes  with  nothing  left 
but  exhaustion  and  prayers  for  relief.  Then  came 
the  painful  readjustments,  which  some  made 
well,  others  less  well.  Mr.  Tom  B.  still  visits  his 
wife’s  grave  every  day,  for  what  solace  it  gives 
him.  Others  have  slowly  picked  up  the  threads 
and  have  gone  on  to  calm  the  burning  hurt  with 
activities. 

Each  one  represents  a page  in  my  life.  And  this 
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is  not  without  a feeling  of  painful  loss.  Pediatri- 
cians and  obstetricians  have  it  easier,  for  most  of 
their  contacts  with  patients  are  happy  ones.  And 
yet  these  sorrows  have  added  to  my  life  fullness 
and  richness;  they  have  allowed  me  to  be  a part 
of  these  families  in  crisis,  allowed  me  to  see  so- 
called  ordinary  people  in  everyday  life  who  react 
with  courage  and  nobility. 

There  are  more  numerous  happy  memories  to 
balance  these  sorrows.  There  are  the  literally 
thousands  of  healthy  babies  I have  delivered  to 
the  joy  of  their  parents,  and  then  had  the  happi- 
ness of  attending  their  weddings  and  delivering 
their  babies.  There  is  J.M.,  the  failure-to-thrive 


infant  who  gave  his  parents  many  a sleepless 
night  until,  finally,  he  flourished;  T.R.,  who  was 
always  getting  into  scrapes  at  school  and  failing 
in  his  studies,  then  at  age  17  found  himself  and 
went  on  to  college  and  a successful  career;  J.D., 
who  got  pregnant  at  age  15,  then  settled  down 
and  later  became  a happiness-giving  daugh- 
ter/wife/mother. There  are  many  families  where 
I have  cared  for  three  generations,  sharing  their 
daily  lives. 

The  faces  of  my  practice  past  keep  appearing 
in  my  mind.  I have  good  memories. 

David  Platt,  M.D. 


HERE'S  ONE  DOCTOR 
WHO  WON'T 
PAY  HIS  MALPRACTICE 


PREMIUMS 
THIS  YEAR. 


The  Army  covers  that  for  him.  As  an  Army 
Physician,  there  are  a lot  of  worries  associated 
with  private  practice  that  he  won’t  have  to 
contend  with,  such  as  excessive  paperwork, 
and  the  overhead  costs  incurred  in  running  a . 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly 
rewarding  experience.  The  Army  offers  varied 
assignments,  chances  to  specialize,  to  further  your 
education,  and  to  work  with  a team  of  dedicated 
health  care  professionals,  plus  a generous  benefits 
package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your 
local  Army  Medical  Department  Counselor  for 
more  information. 

Call  Collect:  301-962-3033/3036 

ARMY  MEDICINE. 

BE  ALL  YOU  CAN  BE. 
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Letters  To  The  Editor 


To  The  Editor: 

We  were  pleased  to  see  our  paper  “Fine  Needle 
Aspiration  of  the  Lung...”  in  the  June  edition  of 
the  Delaware  Medical  Journal.  We  would  like  to 
call  the  readers’  attention  to  a few  typographical 
errors  in  the  published  paper. 

0 Figures  #1  and  #2  have  been  switched.  The 
cytologic  picture,  published  as  figure  #2,  has  been 
flipped  top  to  bottom. 

o The  bottom  half  of  table  4 contains  six 
typographical  errors.  The  bottom  row  should 
read:  2, 0, 0, 0, 1, 3,  PV=33.3%,  95%  CI=  0.0-89.9. 
The  Row  Total  column  should  read,  from  the  top 
down:  10,  6,  9,  2,  3,  30. 

Mark  L.  Mitchell,  M.D. 

Catherine  A.  Bittner 
Francis  R Parker,  M.D. 


TO:  OUR  COLLEAGUES,  OUR  FRIENDS 

We  had  intended  to  write  to  each  one  of  you  per- 
sonally to  thank  you  for  attending  our  retirment 
dinner  on  June  26, 1989.  But,  the  overwhelming 
number  of  you  makes  this  impractical. 

Please  accept  our  deepest  thanks,  through  this 
medium,  for  your  wonderful  response. 

Ethel  and  David  Platt 
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To  The  Editor: 

We  have  made  a fetish  of  confidentiality  and  in- 
formed consent  to  such  an  extent  that  we  have 
abandoned  common  sense. 

If  we  test  a patient  and  find  that  patient  HIV 
positive,  and  we  cannot  persuade  that  patient  to 
tell  the  sexual  partner,  surely  we  ought  to  tell. 

Tarasoff  has  established  the  principle  that  a 
psychiatrist  must  breach  patient-doctor  confiden- 
tiality to  warn  someone  whose  life  is  threatened. 
HIV  positivity  poses  no  less  a threat.  Since  state 
law  presently  forbids  action,  the  Medical  Socie- 
ty of  Delaware  should  petition  our  legislators  to 
change  the  law. 

David  Platt,  M.D. 


CORRECTION 

In  the  July  issue  the  guidelines  for  mammog- 
raphy were  incorrect.  At  a meeting  January 
1989,  the  following  was  agreed  upon: 

Up  to  age  39  women  should  perform  breast  self 
examination  (BSE)  monthly  and  have  a clinical 
breast  exam  every  3 years. 

Beginning  at  age  40  women  should  continue 
monthly  BSE,  have  an  annual  clinical  exam,  and 
a mammogram  every  1-2  years. 

Beginning  at  age  50  women  should  continue 
monthly  BSE  and  have  a clinical  exam  and 
mammogram  annually. 

Women  with  personal  or  family  history  of  breast 
cancer  should  consult  their  physician  about  the 
need  for  more  frequent  examination. 
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Deaths 


EDGAR  MILLER,  SR.,  M.D. 

Dr.  Edgar  Raymond  Miller,  Sr.,  a former  Wil- 
mington internist  and  cardiologist,  an  organiz- 
er of  the  Delaware  Heart  Association,  and  a 
former  medical  missionary,  died  Monday,  June 
19, 1989,  of  heart  failure  in  the  Methodist  Coun- 
try House,  Kennet  Pike,  Greenville,  Delaware,  at 
the  age  of  90. 

Dr.  Miller  was  born  on  April  19,  1899,  in  New 
Freedom,  Pennsylvania,  one  of  nine  children.  Af- 
ter completing  his  secondary  education  he  and 
three  brothers  entered  Dickinson  College  from 
which  he  graduated  in  1920  with  B.A.  and  M.A. 
degrees.  While  expressing  an  interest  in  mission- 
ary work  early  in  his  life,  and  with  a desire  to 
work  in  China,  he  entered  medical  school  and 
graduated  from  the  Medical  School  of  the  Univer- 
sity of  Maryland  in  1925.  Between  1925  and  1928 
he  did  three  years  of  internship  and  residency  in 
medicine  at  Methodist  Hospital  in  Philadelphia 
including  a year  at  the  University  Hospital  of 
Baltimore.  A contact  with  a patient  during  his 
residency  in  Philadelphia  persuaded  him  and  his 
wife  to  come  to  Wilmington  to  practice  medicine. 
He  opened  his  office  in  Richardson  Park  where 
for  ten  years  Drs.  Edgar  and  Elizabeth  Miller 
built  a thriving  practice.  In  1936  he  spent  a year 
in  Vienna,  Austria,  taking  numerous  post- 
graduate courses  before  returning  to  Wilmington 
to  continue  his  practice.  During  the  ten  years  fol- 
lowing his  return  he  broadened  his  practice,  get- 
ting busier,  particularly  during  the  war  years 
when  most  younger  doctors  were  being  called  into 
service.  Already  a fellow  of  the  American  College 
of  Physicians  he  became  a Diplomate  of  the 
American  Board  of  Internal  Medicine  in  1942 
and  after  another  period  of  post-graduate  train- 
ing in  cardiology,  became  board  certified  in  cardi- 
ology in  1944.  For  the  next  ten  years,  the  third 
decade  of  practice  in  Wilmington,  having  moved 
his  offices  to  the  Medical  Arts  Building  at  11th 
and  Jefferson,  his  practice  was  devoted  primari- 
ly to  cardiology. 
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By  a chance  set  of  circumstances  Dr.  Miller 
learned  from  an  ornithologist  friend  whose  wife 
was  a physician  and  who  had  been  to  Nepal,  that 
there  was  a long  term  need  for  physicians  to  work 
in  the  United  Mission  Hospital  in  Nepal.  His 
wife,  Elizabeth,  had  always  wanted  to  do  medical 
missionary  work  in  India,  whereas  Dr.  Edgar 
hoped  for  China.  Nepal,  between  the  two,  offered 
a happy  resolution  to  this  difference.  They  final- 
ly were  in  a position  to  exercise  their  long  held 
commitment  to  this  goal  and  in  1956,  the  Millers 
went  to  Nepal  as  only  the  second  and  third 
western  physicians  ever  to  work  in  that  moun- 
tainous country.  The  details  of  their  work  there 
is  chronicled  by  Dr.  Edgar  in  his  book  called  Nine 
Years  in  Nepal.  These  years  represented  the  cul- 
mination of  a life  long  dream,  the  apex  of  both 
their  deepest  feelings  as  deeply  religious  in- 
dividuals, and  as  physicians.  They  felt  they  were 
doing  what  they  had  been  destined  to  do  ever 
since  youthful  events  had  shaped  their  inten- 
tions. Thirty  years  of  practice  in  Wilmington  was 
only  their  prelude  to  the  nine  in  Nepal. 

Honors  during  his  years  of  practice  included 
the  Presidency  of  the  Delaware  Academy  of  Medi- 
cine, his  appointment  as  Chief  of  Medicine  at  the 
Delaware  Hospital,  Director  of  the  heart  clinic 
there,  and,  of  course,  becoming  the  first  president 
of  the  Delaware  Heart  Association. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  Medical  Society  of  Delaware,  the 
New  Castle  County  Medical  Society,  the  Ameri- 
can Heart  Association,  and  a life  member  of  the 
American  College  of  Physicians.  He  served  on  the 
board  of  Goodwill  Industries  and  the  Delaware 
Consistory.  He  was  a member  of  the  Wilmington 
Country  Club. 

The  work  in  Nepal  was  not  easy.  Living  condi- 
tions were  primitive  and  amenities  usually  taken 
for  granted  in  the  United  States  were  sadly  lack- 
ing. Diseases  were  rampant  among  the  popula- 
tion, including  many  rarely  seen  in  our  sanitary 
society,  ranging  from  a variety  of  infectious  dis- 
eases to  parasitic  ones  widespread  throughout 
the  nine  million  people  in  this  remote  country. 
The  battle  against  disease  was  daunting  and  in 
many  ways  a losing  one,  but  the  Millers  stayed 
the  course  in  magnificent  fashion.  They  took  care 
of  over  a million  patients  during  their  nine  years, 
caring  for  everyone  from  the  Royal  Family  of 
Nepal , the  Russian  Ambassador,  Nepalese  farm- 
ers, street  cleaners,  Tibetan  refugee  weavers  of 
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yak  wool,  lepers,  members  of  the  American  Peace 
Corps,  mountain  climbers  with  frost  bite  or  pneu- 
monia as  well  as  harlots  whose  noses  had  to  be 
sewn  back  on,  having  been  cut  off  punishment  for 
their  crime  of  cohabitating  with  a man  of  another 
caste.  Their  hospital  was  known  locally  as  the 
Shanta  Bhawman  Hospital,  translated  as 
“Palace  of  Peace”.  All  nations,  creeds,  castes,  rich 
or  poor,  were  welcomed  and  cared  for  there.  This 
ability  to  dispense  their  medical  skills  even- 
handedly  carried  over  from  their  civilian  practice 
in  Wilmington  to  their  years  in  Nepal. 

In  1964,  Dr.  Miller  was  decorated  by  the  King 
of  Nepal  with  the  citation  “Gorkha  Dakstshiva 
B ahu”  which  means  “Right  Hand  of  the  Royal 
Family.”  He  was  the  first  foreigner  to  receive  this 
award.  In  1966,  the  Drs.  Miller  received  a joint 
citation  for  distinguished  public  service  from 
Dickinson  College  and  in  1972  he  received  the 
Distinguished  Service  Award  from  the  Delaware 
Academy  of  Medicine. 

After  returning  from  Nepal,  the  Millers  retired 
from  active  practice.  Dr.  Edgar  wrote  his  book 
about  the  nine  years  in  Nepal  and  lived  for  a 
while  on  a farm  in  Pennsylvania.  Later  as  health 
conditions  intervened  he  and  Dr.  Elizabeth  re- 
tired to  the  Methodist  Country  House.  His  wife. 
Dr.  Elizabeth,  died  in  1983,  ending  a partnership 
that  had  endured  and  strengthened  both  for  over 
50  years. 

Dr.  Miller  is  survived  by  a son,  a surgeon.  Dr. 
Edgar  R.  Miller,  Jr.,  and  a daughter,  Elizabeth 
Miller  Jenkins,  both  of  Wilmington.  There  are 
nine  grandchildren  and  three  great  grandchil- 
dren. Mr.  Jenkins  is  a nurse,  teaching  at  the 
University  of  Delaware,  and  Dr.  Edgar  Miller,  Jr., 
tells  me  that  his  son  is  enrolled  as  a medical  stu- 
dent at  Thomas  Jefferson  University  Medical 
School. 

Dr.  Edgar  Miller,  Sr.,  and  his  wife  and  true  part- 
ner were  able  to  fulfill  a life-time  dream  which 
included  a dedicated  period  of  service  to  the  com- 
munity of  Wilmington,  and  particularly  to  the 
people  of  Richardson  Park,  and  to  the  remote 
kingdom  of  Nepal,  where  they  treated  everyone 
from  potentate  to  peasant  was  equal  care  and 
consideration  in  a truly  Christian  manner. 

Dr.  Miller’s  funeral  was  held  at  the  Richardson 
Park  United  Methodist  Church  and  he  was  bu- 
ried alongside  his  wife  in  the  Lower  Brandywine 
Cemetery  in  Centreville.  In  addition  to  family, 
friends,  and  former  patients,  attending  the  serv- 
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ices.  Dr.  Jack  Levinson  made  a notable  presenta- 
tion lauding  Dr.  Miller’s  services  to  humanity 
over  his  lifetime,  and  from  which  I have  borrowed 
in  preparing  this  obituary. 

Norman  L.  Cannon,  M.D. 

FRANKLIN  R.  EVERETT,  M.D. 

Dr.  Franklin  R.  Everett,  former  Chief  of  Medi- 
cal Services  at  Kent  General  Hospital,  Dover,  and 
former  Medical  Director  at  the  Delaware  Hospi- 
tal for  the  Chronically  111  at  Smyrna,  died  Mon- 
day, June  26,  1989,  of  heart  failure  in  the  Kent 
General  Hospital. 

Dr.  Everett,  of  505  Garden  Lane,  Dover,  had  a 
private  practice  in  internal  medicine  and  cardi- 
ology in  the  Dover  area  for  38  years.  He  graduat- 
ed from  the  University  of  Maryland  School  of 
Medicine  in  1925.  Incidentally,  this  is  also  the 
year  that  Dr.  Edgar  R.  Miller,  Sr.,  graduated,  and 
it  is  interesting  that  both  died  within  a week  of 
one  another  and  both  specialized  in  cardiology. 
Following  an  internship  at  St.  Joseph  Hospital 
in  Philadelphia,  Dr.  Everett  completed  a chief 
residency  in  medicine  at  the  Philadelphia  Gener- 
al Hospital  in  1928.  At  the  completion  of  his 
residency  he  began  to  practice  in  Dover  where  for 
many  years  he  performed  most  of  the  cardiac 
studies  and  was  consulted  in  matters  cardiologi- 
cal in  the  hospital  and  in  the  community.  In  1931, 
he  spent  a year  in  post-graduate  study  at  the 
Graduate  School  of  the  University  of  Pennsylva- 
nia in  the  field  of  medicine  and  cardiology,  com- 
pleting this  course  with  a Master’s  degree  in 
Medical  Science.  Dr.  Everett  continued  in  solo 
practice  in  Dover  until  1966  when  he  was  ap- 
pointed Medical  Director  of  the  Hospital  at  Smyr- 
na, mentioned  above,  from  which  he  retired  in 
1972,  having  been  in  medical  practice  for  47 
years  following  graduation  from  medical  school. 

Dr.  Everett,  in  addition  to  his  professional  ac- 
complishments, was  a member  of  Union  Lodge  7 
AF  & AM,  Dover,  a 32nd  degree  Mason,  a mem- 
ber of  the  Delaware  Consistory,  Wilmington,  and 
a Shriner  of  Nur  Temple,  Wilmington. 

He  is  survived  by  his  wife  of  69  years,  Edna  C.; 
two  sons,  Richard  L.  of  Rose  Valley,  Pennsylvania, 
and  Franklin  Reginald;  seven  grandchildren  and 
11  great  grandchildren.  Services  were  held  on 
Friday,  June  30,  at  the  Torbert  Funeral  Home  in 
Dover.  Burial  was  in  the  Arlington  Cemetery, 
Drexel  Hill,  Pennsylvania. 

N.L.C. 
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In  Brief 

BRANDYWINE  Brandywine  Counseling  and  Diagnostic  Center  provides  intervention  and 
COUNSELING  AND  treatment  of  chemically  dependent  persons.  By  contract  with  the  Aids 
DIAGNOSTIC  CENTER  Prevention  Office,  counselors  also  work  with  high  risk  groups  in  AIDS  edu- 
cation and  prevention.  For  information  on  these  programs,  please  call  Kay 
Malone,  Nursing  Supervisor  and  Outreach  Coordinator,  at  656-2348. 


duPONT/  Thomas  Jefferson  University  and  the  Alfred  I.  duPont  Institute  have  an- 
JEFFERSON  nounced  the  formation  of  a major  partnership  for  the  development  of  signifi- 
PARTNERSHIP  cantly  expanded  pediatric  programs  in  patient  care,  research,  education  for 
medical  students,  residents,  and  practicing  physicians.  The  Medical  Center 
of  Delaware  has  also  announced  its  intentions  of  supporting  the  programs 
which  will  be  held  on  the  campus  of  the  Alfred  I.  duPont  Institute. 


FUNDS  The  Delaware  State/Upper  Shore  of  Maryland  Chapter  of  the  March  of  Dimes 
AVAILABLE  Birth  Defect  Foundation  has  funds  available  on  a competitive  basis  to  sup- 
port programs  to  prevent  birth  defects  and  improve  the  outcome  of  pregnancy. 
The  grants  are  for  medical  services,  public  health  education  or  profession- 
al education,  and  are  limited  to  no  more  than  $5000.  Proposals  may  be  sub- 
mitted any  time  but  will  be  reviewed  in  June  and  September  annually. 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 
Electronystagmography 
Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR:  NORMAN  B.  ROBINSON,  M.D. 
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In  Brief 


AMERICAN  Course  1 of  the  American  Academy  of  Pediatrics  1989-90  Course  Calendar 
ACADEMY  OF  will  be  held  September  1-3, 1989,  in  Toronto,  Ontario,  Canada.  For  more  in- 
PEDIATRICS  formation  regarding  registration  and  CME,  call  toll-free:  800-433-9016,  ext. 
7657. 


SUBSTANCE  ABUSE  “Substance  Abuse:  The  Impaired  Professional,”  an  all  day  program,  will  be 
held  September  22,  1989,  at  the  Radisson  Hotel  in  Wilmington.  CME 
Category  1 credit  is  available.  The  program  is  co-sponsored  by  the  Medical 
Society  of  Delaware,  the  Delaware  State  Dental  Society,  and  the  Delaware 
State  Bar  Association. 


DYSLEXIA  The  Philadelphia  Pediatric  Society  and  the  Greater  Philadelphia  Branch 
of  the  Orton  Dyslexia  Society  will  hold  a symposium  on  September  19, 1989, 
at  6:30  p.m.  CME  will  be  offered  through  the  University  of  Pennsylvania. 
For  more  information,  call  215-581-6257. 


And  in  \.\hatever  part  of  the 
bod\  heat  or  cold  is  seated 
there  is  disease  " 

Hippocrates 

Pierre  L.  LeRoy,  M.D.,  F.A.C.S.,  C.C.E., 
Medical  Director 


MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 
INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION 


The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 


FOR  MORE  INFORMATION 
CALL  OR  WRITE: 


R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laborat  -.y- 
(302)  738-0262 


• 25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 


Del  Med  Jrl,  August  1989-Vol.  61,  No.  8 


433 


In  Brief 


GLAUCOMA  “Common  Ground:  An  Interspecialty  Approach  to  the  Glaucoma  Patient,” 
CONFERENCE  is  a live  CME  accredited  videoconference  to  be  aired  on  the  Hospital  Satel- 
lite Network  on  Thursday,  September  28, 1989.  Physicians  may  register  by 
calling  800-833-3480. 


ISSUES  IN  St.  Francis  Hospital’s  Family  Practice  Residency  Program  and  the  Temple 
OBSTETRICAL  CARE  University  School  of  Medicine  are  sponsoring  a seminar  on  “Issues  in  Ob- 
stetrical Care,”  to  be  held  Friday,  October  20,  1989,  from  8:15  a.m.  to  2:00 
p.m.  at  St.  Francis  Hospital.  As  an  organization  accredited  by  ACCME,  Tem- 
ple University  School  of  Medicine  certifies  that  this  program  meets  the 
criteria  for  four  (4)  hours  of  Category  I AMA  Credit,  provided  it  is  completed 
as  designed. 


YOU  CAN  KEEP  THEM 
IN  BALANCE- 
YOUR  FAMILY  LIFE 
AND  YOUR 
MEDICAL  PRACTICE. 

We'd  like  to  help  you  spend  more  time  with  your  family  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  0 member  of  the  Air  Force  health  core  team,  you'll  be  able 
to  participate  in  our  group  practice  concept  which  will  free  you 
of  most  administrative  duties. 

Air  Force  benefits  ore  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year  plus  many 
more  Air  Force  advantages.  Call 

MSGT  Dave  Mathews 
Station-Tb-Station  Collect 
301-981-7897 
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...On  With  The  New... 


The  changing  of  the  guard  often  times  can  be 
a very  traumatic  affair,  witness  the  guards  at 
Buckingham  Palace,  perimeter  sentry  duty  on  a 
combat  military  post,  or  the  changing  of  one  in- 
power political  party  for  another.  The  longer  the 
incumbent  has  been  in  power,  the  more  difficult 
it  is.  Karl  Menninger,  M.D.,  has  said,  “All  change 
is  accompanied  by  a sense  of  loss.” 

Not  so  with  the  Medical  Society  of  Delaware. 
Even  though  Mrs.  Anne  Bader  was  our  executive 
director,  insurance  agent,  confidant,  etc.  for  25 
years,  the  change  over  to  Mark  Meister  as  the 
new  executive  director  has  been  smooth,  well  or- 
ganized and  with  no  apparent  gaps  in  coverage. 

Born  in  Peoria, 
Illinois,  37  years 
ago,  in  a family 
primarily  of 
Swiss  heritage, 
with  grandpar- 
ents who  partici- 
pated in  the 
Oklahoma  land 
rush  at  the  end 
of  the  19th  cen- 
tury, Mark  al- 
ready has  had  a 
great  deal  of  ex- 
perience in  med- 
ical management 


situations.  Primary  and  secondary  education  was 
in  his  home  town,  and  then  he  spent  seven  or  eight 
years  at  Bradley  University,  also  in  Peoria,  grad- 
uating with  a bachelor’s  degree  in  business  admin- 
istration, and  a master’s  degree  in  a multi- 
disciplinary liberal  arts  program.  His  thesis 
analyzed  the  ethical  and  legal  issues  of  technology, 
that  is,  contemporary  medical  care  with  an  in- 
depth  consideration  of  the  social  evolution  of  health 
care  delivery  in  the  United  States  over  the  past  two 
centuries. 

Mark  says  his  career  model  was  his  father,  who 
spent  20  years  as  a county  medical  society  execu- 
tive in  Illinois  from  1960  until  1980.  These  were 
years  of  beginning  political  problems  in  medicine 
with  PSRO,  Medicare  and  Medicaid,  the  perenni- 
al threat  of  Senator  Edward  Kennedy  for  Nation- 
al Health  Insurance,  leadership  questions  within 
the  AMA,  and,  finally,  the  direct  involvement  of 
government  in  both  the  financial  and  medical  con- 
trol of  patient  care.  In  spite  of  all  these  intrusions, 
Mark  found  a career  in  medical  society  manage- 
ment an  inspiration  to  him. 

His  first  position  in  the  late  1970s  was  with  the 
PSRO  group  in  central  Illinois  where  he  was  direc- 
tor of  finance,  personnel  and  data  services  for  this 
15  county,  mid-central  Illinois  territory;  both 
government  and  private  industry  utilized  these 
services.  During  this  time,  Mark  developed,  im- 
plemented, and  marketed  to  non-government 
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benefit  plans,  peer  review  programs  for  private 
industry.  From  1980  until  1982,  he  was  an  ad- 
ministrative assistant  to  the  CEO  of  Proctor 
Community  Hospital  in  Peoria,  where  he  did  all 
the  same  chores  as  in  the  PSRO  group,  but  also 
was  responsible  for  departmental  JCAH  stand- 
ards, certificate  of  need  applications,  corporate 
and  professional  liability  and  risk  management, 
and  the  now  ever  expanding  specter  of  quality  as- 
surance. 

After  Proctor  Hospital,  Mark  was  appointed  ex- 
ecutive vice  president  of  the  PSRO  group  where 
he  originally  started  in  1977,  tangible  evidence 
of  the  excellent  progress  he  was  making  up  the 
ladder  of  medical  management  skills.  This  or- 
ganization had  a governing  body  of  29  physicians, 
a staff  of  35  employees,  and  an  annual  budget  of 
almost  $1  million. 

The  next  biennial  step  in  1984  was  to  become 
the  executive  director  and  CEO  of  the  New  Haven 
County  Medical  Society,  representing  1,400  phy- 
sicians in  New  Haven,  Connecticut.  This  group 
is  slightly  larger  than  the  Medical  Society  of 
Delaware,  but  it  had  all  the  same  problems  we 
have  - legislative,  professional  liability,  health 
planning,  public  relations,  impaired  physicians, 
etc.  He  was  also  very  much  involved  in  the  de- 
velopment of  a physician  owned  malpractice  com- 
pany and  in  a Medicare  assignment  program  for 
low  income  elderly  patients  in  the  state  of  Con- 
necticut. Letters  of  recommendation  from  officers 
of  the  New  Haven  Society  lauded  Mark’s  efforts 
in  “piloting  our  group  through  much  turmoil  and 
troubled  waters,  exhibiting  wisdom  beyond  his 
years,”  noting  “he  was  physician  friendly,  show- 
ing the  finest  qualities  of  leadership  in  dealing 
with  the  prima  donnas  of  medicine,”  and  that  he 
was  “always  available,  always  helpful,  always  had 
appropriate  answers  to  questions  at  Board  of 
Governors’  meeting.”  They  were  all  very  unhap- 
py when  he  left  Connecticut. 

Obviously,  Mark’s  administrative  and  or- 
ganizational skills  are  what  led  him  to  become 
the  executive  vice  president  of  the  Health  Plan 
of  Central  Illinois,  an  HMO-IPA  with  180 
primary  care  physicians,  40,000  patients,  and  an- 
nual revenues  over  $30  million.  During  his  last 
18  months  there,  his  accomplishments  included 
a 150  percent  membership  growth,  installation 
of  an  IBM  computer  system,  expansion  of  staff 
from  22  to  55  employees,  and  revenue  increases 
of  over  $2  million  each  month.  He  also  helped  in- 


corporate an  insurance  agency  which  developed 
and  marketed  numerous  indemnity  insurance 
products. 

And  now  he  is  in  Delaware.  When  asked  why, 
Mark  states,  “I  have  reached  the  top  of  the  lad- 
der - 1 always  wanted  to  be  the  executive  director 
of  a state  medical  society.”  Are  we  glad  to  have 
him?  You  bet.  In  the  short  time  he  has  been  in 
Wilmington,  Mark  has  fit  into  this  position  very 
comfortably;  his  many  years  of  experience  make 
him  the  ideal  choice  for  our  executive  director.  He 
already  has  set  up  several  computer  spreadsheet 
programs  to  streamline  the  physician  Blue  Cross 
program,  the  financial  investment  records  of  the 
Society,  and  the  overall  budget  management  of 
the  organization.  He  has  been  an  important 
resource  person  in  the  computerization  of  the 
Medical  Society  office.  I had  fully  expected  the 
transition  from  Anne  Bader’s  style  to  Mark 
Meister  would  be  a difficult,  protracted  one.  To 
my  great  relief,  it  has  been  a very,  very  pleasant 
experience  on  my  part. 

To  Mark,  his  wife,  Rebecca,  and  their  four  chil- 
dren, Mark,  Benjamin,  Elizabeth  and  Jonathan, 
from  all  of  us  in  the  Medical  Society  of  Delaware, 
I say,  “Welcome!  Thanks  for  coming  to  Delaware. 
We  look  forward  to  many,  many  years  of  your  out- 
standing leadership  as  executive  director  of  our 
Society.” 


Henri  F.  Wendel,  M.D. 

President 
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Case  presentation 

Dr.  Michael  Atkins 

The  patient  is  a 62-year-old  white  female  with 
cutaneous  T-cell  lymphoma  (CTCL)  and  Sezary 
syndrome  diagnosed  by  lymph  node  biopsy  in 
November,  1987.  Her  disease  began  at  least  12 
years  ago,  when  she  presented  with  erythroder- 
ma of  the  palms  and  soles,  thought  to  be  allergic 
in  nature,  treated  with  desensitization  therapy 
and  topical  creams. 

After  diagnosis  of  CTCL,  she  was  initially 
given  3 days  of  extracorporeal  photochemother- 
apy on  a bi-monthly  basis  with  only  a slight 
decrease  in  her  skin  lesions.  Thereafter,  cy- 
clophosphamide (100  mg.  orally  per  day)  was  ad- 
ministered for  three  months  without  response. 
During  subsequent  methotrexate  therapy  (20  mg. 
orally  per  week),  frank  progression  of  the  skin  le- 
sions occurred  after  2 months.  In  addition,  the  pa- 
tient noted  severe  pruritus,  a 6 pound  weight  loss, 
and  night  sweats.  She  was  found  on  physical  ex- 
amination to  have  hepatomegaly,  and  an  abdomi- 
nal sonogram  was  consistent  with  an  infiltrative 
process.  The  methotrexate  was  stopped,  and  over 
a two  and  one  half  week  period  she  received  5 
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doses  of  total  body  electron  beam  therapy,  with 
plans  for  further  doses.  However,  the  patient  com- 
plained of  increasing  weakness,  and  mental  con- 
fusion was  noted.  She  was  found  to  have 
hypercalcemia,  which  was  treated  with 
mithramycin.  Radiation  therapy  was  discon- 
tinued, and  she  was  hospitalized. 

Previous  complications  of  her  CTCL  include 
frequent  infection  of  skin  tumors  (treated  topical- 
ly) and  oral  candidiasis. 

The  patient  had  a history  of  congestive  heart 
failure  thought  secondary  to  viral  myocarditis  in 
November,  1986.  She  had  a left  cerebrovascular 
accident  two  weeks  thereafter,  characterized  by 
right  central  facial  nerve  weakness.  She  was 
maintained  on  chronic  coumadin  therapy  until 
hepatomegaly  and  a prolonged  prothrombin  time 
were  diagnosed. 

The  patient’s  mother  died  of  an  unknown  form 
of  cancer.  A sister  had  cervical  cancer,  and  2 half- 
brothers  had  lung  cancer. 

On  physical  examination  she  was  afebrile  with 
a pulse  of  104  beats  per  minute.  Patchy  alopecia 
was  seen,  and  there  was  generalized  erythroder- 
ma. Multiple  large  hyperpigmented  plaques  and 
several  large  hyperkeratotic  tumors  were  noted 
on  examination  of  the  skin.  There  were  diffuse  ex- 
coriations producing  a sero-sanguinous  exudate. 
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Bilateral  inguinal  nodes  were  present,  with  the 
largest  measuring  4 x 3.5  cm.  Other  lymph  nodes 
may  have  been  present,  but  it  was  difficult  to  dis- 
tinguish between  true  lymphadenopathy  and  the 
multiple  skin  tumors  and  plaques.  The  chest  and 
cardiac  examinations  were  normal.  The  liver  was 
palpated  4cm.  below  the  right  costal  margin, 
smooth,  firm,  and  nontender.  There  was  no 
splenomegaly,  and  the  neurologic  examination 
was  non-focal. 

The  serum  calcium  was  11.4  mg/100  ml,  albu- 
min 3.1  g/100  ml.,  and  lactic  dehydrogenase 
CLDH)  643  U.  Serum  aspartate  aminotransferase 
(SCOT),  alanine  aminotransferase  (SGPT),  alka- 
line phosphatase,  and  bilirubin  were  normal.  Pro- 
thrombin time  and  partial  thromboplastin  time 
were  also  normal,  and  a test  for  human  immuno- 
deficiency virus  was  negative.  White  blood  cell 
count  was  25,500  with  65%  lymphocytes,  20% 
polymorphonuclear  neutrophils,  8%  eosinophils, 
and  6%  monocytes.  Platelet  count  was  264,000. 

While  in  the  hospital,  her  work-up  for  mental 
confusion  was  unrevealing  aside  from  the  previ- 
ously mentioned  hypercalcemia.  She  was  placed 
on  C-MOPP  (prednisone  60  mg.  per  day  for  14 
days,  procarbazine  150  mg  a day  for  14  days,  vin- 
cristine 20  mg.  IV,  and  cyclophosphamide  975  mg 
IV).  She  tolerated  this  well  and  was  discharged 
for  outpatient  follow-up. 

Discussion 

Dr.  Michael  J.  Guarino 

INTRODUCTION 

CTCL  is  a malignancy  of  helper  T-cells  (usual- 
ly with  a monoclonal  antigenic  phenotype). 
These  neoplastic  T-cells  have  a predilection  for 
skin,  but  it  is  not  clear  whether  CTCL  arises  in 
skin  or  whether  the  helper  T-cells  “home”  to  skin 
from  nodal  or  visceral  sites  of  origin.^  CTCL  is 
unusual,  with  roughly  600  new  cases  a year  in 
this  country.  Mean  age  at  diagnosis  is  52  years 
with  disease  uncommon  before  age  30.  The  dis- 
ease is  more  frequent  in  males,  with  a male:fe- 
male  ratio  in  some  series  of  2:1. 

Virtually  all  lymphoreticular  malignancies 
with  primary  cutaneous  involvement  have  been 
found  to  be  neoplasms  of  helper  T-cells.  CTCL  is 
the  term  applied  to  these  neoplasms.  Mycosis  fun- 
goides  and  the  Steary  syndrome  are  the  two  prin- 
cipal CTCL  malignancies,  but  other  neoplasms 
of  T-helper  cells,  such  as  cutaneous  reticulum  cell 
sarcoma  and  lymphoma  cutis,  are  also  catego- 
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rized  as  CTCL.  Mycosis  fungoides  is  a descriptive 
term  for  the  characteristic  skin  tumors,  which 
can  resemble  mushrooms.  This  disorder,  some- 
times referred  to  as  nonleukemic  CTCL,  is  gener- 
ally at  the  more  “benign”  end  of  the  spectrum  of 
T-cell  lymphomas.  S^zary’s  syndrome  refers  to 
the  triad  of  generalized  erythroderma,  leukemia 
composed  of  circulating  T-cells  with  convoluted 
nuclei,  and  peripheral  lymphadenopathy.  The  en- 
larged lymph  nodes  in  this  syndrome  are  in- 
filtrated with  the  same  abnormal  T-cells  that  are 
seen  in  the  circulation.  Sfezary’s  syndrome  is 
referred  to  as  leukemic  CTCL,  and  its  clinical 
course  is  more  rapid. 

ETIOLOGY 

Although  an  excess  number  of  cases  of  CTCL 
have  been  reported  in  petrochemical,  textile,  and 
metal  workers,  a cause  effect  relationship  with 
environmental  toxins  has  not  been  shown.  There 
have  been  reports  of  multiple  cases  in  families, 
spousal  cases,  and  occasional  geographic  cluster- 
ings, which  have  raised  the  questions  of  genetic 
and  infectious  predispositions.  Within  the  last 
ten  years,  a number  of  retroviruses  which  can  in- 
fect human  T-cells  have  been  discovered,  and  a 
causal  association  between  the  HTLV-I  virus  and 
T-cell  leukemia/lymphoma  has  been  identified. 
Some  patients  with  cutaneous  T-cell  lymphomas 
have  been  found  to  have  antibodies  against 
HTLV-I. 


Fig.  1 (a)  Patch  and  plaque  stage  of  CTCL. 
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CLINICAL  PRESENTATION 

Frequently,  CTCL  will  present  with  a patchy 
erythematous  or  scaling  phase  (premycotic), 
progress  through  a plaque-like  or  lichenoid  stage, 
and  finally  result  in  a nodular  or  tumor  stage 
(Figs,  la  and  lb).  At  the  latter  point,  the  disease 
is  usually  obviously  malignant.  Initial  lesions, 
however,  can  be  misdiagnosed  for  years  (even  de- 
cades). The  premycotic  phase  of  mycosis  fun- 
goides,  which  may  last  for  four  to  ten  years,  has 
been  confused  with  psoriasis,  atopic  or  neuroder- 
matitis, eczema,  or  seborrhea,  and  in  many  cases 
is  labelled  chronic  dermatitis  of  unknown  etiol- 
ogy. The  early  lesions  can  spontaneously  wax  and 
wane.  Plaques  may  develop  symmetrically  and  in 
body  folds,  and  can  rarely  give  rise  to  “leonine  fa- 
cies” such  as  is  seen  in  leprosy.  Plaques,  tumors, 
or  an  exfoliative  erythroderma  can  arise  de  novo 
or  from  preexisting  skin  lesions. 

About  half  of  patients  with  the  CTCL  syndrome 
present  with  or  develop  lymphadenopathy. 
Perhaps  20%  have  clinical  evidence  of  visceral 
disease  although  at  autopsy  at  least  70%  of  pa- 
tients will  have  organ  involvement.  Liver,  spleen, 
and  lungs  are  the  most  commonly  affected  or- 
gans; bone  marrow  involvement  is  unusual.  Vir- 
tually all  patients  that  present  with 
erythroderma  have  extracutaneous  disease. 


Fig.  1 (b)  Same  patient  18  months  iater:  some 
plaques  have  eventuated  into  tumors. 

Reproduced  from  Patterson,  J.A.K.,  Edelson,  R.L.,  Cutaneous  T-cell  lympho- 
mas and  other  leukemic  and  lymphomatous  infiltrates  of  the  skin.  In  Derma- 
tology in  General  Medicine,  Fitzpatrick,  et  ai  eds.,  1987;  1092,  by  permission 
of  McGraw-Hill  Book  Company. 


DIAGNOSIS 

Diagnosis  is  accomplished  through  recognition 
of  the  characteristic  skin  lesions  and  abnormal 
circulating  lymphocytes.  Biopsy  of  early  skin  le- 
sions often  shows  a polymorphic  mononuclear 
cell  infiltrate  close  to  the  epidermis  with  atypi- 
cal convoluted  lymphocytes  present.  Clusters  of 
S^zary  cells  in  the  epidermis,  referred  to  as 
Pautrier’s  microabcesses,  are  pathognomonic  if 
seen  (Figs.  2 and  3),  However,  skin  biopsies  taken 
from  the  patch  stage  may  be  nonspecific.  As  the 
disease  progresses  from  patch  to  plaque  to  nod- 
ule stage,  the  proliferating  T cells  become  more 
atypical  and  lose  their  affinity  for  the  epidermis. 
Biopsy  of  a CTCL  nodule  or  tumor  reveals  an 
atypical  cellular  infiltrate  throughout  the  der- 
mis, often  extending  into  the  cutaneous  tissue. 
Lymph  nodes  when  biopsied  are  often  described 
as  showing  reactive  dermatopathic  lymphadeni- 
tis. Nodal  architecture  is  frequently  preserved, 
although  abnormal  convoluted  lymphocytes  (T- 
cells)  can  be  shown  to  be  present  in  the  paracor- 
tical  areas  by  special  ultrastructural  or  immuno- 
histochemical  studies.  Circulating  Sfezary  cells 
can  be  confirmed  through  flow  cytometric  tech- 
niques. 

STAGING  AND  PROGNOSIS 

Staging  has  been  established  by  the  workshop 
group  on  CTCL  at  the  National  Cancer  Institute 
utilizing  the  TMN  System  ^ (Tables  I and  II). 

Prognosis  is  adversely  affected  by  the  finding 
of  generalized  erythroderma,  nodal  involvement, 
and  visceral  disease.  Overall  life  expectancy  from 
five  to  ten  years  after  diagnosis  is  reported.  In  the 
NCI  experience,  patients  with  premycotic  or 
plaque  skin  disease  had  a 90%  five  year  survival 
(84  month  median  survival),  but  those  with 
visceral  disease  had  a 0%  five  year  survival  (17 
month  median  survival).^  Fifty  percent  of  all 
reported  deaths  in  CTCL  are  said  to  come  from 
infection. 

THERAPY 

Traditionally,  four  types  of  therapy  have  been 
available  for  CTCL.  Topical  nitrogen  mustard 
therapy  has  an  excellent  response  rate  in  pa- 
tients with  cutaneous  disease  only  (60-90%  com- 
plete remission).  10  mg  of  nitrogen  mustard 
dissolved  in  2 oz.  of  tap  water  is  applied  daily  to 
individual  areas  or  initially  to  the  entire  skin, 
then  tapered  after  several  months  to  a main- 
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Fig.  2.  Skin  biopsy  of  a patient  with  CTCL. 
Clusters  of  abnormal  mononuclear  cells  can  be 
seen  in  the  epidermis  (Pautrier’s  microab- 
scess). Photo  courtesy  of  Dr.  Mark  Mitchell. 


tenance  dose.  This  can  be  easily  accomplished, 
but  unfortunately,  the  therapy  is  associated  with 
a risk  of  cutaneous  allergic  reaction.  The  problem 
can  be  lessened  by  using  a 10%  nitrogen  mustard 
ointment  preparation  (90  mg  of  the  drug,  10  cc  of 
alcohol,  900  mg  aquaphor).^  Other  topical 
chemotherapeutic  agents  such  as  BCNU,  DTIC, 
and  thiotepa  have  also  been  used  with  some  suc- 
cess in  patients  with  disease  limited  to  the  skin. 

Radiation  therapy  is  also  very  effective  against 
cutaneous  manifestations  of  disease.  Orthovol- 
tage techniques  have  been  supplanted  by  use  of 
electron  beam  therapy.  Advantages  of  electron 
beam  treatment  include:  a)  controlled,  limited 
penetration  of  the  beam,  b)  a uniform  dose  deliv- 
ery, c)  a small  “systemic”  delivered  dose,  d)  ease 
of  whole  body  surface  treatment.^  Initially,  total 
doses  to  the  entire  skin  of  1600  rads  were  used, 
but  high  relapse  rates  have  encouraged  doses  of 
3000  rads  or  more.  This  therapy  appears  equal  in 
efficacy  to  topical  nitrogen  mustard  treatment 
but  has  the  disadvantage  of  expense  and 
decreased  availability.  Short  term  side  effects  of 
erythema  and  alopecia  are  universal;  long  term 
effects  of  skin  atrophy  and  loss  of  sweat  glands 
may  occur. 

Photochemotherapy  or  PUVA  (oral 
8-methoxxypsoralen  plus  ultraviolet  A radiation) 
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Fig.  3.  Close  up  of  the  Pautrier’s  microabscess, 
with  abnormal  mononuclear  cells  clearly  visi- 
ble. Photo  courtesy  of  Dr.  Mark  Mitchell. 


has  been  found  to  be  effective  in  early  stage  dis- 
ease. Side  effects  of  pruritis,  generalized 
erythroderma,  and  dryness  can  be  avoided  and  ef- 
ficacy perhaps  increased  with  conversion  to  an  ex- 
tracorporeal photochemotherapy  system.® 
Patients  receive  oral  8-methoxypsoralen,  and  are 
then  leukapheresed  30-50%  of  circulating  lym- 
phocytes. These  are  then  passed  through  a dispos- 
able cassette,  exposed  to  ultraviolet  A energy  and 
returned  to  the  patient.  The  damaged  T-cells 
returned  to  the  body  are  felt  somehow  to  be  recog- 
nized as  “foreign”  and  an  immunologic  reaction 
is  triggered  which  further  attacks  the  malignant 
T-cell  population  in  the  body.  Responses  can  be 
seen  in  patients  who  have  failed  multiple  other 
therapies.  Lack  of  availability,  cost,  and  incon- 
venience limit  this  modality  of  therapy. 
Erythroderma,  temperature  elevations,  and  tran- 
sient increase  in  liver  function  tests  are  report- 
ed side  effects. 

Systemic  chemotherapy  has  been  reserved  for 
those  failing  other  modalities  or  for  patients  with 
visceral  disease.  Single  agent  therapy,  while  ef- 
fective, seldom  achieves  complete  responses. 
Combination  chemotherapy  may  produce  com- 
plete responses  in  20-30%  of  patients  with  ad- 
vanced disease.  Long  term  disease  free  survival 
is  rarely  achieved.  Effective  single  agents  include 
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TABLE  l-TNM  CLASSIFICATION  OF  CTCL 

CLASSIFICATION 

DESCRIPTION 

T:  skin* 

TO 

Clinically  and/or  histopathologically 
suspicious  lesions. 

T1 

Limited  plaques,  papules,  or  eczemated 
patches  covering  less  than  107(  of  the 
skin  surface. 

T2 

Generalized  plaques,  papules,  or 
erythematous  patches  covering  10*^  or 
more  of  the  skin  surface. 

T3 

Tumors,  one  or  more. 

T4 

Generalized  erythroderma. 

N:  lymph  nodes+ 

NO 

No  clinically  or  palpably  abnormal 
peripheral  lymph  nodes;  pathology 
negative  for  CTCL. 

N1 

Clinical  abnormal  peripheral  lymph 
nodes;  pathology  negative  for  CTCL. 

N2 

No  clinically  abnormal  peripheral 
lymph  nodes;  pathology  positive  for 
CTCL. 

N3 

Clinically  abnormal  peripheral  lymph 
nodes;  pathology  positive  for  CTCL. 

Biperipheral  blood 

BO 

Atypical  circulating  cells  not  present,  or 
less  than  59c. 

B1 

Atypical  circulating  cells  present  in  59c 
or  more;  record  total  white  blood  cell 
count  and  total  lymphocyte  counts  and 
number  of  atypical  cells  per  100  lym- 
phocytes. 

M:  visceral  organs 

MO 

No  involvement  of  visceral  organs. 

Ml 

Visceral  involvement  (must  have  confir- 
mation of  pathology,  and  organ  involved 
should  be  specified). 

* Pathology  of  T 1-4  is 

diagnostic  of  a CTCL.  When  characteris- 

tics  of  more  than  one 

T exist  all  are  recorded  and  the  highest 

is  used  for  staging,  e.g.  T4. 

+ The  number  of  sites  of  abnormal  nodes  is  recorded,  e.g.  cer- 

vical  (left 

+ right), 

axillary  (left  + right),  inguinal  (left  -i- 

right),  epitrochlear,  submandibular,  submaxillary. 

TABLE  II 

STAGING  CLASSIFICATION  OF  CTCL 


STAGE 

CLASSIFICATION 

T 

N 

M 

lA 

1 

0 

0 

IB 

2 

0 

0 

IIA 

1,2 

1 

0 

IIB 

3 

0,1 

0 

III 

4 

0,1 

0 

IVA 

1-4 

2,3 

0 

IVB 

1-4 

0-3 

1 

chlorambucil,  bleomycin,  adriamycin,  VP-16,  and 
methotrexate.  MOPP*  C-MOPP*  CHOP*  and 
COP-Bleo*  have  been  reported  as  effective  com- 
binations. 

Reports  of  combined  modality  therapy  are  less 
frequent.  Several  centers  have  shown  improved 
responses  to  total  body  electron  beam  plus 
chemotherapy  but  this  effect  may  not  carry  over 
to  advanced  stages  of  disease.^  ® 

Newer  weapons  have  been  employed  in  ad- 
vanced disease  with  some  success.  The  use  of 
recombinant  alpha-2  interferon  (an  effective 
weapon  in  chronic  B-cell  lymphomas)  has  result- 
ed in  responses,  including  complete  responses,  in 
patients  refractory  to  other  modalities  of  thera- 
py.® About  half  of  patients  treated  with  alpha-2 
interferon  have  achieved  some  benefit.  It  is  not 
clear  whether  a dose  response  relationship  exists 
with  this  agent,  although  early  studies  have  at- 
tempted to  push  dose  at  the  expense  of  toxicity 
(flu-like  symptoms,  malaise).  2’  deoxycoformycin 
(pentostatin),  an  adenosine  deaminase  inhibitor 
found  useful  in  other  T-cell  lymphomas,  has  had 
some  activity  against  CTCL  in  small  trials.^® 
Monoclonal  T-cell  antibodies  are  also  beginning 
to  be  used  on  a limited  basis  against  CTCL. 

CONCLUSIONS 

CTCL  comprises  a group  of  malignant  disord- 
ers characterized  by  infiltration  of  the  skin  with 
neoplastic  helper  T-cells.  The  diverse  cutaneous 
manifestations  may  represent  the  broad  clinical 
spectrum  of  a single  disease.  Environmental, 
genetic,  and  viral  etiologies  have  been  proposed. 
In  the  past  decade,  monoclonal  markers,  flow 
cytometry,  and  virology  techniques  have  in- 
creased our  understanding  of  CTCL.  However, 
further  study  in  the  proper  use  and  sequencing 
of  treatment  modalities  is  needed  so  that  cures 
may  be  achieved. 
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MOPP  Nitrogen  mustard,  vincristine,  prednisone,  procarbazine 

* C-MOPP  Cyclophosphamide,  vincristine,  prednisone,  procar- 

bazine 

* CHOP  Cyclophosphamide,  hydroxydaunamycin,  vincristine, 

prednisone 

* COP-Bleo  Cyclophosphamide,  vincristine,  prednisone,  bleomycin 
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What  can  you  do  for  a patient 
who  is  suffering  from  back  pain? 
You  can  refer  your  patient  to  the 
Back  School  Program  at  the 
Delaware  Curative  Workshop. 
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Lose 

Money  . . . 


Improve  your  cash  flow  through  timely  automatic  insurance  form 
generation,  and  proper  follow  up  of  overdue  insurances.  Increase 
patient  visits  and  practice  revenue  via  “Recall”  System.  Improve 
patient  flow  with  proper  scheduling  to  prevent  “peaks  and  valleys”. 
Allow  practice  growth  without  additional  employees.  Organize  your 
medical  and  financial  data  for  fast  access.  Save  existing  time  and 
reduce  office  stress. 

Effectively  increase  your  income  by  80%,  90%,  or  100%  without 
increasing  the  size  or  volume  of  your  practice. 

Call  us. 

stellimann  kaissey  limited 


(302)  888-3200 

practice  management  consultants. 


When  your  career  has  taken  off, 
you  need  someone  to  help  keep  both 
feet  planted  firmlyon  the  ground. 


It's  been  a long  time  coming,  but  you  have 
finally  arrived.  You  beat  out  the  competition  and 
made  your  own  way. 

As  a result  of  your  accomplishments,  you 
have  acquired  a degree  of  affluence  at  the  cost  of 
precious  time.  So  to  protect  your  interests,  you 
need  someone  to  manage  your  money. 

Someone  who  will  not  only  handle  your 
immediate  banking  needs,  but  who  can  orches- 
trate your  entire  financial  future. 

Someone  who  will  be  there  when  you 
need  him. 

What  you  need  is  a private  banker. 

At  Delaware  Trust,  our  Private 
Banking  Officers  provide  distinguished 
clients  with  banking  attention  beyond 


the  ordinary.  They  are  seasoned  professionals 
available  to  handle  your  financial  needs  24-hours 
a day;  over  the  phone,  at  your  office,  or  wherever 
you  happen  to  be. 

Your  private  banker  will  become  completely 
familiar  with  your  financial  situation  and  long- 
term objectives.  And  provide  immediate  and 
confidential  access  to  a blend  of  financial  services 
tailored  to  your  personal  needs  for  a lifetime 
financial  plan. 

You've  come  a long  way  and  Delaware  Trust 
wants  to  help  take  you  even  further. 

For  more  information  regarding  Private 
Banking,  call  F.  Samuel  Wilcox,  III, 
Senior  Vice  President,  Private  Banking 
Division  at  421-7450. 


DELAWARE  TRUST 

Member  FDIC 


RECURRENT/PERSISTENT  PNEUMONIA  IN  A 3 1 /2-YEAR-OLD-GIRL 
DUE  TO  ACQUIRED  IMMUNE  DEFICIENCY  SYNDROME 


Ricardo  Castro,  M.D. 
Joel  Klein,  M.D. 
Rajeswary  Padmalingam,  M.D. 
Stephen  C.  Eppes,  M.D. 


INTRODUCTION 

Acquired  Immune  Deficiency  Syndrome  (AIDS) 
is  now  a very  well  known  illness.  Since  the  first 
cases  reported  in  1981*  in  homosexual  males  in 
California,  many  more  cases  have  been  reported 
in  intravenous  drug  abusers,  certain  Haitian  im- 
migrants, recipients  of  HIV  infected  blood  trans- 
fusions or  blood  products  and  sexual  partners  of 
patients  with  the  syndrome.  In  1982^  ^ the  first 
two  cases  of  pediatric  AIDS  were  reported  in  the 
same  journal.  One  was  a 20-month-old  white 
male  who  had  received  multiple  blood  transfu- 
sions including  a platelet  transfusion  from  a per- 
son later  found  to  have  AIDS.  The  other  child,  in 
a different  report,  was  a 10-year-old  hemophili- 
ac patient  who  had  received  factor  VIII  concen- 
trate in  a home  care  program.  In  children  the 
disease  occurs  in  offspring  of  women  in  high  risk 
groups  and  in  recipients  of  infected  blood  or  blood 
products.^^  The  etiologic  agent  of  Acquired  Im- 
mune Deficiency  Syndrome  is  a lymphotrophic 
retro-virus  designated  as  Human  T-cell  Lympho- 
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trophic  Virus  Type  III;  Lymphadenopathy- 
associated  virus  (HLTV-III/LAV).®  As  of  June, 
1984,  57  cases  of  AIDS  in  children  have  been 
reported  to  CDC.^  Most  of  the  reported  cases 
have  been  from  three  states:  New  York,  New  Jer- 
sey, and  Florida.  The  prognosis  in  children  with 
AIDS  is  poor.  Fifty-eight  percent  of  the  cases 
reported  to  CDC  have  died;  half  of  them  died  the 
first  nine  months  after  diagnosis  and  half  of  the 
children  under  one  year  of  age  died  within  six 
months  after  the  diagnosis. 

The  following  is  the  report  of  the  first  case  of  a 
Delaware  born  child  who  developed  AIDS,  born 
from  a mother  who  was  not  in  a high  risk  group. 

CASE  REPORT 

This  is  a 3 1/2-year-old  Hispanic  female  born  in 
Delaware  from  parents  of  Puerto  Rican  origin. 
She  was  delivered  after  a full-term  pregnancy  by 
repeat  cesarean;  the  mother  was  Gravida  III, 
Para  II  with  the  first  pregnancy  producing  a still 
born.  Her  Apgar  scores  at  birth  were  9/9,  birth 
weight  was  7 lbs  10  oz  with  no  complications  dur- 
ing the  pregnancy,  labor,  or  delivery.  The  baby 
had  a normal  neonatal  period.  Her  older  sister  is 
five  years  old  and  healthy;  her  mother  is  27  years 
old,  and  her  father  is  32  years  old,  both  being  ap- 
parently healthy.  They  have  never  received  any 
blood  transfusions  or  blood  products  and  both 
parents  denied  any  drug  use.  The  father  denied 
homosexuality  or  bisexuality  but  did  have  sever- 
al sexual  partners.  The  patient  was  formula  fed 
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and  during  the  first  2 1/2  years  she  had  a normal 
development  and  was  in  good  health.  During  this 
time  she  received  three  DPT  vaccines,  three  Oral 
Polio  vaccines  and  an  MMR  vaccine  without  any 
problems  or  serious  side  effects.  Two  tuberculo- 
sis skin  tests  were  negative.  During  this  time  she 
was  never  hospitalized,  never  received  any  blood 
transfusions  or  blood  products,  and  never  had  any 
surgical  procedures.  At  two  years  of  age,  she  had 
a chest  x-ray  which  was  normal.  At  age  2 1/2  she 
started  having  multiple  infections  for  which  she 
visited  the  local  hospital  emergency  rooms  on  at 
least  12  occasions.  During  this  time,  according  to 
the  mother,  she  developed  high  evening  fevers 
and  productive  cough.  Nine  months  ago  another 
chest  x-ray  showed  nodular  bibasilar  infiltrates. 
She  was  treated  with  oral  antibiotics  and  did  im- 
prove. Following  this,  she  was  hospitalized  on 
three  occasions  because  of  recurrent  pneumonia. 
She  was  treated  with  IV  antibiotics,  postural 
drainage,  and  symptomatic  medications.  She 
clinically  improved  each  time,  but  her  radiologi- 
cal picture  remained  the  same.  During  the  same 
time  period  she  developed  both  tinea  corporis 
which  resolved  with  medications,  and  oral 
moniliasis  which  did  not  improve  with  topical 
medications.  Prior  to  this  time  her  weight  and 
length  were  in  the  50th  percentile,  but  since  then 
her  weight  and  length  had  dropped  to  below  the 
fifth  percentile.  She  developed  a moderate  micro- 
cytic hypochromic  anemia  with  a hemoglobin  of 
10  gms  and  a hematocrit  of  32%.  During  these 
three  hospital  admissions  several  tests  were  done 
and  found  to  be  normal:  sweat  tests  x 2,  N.B.T. 
test,  alpha  1 anti-trypsin,  barium  swallow,  gas- 
tric aspirate  to  rule  out  hemosiderosis,  PPD,  gas- 
trographic  examination  of  the  esophagus  to  look 
for  a tracheoesophageal  fistula,  stool  for  ova  and 
parasites,  and  a lactic  dehydrogenase  (LDH). 
During  her  previous  hospitalization  all  the  phys- 
ical findings  had  been  localized  to  the  pulmonary 
system  with  the  presence  of  crepitant  rales  at 
both  bases.  These  improved  with  therapy  but  did 
not  disappear.  On  this  admission  her  physical  ex- 
amination again  showed  the  presence  of  crepi- 
tant rales  at  both  bases.  There  was  also  an 
enlargement  of  the  liver  which  was  firm  and  pal- 
pable 6 cm.  below  the  right  costal  margin;  the 
spleen  was  also  firm  and  palpable  3 cm.  below  the 
left  costal  margin.  There  was  generalized  lym- 
phadenopathy  (axillar,  inguinal,  submaxillary, 
etc).  The  lymph  nodes  were  1 cm  in  diameter,  mo- 
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bile  and  non-tender.  There  was  moderate  enlarge- 
ment of  the  parotid  glands  with  atopical 
dermatitis  of  the  face  plus  the  presence  of  oral 
moniliasis.  The  rest  of  the  physical  examination, 
including  a neurological  evaluation,  was  normal. 

The  following  tests  were  found  to  be  abnormal: 
sedimentation  rate  was  135,  rheumatoid  factor 
was  positive  1:280,  ANA  was  positive  1:80,  total 
protein  was  10,  albumin  4.2,  globulin  increased 
to  5.8,  and  the  albumin/globulin  ratio  was  0.7. 
The  patient  had  polyclonal  hypergam- 
maglobulinemia: IGA  was  708  mgs/dl  (normal  for 
age  22-159),  IGG  was  3,900  mgs/dl  (normal  for 
age  400-1100),  IGM  453  mgs/dl  (normal  for  age 
47-200).  The  elisa  antibody  was  repeatedly  reac- 
tive; the  Western  blot  was  reactive  to  the  major 
HIV  specific  antigens:  the  core  (P24),  as  well  as 
the  envelope  (Gp41,GP120/160).  These  results  in- 
dicated an  infection  with  retrovirus  HIV.  Lym- 
phocyte function  studies  were  done  showing  the 
following  values: 


RESULTS 

REFERENCE  RANGE 

Total  WBC 

7,800 

4,000-1 1,000/cu  mm 

Total 

lymphocyte 

count 

3,016 

800-2,600/cu  mm 

Total  B 
lymphocytes 

211 

100-600  cu  mm 

% of 

7% 

5-20% 

Total  T 
lymphocytes 

2,564 

800-2,200  cu  mm 

% of 

85% 

65-85% 

Helper- 

inducer 

452 

more  than  400 

% of 

18% 

45-75% 

Suppressor- 

cytotoxic 

cells-T8 

2,051 

250-750/cu  mm 

% of 

80% 

18-40% 

Helper- 

suppressor 

ratio 

0.22% 

more  than  1.0% 

At  this  time,  other  titers  were  also  performed: 
CMV  elisa  value  was  0.06,  measles-rubella  was 
0.00,  indicating  that  no  antibody  was  detectable 
in  any  of  them. 
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Epstein-Barr  virus  titers  were: 

EBV  viral  capside  IGM:  titers  less  than  1:10 
EBV  viral  capside  IGG:  titer  1:640 
EBV  early  diffuse  AG:  titer  1:40 
EBV  early  restrict  AG:  titer  less  than  1:10 
EBV  nuclear  AG:  titer  1:20 
EBNA  control:  titer  less  than  1:10 

The  titer  results  are  suggestive  of  an  Epstein- 
Barr  virus  infection  in  the  past.  EBV  associated 
lymphoproliferative  disease  is  an  important  and 
common  complication  in  children  with  AIDS.® 
Two  types  of  lymphoproliferative  diseases  are  as- 
sociated with  EBV-DNA:  a)  central  nervous  sys- 
tem lymphoma  b)  chronic  lymphocytic 
interstitial  pneumonitis  (LIP). 

Small  bowel  and  gastric  mucosa  biopsies  were 
normal,  an  esophageal  mucosa  biopsy  showed 
mild  esophagitis  but  the  culture  was  negative  for 
Candida  and  other  fungus  or  bacteria.  A bone 
marrow  aspiration  examination  and  cultures 
were  normal.  A CAT  scan  of  the  head  was  also 
normal. 

The  rest  of  the  family’s  results  were:  her  five- 
year-old  sister  shows  a non-reactive  elisa  anti- 
body in  repeated  tests,  but  her  mother  and  father 
were  found  reacting  positive  to  EIA:  more  than 
2000  (cut-off  = 0.12). 

DISCUSSION 

Our  patient,  born  by  a Cesarean  section  and 
formula  fed,  could  have  contracted  the  retro-virus 
in  utero,  as  was  the  case  in  the  previous  report® 
in  1985  which  described  a premature  infant  of  28 
weeks  gestation.  Cesarean  born,  with  trans- 
placental transmission  of  HTLV-III  virus. 
Another  report^®  in  the  same  year  describes  the 
intrauterine  transfer  in  a 20-week-old  fetus. 

Our  patient  was  healthy  until  2 1/2  years  of  age 
when  she  developed  recurrent  febrile  episodes, 
persistent  pneumonia,  and  later  oral  moniliasis. 
Such  symptomatology  and  findings  were  also  en- 
countered in  the  majority  of  children  with  AIDS 
reported  by  previous  authors.^ Failure  to 
thrive,  which  occurred  in  our  patient  , has  also 
been  reported  in  previous  cases. 

The  presence  of  atopic  dermatitis  has  been 
previously  reported  in  some  of  these 
children. “ Our  patient  also  showed  a mild 
enlargement  of  the  parotid  glands,  hepato- 
splenomegaly  and  generalized  enlargement  of 
the  lymphatic  nodes.  All  of  the  above  findings 
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have  been  previously  reported. In  regard  to 
the  laboratory  findings,  our  patient  shows 
polyclonal  hypergammaglobulinemia,  a finding 
present  in  the  majority  of  children  with  AIDS, 
especially  children  who  have  Lymphocytic 
Interstitial  Pneumonitis.^^'^® 

About  80%  of  the  total  circulating  lymphocytes 
are  peripheral  T.  lymphocytes  which  are  divided 
into  two  major  groups:  one  with  the  T4  antigen 
called  a “helper”  since  it  has  a helper  role  in  the 
immune  responses;  the  other  with  a T8  antigen 
called  a “suppressor”  which  has  cytotoxide  and 
suppressor  functions.  Changes  in  the  T4/T8  ra- 
tio (less  than  1.0%)  is  usually  found  in  children 
with  AIDS“  as  was  the  case  in  our  patient. 

Lymphocytic  Interstitial  Pneumonitis  (L.I.P.), 
also  called  Pulmonary  Lymphoid  Hyperplasia, 
and  Pneumocytic  Carinii  Pneumonia  are  the  two 
most  common  pulmonary  disorders  in  children 
with  AIDS  and  AIDS  related  complex. “ Some 
authors^®  believe  that  they  can  make  the  diagno- 
sis of  lymphocytic  interstitial  pneumonitis  based 
only  on  x-ray  findings.  Other  authors^^  do  not 
agree  that  this  is  possible,  but  recently 
Rubinstein^®  has  found  a perfect  correlation  be- 
tween lymphocytic  interstitial  pneumonitis  in 
children  with  AIDS  with  other  physical  findings 
and  laboratory  tests. 

In  Rubenstein’s  study,  children  with  AIDS  who 
have  pulmonary  lymphoid  hyperplasia,  also  ex- 
hibit enlargement  of  peripheral  lymph  nodes  and 
the  parotid  glands.  Likewise  they  have  a poly- 
clonal hypergammaglobulinemia  with  marked 
elevation  of  IGG.  Their  serologic  assays  demon- 
strate elevated  EBV  titers  suggestive  of  Epstein- 
Barr  infection.  Serum  LDH  levels  in  these  pa- 
tients are  found  to  be  normal  or  slightly  elevat- 
ed. By  contrast,  patients  with  pneumocytic 
carinii  pneumonia  do  not  have  enlargement  of 
the  lymph  nodes  nor  their  parotid  glands;  their 
EBV  serum  titers  are  normal,  their  LDH  serum 
levels  are  elevated,  and  their  serum  IGG  levels 
are  normal  or  slightly  elevated.  Based  on  these 
findings,  a differential  diagnosis  can  be  made 
without  the  need  for  surgical  biopsy. 

This  is  the  first  case  of  AIDS  in  a child  born  in 
Delaware  by  a cesarean  section  from  parents  who 
were  not  in  the  high  risk  categories.  Heterosex- 
ual partners  have  also  been  found  to  transmit  the 
disease^®  to  their  spouses  through  intercourse 
and  oral  sex,  and  to  their  children  by  perinatal 
transmission  as  it  probably  was  in  our  patient’s 
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family.  In  the  above  study,  the  overall  rate  of 
transmission  of  HTLV-III/L AV  among  heterosex- 
ual couples  was  58%. 

Until  this  decade  a differential  diagnosis  of 
AIDS  was  not  considered  in  a child  with  recur- 
rent or  persistent  pneumonia,  but  the  time  has 
come  to  do  so  in  any  child. 

As  of  April,  1988,  934  cases  of  AIDS  in  children 
under  13  years  of  age  had  been  reported  to  the 
CDC,  representing  about  1 1/2%  of  all  cases  of 
AIDS.  Of  the  932  cases  with  known  race,  53% 
were  black,  23%  hispanic,  and  23%  white  non- 
hispanic. 

In  our  case  the  diagnosis  was  made  in  July 
1988.  She  is  still  alive.  Since  that  time,  another 
case  of  a child  with  AIDS  has  been  reported  in 
Delaware.^® 


ADDENDUM 


The  numbers  of  reported  cases  of  AIDS  in  the 
United  States^°  continues  to  increase  every  year. 
As  of  December  31, 1988,  82,764  cases  have  been 
reported  to  the  Center  for  Disease  Control  (CDC) 
and  of  these  cases,  more  than  46,000  have  died. 
There  were  1,346  cases  in  children  less  than  13 
years  of  age;  of  these  52.5%  were  black,  23.9% 
were  white  and  22.9%  were  hispanic.  One  of  the 
best  latest  review  articles  about  pediatric  AIDS 
appears  in  the  January  issue  of  the  Journal  of 
Pediatrics}^ 
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A nursiiTg  oenDar  so  nice, 
he  still  (jails  it  Grandma^  house. 


Li\  utg  in  a nur.smg  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that's  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they  've 
always  enjoyed. 

But  it's  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It's  the  attitude  which  flourishes  in  such 
a pleasant  environment.  Our  residents  develop  a more  positive 
outlook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  recovery  time. 

Visit  a Leader  Nursing  Center  soon. 

It's  a place  so  special  even  a child 
can  see  the  difference. 


NURSING  .4ND  RSHABILITATION  CENTER 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)  764—0181 
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AXID® 


nizatidine 

Enhances  compliance 
and  convenience 

PaOents  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handiing 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compiiance  and  continued  customer 
satisfaction 


Brief  Summary 

ConsuH  the  package  literature  tor  complete  intormatioii. 

Indicationt  and  Utage:  Axid  is  indicated  for  up  to  eight  weeks  forthe  treattnem  of 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  wIM  four  weeks. 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  p^ents  at  a reduced 
dosage  of  1 50  mg  h.s.  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  tor  longer  than  one  year  are  not  known. 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  pahertts  with  hypersensidvity  to  ottter 
Hrreceptor  antagonists. 


; General  - 1 . Symptomabc  response  to  nizafidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Because  nizabdine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  insufficiency. 

3.  Pharmacokinebc  studies  in  pabents  with  hepatorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizabdine  is  metabolized  in  die  liver  In  pabents  with  notTrol 
renal  funcbon  and  uncomplicated  hepabc  dysfuncbon.  the  disposition  of  nizatidine 
is  similar  to  that  in  normal  subjects. 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Mulbsbx<  may 
occur  during  bierapy  with  nizabdine. 

Dwg  tnleractons -Uo  interacbons  have  been  observed  between  Axid  and 
theopl^line,  chlordiazepoxide.  lorazepam.  lidocaine.  phenytoln.  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  systOT; 
bierefore.  drug  interacbons  mediated  by  inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur.  In  pabents  given  very  high  doses  (3.900  mg)  of  aspirui  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizabdine.  1 M mg  b.i.d..  was 
administered  concurrenby. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Ferbtity-ti  two-year  oral  car- 
cinogenici^  study  in  rats  wiffi  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  die  density  of  enterochromaffin-llke 
(ECL)  cells  in  the  gastric  oxynbc  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compark  with  placebo.  Female 
mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  signibcant  increases  in  hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
historical  control  limits  seen  forthe  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (dansaminase  elevabons).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxlc  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
badery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid. 

Axid  was  not  mutagenic  in  a badery  of  tests  performed  to  evaluate  its  potenbal 
generic  toxicity,  including  bacterial  mutabon  tests,  unscheduled  DNA  syndiesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micranucleus  test 

In  a two-geneiabori.  perinatal  and  postnatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny. 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduebon 
studiesinratsatdosesupto300bmesthe  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect:  but  at  a dose  equivalemto  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  imravenous  administration  to  pregnant  New  Zealand  mite  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  bie  aorbe 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  venblcular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  In  one 
fetus.  There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Itisalsonotknown  whebier  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduebon  capacity.  Nizabdine  should  be 
used  during  pregnancy  only  if  bie  potenbal  benefit  justifies  ffie  potenbal  risk  to  Ore 
fetus. 

Nursing  Moffiers —Studies  conducted  in  lactabng  women  have  shown  brat 
<0.1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concentrabons.  Caubon  should  be  exercised  when  adminis- 
tering nizabdine  to  a nursing  mother. 

Pediatric  Use  — Safe^  and  effectiveness  in  children  have  not  been  established. 

Use  in  Bderty  Patients  — Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalifies  are  also  similar  to  biose  seen  in  other  agegroups.Agealone  may 
not  be  an  importarb  factor  in  the  disposibon  of  nizabdine.  Elderly  pabents  may  have 
reduced  renal  funcbon. 


i Reacbons:  Clinical  bials  of  nizabdine  included  almost  5.000  pab^ 
given  nizabdine  in  studies  of  varying  duiabons.  Domesbc  placebo-conbolled  trials 
included  over  t .900  pabents  given  nizabdine  and  over  t ,3()0  given  placebo.  Among 
reported  adverse  events  in  ffie  domesbc  placebo-controlled  ffials.  swearing  (1  % vs 
0.2%).  uibcaria  (0.5%  vs  < 0.01  %),  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  ffie  nizabdine  group.  A variety  of  less  common  events  was 
also  reported:  It  was  not  possible  to  detennine  whether  these  were  caused  by 
nizatidine. 

H^bc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SOOT 
[AST],  SOFT  (ALTj.  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probkiy  related  to  nizabdine.  In  some  cases,  there  was  marked 
elevabon  of  SOOT  SOFT  enzymes  (greaterthan  500  lU/L)  and.  in  a single  instance. 
SOFT  was  greater  ban  2,000  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  ffiree  bmes  ffie  upper  limit  of  normal,  however,  did  not 
significanby  differ  bom  ffie  rate  of  liver  enzj^e  abnormallbes  in  placebo-beated 
pabents.  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular —In  clinical  pharmacology  sffidies.  short  episodes  of  asymp- 
tomabc  ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
ffiree  unbeated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine  - Clinical  pharmacology  sffidies  and  conbolled  clinical  trials  showed 
no  evidence  of  anfiandrogenlc  activity  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  pabents  who  received  Axid  and  by  those 
given  placebo.  Rare  reports  of  gynecomasba  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
beated  with  Axid  and  another  Hrreceptor  antagonist  On  previous  occasions,  ffiis 
pabent  had  experienced  thrombocytojienia  while  taking  other  drugs.  Rare  cases  of 
ffirombocytO()enic  purpura  have  been  reported. 

Inlegumenlat -Sweabng  and  urbearia  were  reported  significantly  mote  be- 
quenby  in  nizabdine- than  in  placebo-beated  pabents.  Rash  and  exfoliative  denrtab- 
bs  were  also  reported. 

Hypersensidvity  -As  with  offier  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  adminisbabon  of  nizabdine  have  been  reported.  Because  cross-sen- 
sibvity  in  ffiis  class  of  compounds  has  been  observed.  Hrreceptor  amagemists 
should  not  be  administered  to  individuals  wiffi  a history  of  previous  hypersensitivity 
to  ffiese  agents.  Rare  episodes  of  hypersensitivity  reacbons  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other-  Hyperuricemia  unassociateo  wiffi  gout  or  nephrolithiasis  was  reported. 
Eosinophilia  fever,  and  nausea  related  to  nizabdine  adminisbabon  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered. 

Signs  and  Symptoms  —There  is  litbe  clinical  experience  wiffi  overdosage  of  Axid 
in  humans.  Test  animals  ffiat  received  large  doses  of  nizabdine  have  exhibited 
cholinergic-type  ebects.  including  lacrimabon,  salhrabon.  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  t .200  mg/kg  in  monkem 
were  not  lethal.  Intravenous  median  leffial  doses  in  ffie  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively. 

Treatment  -To  obtain  up-to-date  informabon  about  ffie  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Foison  Control  Center.  Telephone  numbers 
of  certified  poison  conbol  centers  are  listed  in  ffie  Physicians’  Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses. interacbon  among  drugs,  and  unusual  drug  kinebes  in  your  pkent 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  wiffi  clinical  monitoring  and  supportive  therapy.  Ren^  dialysis  for 
fourto  six  hours  increased  plasma  clearance. 
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Adjacent  to  Wanamakers 
Good  for  Second  or  Starter  Office 
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TheAMA 

thanks 

our  members. 


The*  American  Medical  Association 
achieved  major  victories  during 
the  lOOth  (a)ngress,  and  we  ha\e 
onh  our  members  to  thank.  \X  ith 
their  help,  the  AMA  aehie\ed 
victories  for  all  ph\  sicians. 

- Defeated  mandator)  Medicare 
assignment  three  times  in  the 
House  Wa)  s and  Means  Committee; 

- Effcetixel)  influenced  the  passage 
of  major  AIDS  legislation; 

- Successfull)  urged  HCFA  to  re\ise 
instaictions  to  Medicare  carriers 
on  implementing  “medically 
unnecessar)’  ser\ices''  authorit): 


Tliank  )'ou,  AMA  members,  for  these 
and  other  achievements.  We  trust 
we'\  e earned  your  continued  support. 


If  you  aren't  an  AMA  member,  join  us 
now  . There’s  much  more  to  be  done 
. . and  with  )our  help, 
no  limit  to  what  we  can 
accomplish.  CALL  TODAY 
FOR  INFORMATION: 
1-800-AMA-1452. 


YOCON" 

YOHIMBINE  HCI 


DescrlptiM:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkyiamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  ft  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  adion,  probably  via  stimulation  of  hypothalmic  centers  and, 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  ducdenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ ■3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ^h.  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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APPLICATIONS  OF  FUNCTIONAL  SPECT  BRAIN  IMAGING 

IN  CLINICAL  PRACTICE 


Alice  Scheff,  M.D. 


Unraveling  the  vast  intricacies  of  cerebral  func- 
tion represents  one  of  the  greatest  challenges 
ever  posed  to  medical  science.  With  the  advent  of 
brain  imaging  techniques,  structural  and  func- 
tional alterations  in  the  brain  can  be  identified 
and  correlated  with  a patient’s  symptomatology, 
neuropsychological  performance  and  in  some 
cases  psychiatric  status. 

Exquisite  structural  images  are  generated  by 
magnetic  resonance  imaging  (MRI)  and  comput- 
ed tomography  (CT).  New  radioisotope  tech- 
niques termed  positron  emission  tomogi'aphy 
(PET)  and  single  photon  emission  computed 
tomography  (SPECT)  now  permit  definition  of  al- 
tered cerebral  blood  flow  and  function.  While 
clearly  a marvelous  tool,  PET  scanning  requires 
an  on-site  cyclotron  and  is  limited  by  cost  and 
availability  to  research  centers. 

In  contrast,  SPECT  brain  scanning  can  be  eas- 
ily performed  in  contemporary  nuclear  medicine 
laboratories  with  standard  tomographic  imaging 
systems.  Recently  two  radiotracers  have  received 
FDA  approval  for  clinical  use.  Named  SPECT- 
amine'^’  (I-123-Iodoamphetamine,  Medi-physics) 
and  Ceretec'^'  (Tc-99m-HMPAO,  Amersham), 
these  intravenously  administered  tracers  local- 
ize in  the  cerebral  cortex  (grey  matter),  basal  gan- 
glia, thalamic  nuclei,  and  cerebellum  as  a 
reflection  of  regional  cerebral  blood  flow  and 
function.  Tracer  binding  is  non-specific,  presuma- 
bly in  the  synapse  or  on  a non-specific  amine 
receptor,  and  does  not  produce  a pharmacologic 
effect.  During  the  study,  multiple  views  of  the 
brain  are  obtained  while  the  patient  lies  comfort- 
ably in  a quiet  imaging  room. 

Computer  generated  tomographic  brain  sections 

Alice  SchefT.  M.D.  Spectamine  Brain  Imaging  Section,  Einstein  Medical  Center. 
Northern  Division. 
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are  then  analyzed  to  identify  regions  experienc- 
ing alterations  in  cerebral  blood  flow  and/or  func- 
tion. Information  thus  obtained  is  correlated 
with  a structural  MRI  or  CT  brain  scan,  neuro- 
logic, psychiatric,  neuropsychological  or  other 
pertinent  findings.  In  a sense,  the  SPECT  brain 
scan  provides  a map  of  functional  abnormality 
which  must  be  correlated  with  present  or  evoked 
clinical  pathophysiology. 

Clinical  applications  of  the  functional  SPECT 
brain  scan  are  extensive,  encompassing  1) 
cerebrovascular  disease  (TIA,  stroke),  2)  epilep- 
sy, 3)  head  trauma,  4)  patient  management 
status-post  subarachnoid  hemorrhage  (Berry 
aneurysm),  5)  dementia  evaluation  in  the  elder- 
ly, 6)  differential  diagnosis  of  infectious  or 
cerebrotoxic  processes,  7)  differential  diagnosis  of 
psychiatric  disorders,  8)  evaluation  of  therapeu- 
tic efficacy  in  stroke,  rehabilitation,  and  psy- 
chiatric processes,  and  more.  The  SPECT  study 
is  not  helpful  in  identifying  tumors  or  other 
space-occupying  intracranial  processes  (hemor- 
rhage, abscess)  and  should  be  considered  com- 
plementary to  MRI/CT  scans.  Its  clinical  efficacy 
requires  a thorough  understanding  of  the  clini- 
cal setting  and  a high  degree  of  interdisciplinary 
correlation. 

One  such  application  involves  the  early  diag- 
nosis of  senile  dementia  of  the  Alzheimer’s  type 
(SDAT)  and  its  differentiation  from  other  causes 
of  dementia  in  conjunction  with  neuropsycholog- 
ical testing.  Since  SDAT  has  an  insidious  onset 
which  may  mimic  benign  senile  forgetfulness 
and  depression,  the  disease  may  progress  into  a 
moderately  advanced  stage  before  the  diagnosis 
can  be  established  clinically.  Often,  SDAT  is  a di- 
agnosis of  exclusion.  The  patient  and  family 
suffer  enormous  interpersonal  strain  and  worry 
during  this  period  and  then  must  accept  the  in- 

463 


Applications  of  Functional  Sped  Brain  Imaging  - Scheff 


evitable  functional  decline  of  a loved  one. 

With  characteristic  SPECT  brain  scan  and  neu- 
ropsychological test  patterns  showing  deficits  in 
the  association  cortex  (especially  bilateral  parie- 
tal, occipital,  and  temporal),  which  correlate  with 
deficits  in  memory,  attention,  and  complex 
reasoning,  the  diagnosis  of  early  SDAT  can  be 
made  with  a high  degree  of  confidence.  Patients 
who  suffer  cognitive  impairment  secondary  to 
depression  will  be  more  reliably  differentiated 
from  those  who  are  experiencing  depression 
secondary  to  the  SDAT  process. 

Even  in  the  absence  of  a medical  cure,  early 
knowledge  of  the  disease  will  enable  the  family 
to  maximize  the  patient’s  quality  of  life  and 
shared  family  time.  As  new  therapeutic  drugs  be- 
come available  for  the  treatment  of  SDAT,  results 
of  the  SPECT  brain  scan  and  neuropsychological 
testing  will  offer  objective  measures  of  efficacy. 

In  conclusion,  functional  SPECT  brain  scan- 
ning is  a ground-breaking  technique  with  wide 
clinical  application.  Currently,  new  tracers  are 
being  developed  to  target  specific  neuroreceptors. 
Complementary  to  functional  brain  imaging, 
neurologic  exam,  neuropsychologic  testing,  MRI 
and  angiography,  functional  brain  imaging  will 
enhance  our  understanding  of  cerebral  function 
in  health  and  disease. 

SPECTAMINE  BRAIN  IMAGING 

April  18,  1989 
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What  can  you  do  for  a patient 
who  is  unable  to  return  to  work 
because  of  injury  or  illness? 

You  can  refer  your  patient  to  the 
Work  Hardening  Program  at 
the  Delaware  Curative  Workshop. 


.A.  DELAWARE 

WcuwvnvE 

^ \ WORKSHOP 

(302)  656-2521  • 1 600  Washington  Street  • Wilmington,  DE 1 9802 
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AN  OUNCE  OF  PREVENTION  . . 


Constance  Limmer,  M.P.H. 


The  philosophy  of  Prevention,  whether  it  re- 
lates to  the  prevention  of  disease,  disability,  or 
economic  dependency,  is  the  basic  foundation  of 
the  Department  of  Health  and  Social  Services’ 
mission  and  an  integral  part  of  all  Department 
priorities. 

Prevention  makes  sense,  not  only  in  terms  of 
improved  quality  of  life,  but  also  in  the  “pound 
of  cure”  we  can  potentially  avoid. 

We  are  all  keenly  aware  of  the  problem  of 
health  care  costs  (both  financial  and  emotional) 
associated  with  sophisticated  medical  technolo- 
gies and  the  prevalence  of  diseases  which  are 
chronic  in  nature.  The  Department  of  Health  and 
Social  Services  is  committed  to  reducing  these 
costs  through  enhancing  public  awareness  of  dis- 
ease risk  factors,  through  reducing  exposure  to 
causative  agents,  and  when  disease  or  disabili- 
ty does  occur,  through  early  detection  and  treat- 
ment efforts  to  minimize  its  severity. 

The  Department  offers  Primary  Preventive 
Health  services  through  a number  of  its  operat- 
ing Divisions,  although  most  fall  within  the 
auspices  of  the  Division  of  Public  Health,  (DPH) 
Community  Health  Section. 

Our  major  group  of  activities  — protection  from 
environmental  threats  — affects  all  Delawareans 
each  and  every  day.  This  includes  the  inspection 
of  restaurants  and  dairies  and  the  monitoring  of 
water  supplies  to  assure  a safe  food  and  water 
supply.  It  also  includes  the  inspection  of  medical 
and  dental  x-ray  equipment,  pharmacies,  and 
drug  distributors  as  well  as  the  licensing  of 
health  care  facilities.  Recently  these  more  “tradi- 
tional” public  health  activities  have  had  to  be 
supplemented  with  the  evaluation  and  assess- 
ment of  health  risks  associated  with  environmen- 

Constance  Limmer,  M.P.H.  was  formerly  a planner  with  the  Division  of  Public 
Health. 

The  mission  of  the  Department  of  Health  and  Social  Services  is  to  improve  the 
quality  of  life  for  Delaware  citizens  by  promoting  health  and  well  being,  foster- 
ing self-sufficiency,  and  protecting  volnerable  populations.  One  of  the  methods 
to  accomplish  this  mission  is  to  recognize  and  support  prevention  efforts. 
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tal  contamination.  The  Division  of  Public  Health 
works  closely  with  the  Department  of  Natural 
Resources  and  Environmental  Control,  and  in 
many  cases  the  State  Emergency  Response  Team 
(SERT)  to  determine  action  to  protect  the  public’s 
health. 

Over  the  past  several  years,  the  prevention  and 
control  of  infectious  disease  has  presented 
renewed  challenges  to  the  Department  along 
with  the  nation  as  a whole.  DPH’s  major  initia- 
tives in  the  area  have  been  rabies  education; 
AIDS  prevention,  testing,  and  counseling;  and 
STD  control.  AIDS  prevention  efforts,  while  led 
by  DPH,  have  been  coordinated  with  the  Division 
of  Alcoholism,  Drug  Abuse,  and  Mental  Health 
(DADAMH)  and  private  community -based  agen- 
cies. Of  course,  the  DPH  is  also  responsible  for 
general  disease  surveillance  and  outbreak  inves- 
tigation, and  communicates  this  information  to 
Delaware  physicians  through  the  monthly  Mor- 
bidity and  Mortality  newsletter. 

Another  major  focus  of  DHSS  prevention  efforts 
is  in  the  area  of  Maternal  and  Child  Health. 
Through  the  leadership  and  support  of  Governor 
Castle  and  his  Focus  on  First  Sixty  Months  initia- 
tive DHSS  has  been  able  to  enhance  prenatal  and 
maternity  services  and  to  expand  Medicaid  eligi- 
bility to  include  children  (up  to  age  2)  and  preg- 
nant women  with  family  incomes  up  to  the 
federal  poverty  level.  DPH  services  in  this  area 
include  Family  Planning,  WIC  supplemental 
food  program,  prenatal  and  preconceptual  genet- 
ic counseling,  childhood  immunizations  and  child 
health  services.  In  addition,  the  Division  of  Al- 
coholism, Drug  Abuse  and  Mental  Health 
(DADAMH)  offers  a fetal  alcohol  awareness  pro- 
gram and  the  Division  of  Services  for  the  Visual- 
ly Impaired  provides  screening  in  conjunction 
with  DPH,  as  well  as  visits  to  those  in  nursing 
homes  whose  eye-sight  may  be  failing.  Many  serv- 
ices are  coordinated  with  the  Division  of  Mental 
Retardation’s  (DMR)  Early  Intervention  Pro 
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gram,  which  serves  young  children,  0-3  years  of 
age,  with  special  needs  (see  Community-based 
services  section.) 

Finally,  in  recognition  that  many  of  today’s 
most  common  health  problems  are  linked  to 
lifestyle  behaviors,  many  Department  prevention 
efforts  are  focused  on  health  promotion/wellness 
activities.  The  Division  of  Public  Health  offers 
adult  health  risk  appraisals,  school/community- 
based  programs  for  adolescents,  and  blood  pres- 
sure and  cancer  screening.  The  Division  of  Alco- 
holism, Drug  Abuse  and  Mental  Health  provides 
training  to  substance  abuse  treatment  agency 
staff  and  consultation  and  educational  services 
for  both  professionals  and  the  general  public.  For 
our  seniors,  DPH  offers  comprehensive  health 
screening  services  statewide  and  referrals  to  lo- 
cal physicians  and  hospitals.  The  Division  of  Ag- 
ing is  pursuing  coordination  of  wellness  services 
to  the  elderly  through  its  “Wake  up  to  Wellness” 
project.  This  program,  which  was  initiated  as  a 
result  of  recommendations  made  by  Governor 
Castle’s  Commission  on  Health  Care  Cost 
Management,  will  be  guided  by  an  advisory  com- 
mittee composed  of  active  older  persons  and 
representatives  from  health  care  agencies,  cor- 
porate wellness  programs,  state  and  local  recre- 
ation organizations  and  private  health  promotion 
companies. 

The  above  account  provides  just  a very  brief 
overview  of  the  many  prevention  efforts  under- 
way at  the  Department  of  Health  and  Social 
Services.  What  follows  are  highlights  of  some 
specific  prevention  efforts. 

MINORITY  INITIATIVES  IN  PREVENTING  AIDS 

The  minority  populations  have  been  dispropor- 
tionately affected  by  the  AIDS  crisis.  National- 
ly, 25%  of  all  AIDS  cases  are  black,  while  blacks 
comprise  only  12%  of  the  total  population. 
Hispanics  represent  14%  of  all  people  with  AIDS, 
yet  they  make  up  only  6%  of  the  general  popula- 
tion. In  Delaware,  this  racial  difference  is  even 
more  dramatic  with  blacks  and  hispanics 
representing  41%  and  8%  respectively  of  total 
AIDS  cases  (16.2%  of  Delaware’s  total  population 
is  black;  1.6%  hispanic;  1980  census). 

Successful  attempts  to  address  this  problem 
must  consider  the  unique  aspects  of  minority 
communities  and  cultures  that  may  influence 
transmission  of  HIV  as  well  as  the  potential  im- 
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pact  of  prevention  efforts.  First,  compared  to 
white,  a higher  proportion  of  minorities  with 
AIDS  are  IV  drug  abusers  (nationally  51%  of  IV 
drug  users  with  AIDS  are  black,  26%  hispanic). 
As  a result,  there  is  more  heterosexual  transmis- 
sion of  HIV  among  minorities  than  among 
whites,  and  in  turn  there  are  more  children  with 
AIDS  among  minority  groups.  Second,  there  are 
several  significant  barriers  to  reaching  minori- 
ty groups  such  as  culturally  vague  languages  and 
limitations  to  the  impact  of  messages  delivered 
via  the  news  media.  A 1987  survey  of  89  18-25 
year  old  Delawareans  demonstrated  that  24  peo- 
ple who  answered  a questionnaire  in  Spanish 
were  less  likely  to  understand  the  role  of  casual 
transmission  and  condoms  than  65  who  answered 
in  English  (AIDS  Program  Office/Delaware  Les- 
bian & Gay  Health  Advocates  Study).  To  varying 
degrees,  many  minority  communities  hold  strong 
beliefs  about  sexual  behaviours.  Such  “taboos” 
influence  significantly  the  ability  to  deliver  be- 
haviorally  oriented  preventive  messages  and  the 
likelihood  of  those  messages  being  acted  upon. 

In  Delaware,  we  are  addressing  the  challenge 
of  reaching  minorities  by  using  the  Community 
itself  in  the  delivery  of  preventive  measures.  It  is 
hoped  that  this  approach  will  be  more  cultural- 
ly sensitive,  have  more  “creditability”  from  the 
point  of  view  of  our  clients  and  will  therefore  be 
able  to  reach  more  of  our  target  population.  Spe- 
cifically the  AIDS  Program  Office  has  contract- 
ed with  the  following  agencies: 

° Delmarva  Rural  Ministries  - for  counseling 
and  testing  of  migrant  workers  (primarily 
Haitian  and  black)  and  education  at  a num- 
ber of  sites  with  minority  populations. 

° Eastlawn  Area  Human  Services  Inc.  - for 
preventive  education  of  blacks  and  hispanics 
in  a specific  area  of  Wilmington. 

° West  End  Neighborhood  House  - programs  for 
adults  and  minority  youth  and  for  literature. 

° Delaware  State  College  - for  writing,  produc- 
ing, and  performing,  (this  contract  not  yet 
written)  a play  to  reach  “Women  At  Risk” 
(WAR)  of  AIDS. 

° Alliance  of  Black  and  Hispanic  Communities 
Against  AIDS  - for  provision  of  preventive  edu- 
cation statewide  with  the  concentration  on 
the  Wilmington  Minority  Community. 
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Other  contracts  which  impact  on  AIDS  in  the 
minority  population,  but  are  not  specifically  tar- 
geted as  such  include  Planned  Parenthood  of 
Delaware,  (targeting  high  risk  women  of  child- 
bearing age)  Brandywine  Counseling  and  Diag- 
nostic Center  (targeting  IV  drug  users),  and 
Delaware  Council  on  Crime  and  Justice  (target- 
ing prisoners).  In  addition  to  these  contracts,  the 
Division  of  Public  Health  will  soon  be  expanding 
its  counseling  and  testing  services  into  its 
STD/Family  Planning  Programs. 

If  you  have  questions  about  the  minority  initia- 
tives or  other  services  available  through  the  Di- 
vision of  Public  Health,  contact  the  AIDS 
Program  Office,  at  995-8422. 

WOMEN  AND  THEIR  CHILDREN. ..HEALTHY 

Three  years  ago.  Governor  Castle  established 
a blue  ribbon  task  force  on  infant  mortality  in 
response  to  statistics  that  placed  Delaware 
among  states  with  infant  mortality  rates  above 
the  national  average.  Also,  as  Chairperson  of  the 
Committee  on  Human  Resources  for  the  National 
Governors’  Association,  the  Governor  set  in  mo- 
tion a special  drive  to  improve  the  health  and  de- 
velopment of  Delaware’s  preschool  children.  He 
called  this  effort  “Focus  on  the  First  Sixty 
Months.” 

These  executive  initiatives  spawned  WATCH 
(Women  and  Their  Children. ..Healthy),  a mul- 
tiagency program  to  improve  the  health  of  high 
risk  pregnant  women  and  the  future  of  high  risk 
and  handicapped  infants  and  toddlers.  The 
WATCH  strategy  has  two  components-Perinatal 
Watch  and  Child  Development  Watch.  Each  pro- 
gram addresses  two  distinct  populations  in  an  in- 
terrelated fashion  with  heavy  involvement  of  the 
public  and  private  sector. 

PRENATAL  WATCH 

Prenatal  Watch  begins  with  early  pregnancy 
screening  to  identify  women  at  risk  for  a poor 
pregnancy  outcome.  The  screening,  completed  at 
the  time  of  a pregnancy  test,  uses  research  based 
criteria  to  identify  women  likely  to  need  help  dur- 
ing pregnancy.  They  are  contacted  by  WATCH 
outreach  workers  and  encouraged  to  arrange  care 
with  a physician  or  clinic  before  their  third 
month.  Women  are  also  helped  to  obtain  WIC  and 
Medicaid  if  indicated.  These  women  are  offered 
the  opportunity  to  receive  enhanced  care  which 
consists  of  nutrition  assessment  and  consulta- 
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tion,  the  identification  and  health  education 
about  habits  or  practices  harmful  to  the  fetus, 
such  as  drugs,  smoking  and  alcohol,  and  the  iden- 
tification and  resolution  of  social/financial  needs. 
All  problem  areas  are  addressed  under  the  direc- 
tion of  a care  manager. 

CDW  is  currently  targeting  Neonatal  Intensive 
Care  (NICU)  graduates.  The  program  is  en- 
deavoring to  develop  “one  window”  through 
which  special  children  and  their  families  access 
community  services  while  respecting  the 
primary  physician  as  the  ongoing  care  provider. 
CDW  is  also  encouraging  pediatric  community 
referrals  of  high  risk  and  handicapped  toddlers. 

A CDW  Center  has  been  established  at  the  Wil- 
mington Hospital,  MCD,  and  a second  local  unit 
is  being  planned  at  the  DHSS,  Milford  State  Serv- 
ice Center.  These  centers  provide  a mul- 
tispecialty medical  and  developmental 
evaluation.  Each  center  is  supported  by  a team 
of  professionals  including  Public  Health  nursing, 
social  workers,  nutritionists.  Division  of  Mental 
Retardation  developmental  nurses  and  others; 
many  of  whom  have  followed  and  assisted  fami- 
lies during  the  pregnancy  through  Perinatal 
Watch,  especially  those  served  by  the  NICU. 

Patients  and  families  served  by  CDW  are  as- 
signed a care  manager  who,  in  many  cases,  pro- 
vides the  primary  services  or  care  to  the  family. 
The  care  manager’s  primary  responsibility  is  to 
assist  families  in  obtaining  and  using  needed 
care.  Care  managers  strive  to  empower  families 
through  education  and  management  style  to  be 
masters  of  their  own  situations,  to  solve  their  own 
problems,  and  to  advocate  for  the  needs  of  their 
child  and  others. 

Steps  are  being  taken  to  link  together  CDW 
with  local  education  units.  Success  in  this  area 
will  ensure  an  orderly  transition  of  infants  and 
toddlers  from  primarily  medical/developmental 
oriented  programs  to  primarily  education  orient- 
ed programs. 

It  is  believed  that  WATCH  offers  a flexible 
strategy  upon  which  major  prevention  efforts  to 
reduce  infant  mortality  and  morbidity  can  be  de- 
veloped and  implemented.  It  is  a continuum  of 
care  to  prevent  or  lessen  the  adverse  effects  of  a 
poor  pregnancy  outcome  by  bringing  to  bear 
Delaware’s  considerable  array  of  services.  It  is  a 
concerted  effort  to  encourage  optimum  develop- 
ment for  all  Delaware’s  children  through  early 
coordinated  intervention  and  improved  care 
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DIVISION  OF  MENTAL  RETARDATION  • 
PREVENTION  TASK  FORCE 

The  Early  Intervention  Program  of  the  Divi- 
sion of  Mental  Retardation  has  traditionally  been 
a home-based  program  providing  health  main- 
tenance, developmental  consultation,  family  sup- 
port and  case  management  for  children  0-3  years 
of  age  with  special  needs. 

In  January  1988,  the  Early  Intervention  Pro- 
gram expanded  its  focus  to  include  primary 
prevention  of  developmental  disabilities.  Sup- 
ported by  a grant  from  the  Developmental  Disa- 
bilities Program,  Office  of  Handicapped  Services, 
Department  of  Community  Affairs,  the  DMR 
Prevention  Task  Force  and  five  subcommittees 
(Genetic,  Prenatal/Perinatal,  Childhood  Illness- 
es/Injuries, Psycho-social,  and  Environmental) 
were  formed  to  develop  a State  Plan  for  the 
Prevention  of  Developmental  Disabilities.  Each 
subcommittee  was  co-chaired  by  one  of  the  De- 
velopmental Nurse  Specialists.  The  work  of  the 
Task  Force  and  subcommittees  resulted  in  the 


drafting  of  recommendations  to  impact  preven- 
tion of  developmental  disabilities  in  Delaware. 
The  efforts  culminated  in  a statewide  conference. 
Prevention  of  Developmental  Disabilities,  on  Sep- 
tember 13,  1988  where  additional  input  from 
professionals  and  the  public  was  obtained.  Tho- 
mas P.  Eichler,  Secretary,  Department  of  Health 
and  Social  Services;  Charles  Hayward,  Secretary, 
Department  of  Children,  Youth,  and  their  Fami- 
lies; and  William  B.  Keene,  Superintendent, 
Department  of  Public  Instruction;  highlighted 
each  department’s  prevention  status  and  goals. 
Allen  Crocker,  M.D.,  Director  of  the  Developmen- 
tal Evaluation  Clinic,  Children’s  Hospital, 
Boston,  presented  the  keynote  and  closing 
presentations.  Preliminary  discussions  of  the 
work  have  pointed  to  the  need  for  improved  sys- 
tems of  gathering  disability  data,  public  informa- 
tion, coordination  of  prevention  efforts,  and 
incorporation  of  efforts  into  school  curricula.  A 
full  detailed  report  will  be  issued  from  the  Gover- 
nor’s Office  January  1989. 


Rehabilitation  Consultants,  Inc. 


Anthony  L.  Cucuzzella,  M.D 
Pierre  L LeRoy.  M.D. 

Italo  V.  Monteleone.  M D 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
EUofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Suite  105,  Springer  Building,  Concord  Plaza, 

34 1 1 Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 

ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by.  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Rehabilitation  Constdtants,  Inc.  ■ Since  1970 
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abulia,  acrophobia,  acute  confusional  state,  adjustment  disorder, 
affective  disorder,  agitated  depression,  agnosia,  agoraphobia,  alcoholic 
hallucinosis,  alcoholism,  Alzheimer’s  disease,  amnesia,  amok, 
anhedonia,  anorexia  nervosa,  antisocial  personality  disorder,  anxiety, 
aphasia,  apraxia,  attention  deficit  disorder,  autism,  autophobia, 
avoidant  personality  disorder,  bipolar  disorder,  body  dysmorphic 
disorder,  bulimia,  catatonia,  causalgia,  cathexis,  character  disorder, 
childhood  depression,  childhood  schizophrenia,  claustrophobia, 
combat  fatigue,  compulsive  personality,  conduct  disorder,  conversion 
disorder,^lture-specific  syndromes,  cycl^jjhymia,  delirium  tremens, 
delusion 


deperson^ 
dysthymia, 
hallucin 
hypnoph 
introversion,  kl^fomamaT 


ty  disorder, 
dream  anxiet}^ 
extroversion, 
ersomnia, 
nsomnia, 
loosening 


of  associations,  manic  depressive  disorder,  mood  disorder,  multiple 
personality  disorder,  mysophobia,  narcolepsy,  neurotic  disorder,  night 
terror,  obsessive-compulsive  disorder,  organic  mental  disorder,  panic 
disorder,  panphobia,  paranoid  schizophrenia,  Parkinson’s  disease, 
personality  disorder,  phobia,  piblokto,  pica,  post-partum  depression, 
post-traumatic  stress  disorder,  pseudodementia,  psychogenic  fugue, 
psychosexual  dysfunction,  residual  schizophrenia,  schizoaffective 
disorder,  schizophrenia,  schizophreniform  disorder,  schizotypal 
personality  disorder,  school  phobia,  seasonal  affective  disorder,  senile 
dementia,  separation" anxiety,  signal  anxiety,  somatoform  disorder, 
tardive  dyskinesia,  tic  disorder,  tourette’s  syndrome,  transference, 
unipolar  psychosis,  windigo,  withdrawal  symptoms,  xenophobia, 


For  more  information,  write: 

APA  Public  Affairs 
Department  C89 
1400  K Street,  NW 
Washington,  DC  20005 

Let’s  Talk  About  Mental  Illness 

An  information  campaign  of  the  American  Psychiatric  Association. 


PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  oan  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  servioe  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives: 

•Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

•Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

•Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
becorhe  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

“CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.’’ 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  IS  one  of  America’s  leading  financial  institutions.  i 
With  over  $19.6  billion  in  assets  and  $1 .9  billion  in  surplus,  * 
they  have  the  size  and  resources  to  adequately  finance  , 
professional  liability  programs.  You  can  count  on  them  to  ^ 
stay  in  the  market  and  be  there  when  you  need  them.  : 

CNA’s  finanoial  standing  and  stability  have  not  gone  ' 

unnoticed.  Continental  Casualty  Company,  CNA’s  ^ 

primary  professional  liability  underwriter,  has  an  A-i-  , 
rating  — the  highest  rating  available  from  A.M.  Best,  \ 
the  definitive  source  for  information  on  insurance 
organizations.  This  rating  represents  a very  significant  ’ 
barometer  for  CNA’s  financial  and  operating  strength.  \ 


Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection  i 

The  Physicians  Protection  Program  provides  coverage  | 

for  damages  arising  from  the  performance  of  or  failure  ! 
to  perform  professional  services  in  your  capacity  as  a ; 
physician  or  surgeon,  or  the  performance  of  professional  \ 
medical  services  by  any  person  or  organization,  including  ^ 
nurses,  nurse  anesthetists,  physician  assistants,  and  ; 

others  for  whose  acts  or  omissions  you  are  legally  liable.  ] 

Liability  limits  available: 

Per  Claim  Limits 

1.  $1,000,000 
2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 

Extended  Reporting  Option  (TAIL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period: 

A.  death  or  total  and  permanent  disability  occurs;  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  IPA,  or  other  similar 
organizations  but  only  for  such  liability  as  is  attributable 
tothe  CNA-insured  physicians’  negligence. 


Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist  Optometrist 

Medical  Aide  Pharmacist 

R.N.  O.R.  Technician 

L.PN.  Physiotherapist 

Psychologist  Dental  Hygienist 

Full  Time  Medical  Student  Scrub  Nurse 

O.R.  Technician  X-Ray  Technician 

Medical  Laboratory  Technician  with/without  Therapy 
Research  PhD 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium.  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day,  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 


Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured’s 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA, 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  Insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 


B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  cove'^age. 


Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
^needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

PO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq 
Garrison  Lake 
Smyrna.  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 
300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 

Harry  S.  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 


@the 

OlOUP 


CNA 

F'or  .\ll  the  Commitment.s  You  Make® 


AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 


Eight  physicians 

and  four  medical  office  managers 
tell  “all”  about  automation. 


‘‘If  a patient  didn't  show  up,  I never 
knew  it.  Now,  we  can  contact  those 
who  miss  their  appointments.  ” 


“We  didn’t  add  or  subtract  people. 
We  just  get  more  work  done  in 
the  same  amount  of  time.  ” 


“Before  we  automated,  our  cash  flow 
would  stop  for  a month  at  a time.  Now 
there’s  a more  regular  cash  flow.  ’’ 


“Now  it  takes  just 
one  hour  to  hUl  3,000 
accounts.  ’’ 


What  can  automation  do  for  you?...  What  can’t 
it  do?...  Is  it  practical?...  What  should  you  look 
for  in  a system?...  What  should  you  expect  from 
the  company  who  sells  you  the  system?...  How 
will  it  affect  your  staff?. . . And  how  do  you  go 
about  getting  the  answers  to  all  these  questions? 

KTI  can  help.  As  the  systems  supplier  to  over 
3,000  healthcare  professionals,  we  brought 
together  a group  of  physicians  and  medical  office 
managers  to  talk  about  the  benefits  and  cautions 
of  automation.  And  prepared  a special  report  on 
their  thoughts  and  comments. 

If  you  want  the  advantage  of  their  experiences, 
send  us  this  coupon.  And  you’ll  get  a lot  of 
answers  in  just  a few  minutes  of  reading. 


Send  for  your  FREE  report 


I KTI  P.O,  Box  898075  Camp  Hill,  PA  17089-8075 
1 Name 


Provider  # 


Specialty 

Address 


City 

State  Zip 

Telephone 


VKTI 
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MEDICAL  SOCIETY  BICENTENNIAL 


HOSPITALS  IN  DELAWARE 


E.  Wayne  Martz,  M.D. 


For  those  of  us  in  medicine  today,  it  is  difficult 
to  imagine  what  it  would  be  like  trying  to  prac- 
tice without  a hospital.  Yet  for  approximately 
half  of  the  200  year  history  of  the  Medical  Socie- 
ty of  Delaware,  there  were  no  hospitals  in  Dela- 
ware as  we  know  them  today.  Picture,  if  you  can, 
where  medicine  was  in  1789.  Communication 
among  doctors  was  slow,  unreliable,  and  for  the 
most  part,  by  word  of  mouth.  James  Lind  had 
described  the  treatment  of  scurvy  with  lime  juice 
36  years  earlier  (1753),  but  Parliament  did  not  re- 
quire it  for  British  sailors  until  1795.  Withering 
described  the  use  of  the  foxglove  for  congestive 
heart  failure  in  1785,  but  I am  sure  our  Delaware 
doctors  had  not  heard  about  that.  At  the  time  of 
our  founding,  Jenner’s  description  of  vaccination 
with  cow  pox  was  still  nine  years  in  the  future; 
the  first  (ether)  anesthesia  was  57  years  in  the  fu- 
ture, and  Lister’s  writings  on  aseptic  surgery 
were  still  78  years  in  the  future.  Amputation  was 
the  treatment  of  choice  for  compound  fractures 
because  the  mortality  from  amputation  of  a limb 
was  only  60  percent,  whereas  the  mortality  from 
compound  fracture  of  a limb  was  virtually  100 
percent.  Hospitals  were  essentially  pest  houses 
for  the  incarceration  and  retention  of  those  who 
represented  a danger  to  society,  whether  by  phys- 
ical violence  as  psychotic  patients,  or  by  con- 
tagion. Nearly  everyone  who  entered  the  hospital 
as  a patient  died  there. 

DELAWARE  STATE  HOSPITAL 

Thus  in  the  200  year  history  of  our  medical  so- 
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ciety,  we  find  the  first  100  years  without  hospi- 
tals and  the  last  100  years  with  hospitals.  During 
the  first  100  years  there  were  indeed  some  health 
care  institutions  that  existed  from  time  to  time, 
but  all  of  them  are  now  gone  except  one.  The 
County  Alms  House,  started  in  1785,  survives  to- 
day as  the  Delaware  State  Hospital.  Initially  this 
provided  a place  where  the  elderly  poor  could  live 
out  their  last  days  in  a protected  environment.  In 
1848  a smallpox  hospital  was  erected  adjacent  to 
the  County  Alms  House.  This  changed  somewhat 
the  role  and  mission  of  the  institution  from  cus- 
todial to  medical,  and  in  1889,  it  was  renamed  the 
Delaware  State  Hospital.  It  is  interesting  that 
the  community  found  it  necessary  to  develop  a 
smallpox  hospital  fifty  years  after  the  publication 
of  Jenner’s  description  of  vaccination  by  cow  pox. 
Actually  the  procedure  had  been  known  and 
recognized  in  local  folklore  around  the  world  even 
prior  to  that,  but  Jenner  was  the  first  to  study  it 
objectively,  to  quantify,  and  record  it.  However 
the  delay  in  taking  advantage  of  what  really  was 
a major  scientific  breakthrough  took  well  over 
fifty  years  because  of  slow  communication  and 
failure  to  grasp  the  implications  of  Jenner’s 
findings. 

Another  type  of  health  care  institution  seen 
during  the  first  hundred  years  was  developed  to 
meet  a very  specific  but  temporary  need,  and  this 
is  best  exemplified  in  the  military  hospitals  de- 
veloped to  care  for  the  sick  and  wounded  veterans 
of  our  wars.  Such  was  the  Tilton  hospital,  named 
for  Dr.  James  Tilton,  the  first  president  of  the 
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Medical  Society  of  Delaware,  and  a close  friend 
of  George  Washington.  The  Tilton  hospital  was 
built  in  1863  for  the  sick  and  wounded  of  the  Civil 
War  and  occupied  the  entire  block  bounded  by 
9th,  10th,  Tatnall,  and  West  Streets  in  Wilming- 
ton. It  closed  a few  years  after  the  Civil  War 
ended. 

FACTORS  IN  HOSPITAL  DEVELOPMENT 

During  the  latter  half  of  the  nineteenth  centu- 
ry scientific  advances  related  to  health  care  be- 
gan to  build  toward  the  explosion  of  medical 
knowledge  which  we  see  today.  We  can  see  in  this 
accumulation  of  knowledge  some  of  the  factors 
which  led  to  the  realization  that  it  might  be  pos- 
sible to  render  better  medical  care  at  some  loca- 
tion other  than  the  patient’s  home.  For  example, 
there  can  be  no  question  that  one  of  the  factors 
was  the  development  of  general  anesthesia.  Even 
though  most  doctors  did  not  consider  the  agony 
of  surgery  to  be  a major  deterrent  (they  simply 
had  three  or  four  strong  men  hold  the  patient 
down  while  they  did  the  necessary  surgery  as 
rapidly  as  possible),  nevertheless,  the  availabili- 
ty of  anesthesia  was  a factor  in  making  patients 
much  more  willing  to  accept  surgery.  The  result 
was  a mixed  blessing,  though,  because  in  the 
1840s,  50s,  and  60s,  there  was  no  concept  of  ster- 
ility or  even  of  cleanliness,  and  the  mortality  was 
dreadful.  It  was  Joseph  Lister  in  the  1860s  who 
laid  the  foundation  for  modern  surgery,  and  this 
awesome  man  almost  singlehandedly  turned  the 
surgical  world  completely  around.  It  was  this  de- 
velopment of  anesthesia  and  sterile  technique 
w'hich  made  surgery  a feasible  and  reasonable  op- 
tion. It  led  to  the  development  of  the  surgical 
team  which  really  mandated  the  removal  of  sur- 
gery from  the  kitchen  table  to  the  hospital  oper- 
ating room. 

Another  major  factor  leading  to  the  develop- 
ment of  hospitals  was  the  emergence  of  the 
specialty  of  pathology.  Its  initial  and  greatest  im- 
pact came  with  the  publication  of  Cellular  Pathol- 
ogy hy  Rudolf  Yirchow  in  1858.  For  the  first  time 
a classification  of  disease  could  be  made  based  on 
demonstrable  physical  changes  in  the  organs  of 
the  body.  Indeed  the  latter  half  of  the  nineteenth 
century  saw  major  advances  in  bacteriology,  bi- 
ochemistry, and  physiology,  as  well  as  pathology. 
Accurate  diagnoses  and  prognoses  became  possi- 
ble and  the  advantage  rested  with  the  doctor  who 
had  a hospital  behind  him.  William  Osier’s  pub- 
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lication  Principles  and  Practice  of  Medicine  in 
1892  was  a giant  leap  forward.  The  country  was 
at  peace,  industrial  growth  was  rapid,  and  the  na- 
tion was  prosperous,  and  in  the  1880s 
Delawareans  began  to  talk  of  developing  a 
hospital. 

One  of  the  major  deficiencies  of  the  18th  and 
early  19th  centuries  was  a lack  of  any  effective 
therapy  for  most  diseases.  This  is  di’iven  home  to 
us  in  the  tragic  death  of  George  Washington.  He 
was  a robust  and  healthy  man,  but  he  succumbed 
in  two  days  to  “laryngitis”  and  the  vigorous 
ministrations  of  his  physicians,  w’ho  tried  en- 
thusiastically to  outdo  each  other  in  bleeding  and 
purging  him.  He  was  67  years  old  when  he  died 
December  14, 1799.  Only  10  years  after  the  death 
of  Washington,  there  was  developed  in  Germany 
a concept  of  medicine  that  was  radically  different 
from  the  standard  or  allopathic  school.  This  was 
developed  by  Dr.  Christian  S.  Hahnemann  and 
adherents  of  this  school  were  known  as 
homeopathic.  Treatment  was  based  on  symptoms 
and  the  search  for  a compound  that  could 
reproduce  the  symptoms.  This  compound  was 
greatly  diluted,  often  a thousand  times  or  more, 
the  theory  holding  that  the  greater  the  dilution 
the  more  “potency”  to  counteract  the  symptoms 
in  the  patients.  The  truth  in  terms  of  present  day 
concepts  was  that  the  greatly  diluted  chemical 
compounds  had  no  effect  whatsoever,  and  for  the 
first  time  the  patient’s  body  was  given  an  oppor- 
tunity to  cure  itself.  In  most  cases,  with  suppor- 
tive care,  it  did.  Homeopathic  medical  schools 
were  started  in  the  United  States  in  the  early  and 
mid  1800s.  They  taught  anatomy,  physiology, 
pathology,  and  all  the  other  subjects  taught  by 
the  allopaths,  but  differed  from  them  only  in 
their  approach  to  therapy.  There  was  a long  and 
bitter  struggle  between  these  schools  of  thought 
with  the  homeopathic  advancing  rapidly  during 
and  immediately  after  the  Civil  War.  The  strug- 
gle went  on  in  Delaware  as  well  as  elsewhere. 
From  an  1888  listing  of  physicians  in  New  Cas- 
tle County  and  their  school  of  graduation,  there 
were  39  from  Penn,  32  from  Jefferson,  8 from  the 
University  of  Maryland,  and  a sprinkling  from 
other  clearly  allopathic  schools.  However,  there 
were  15  from  Hahnemann,  the  strongest  of  the 
homeopathic  schools  and  at  least  that  many  and 
maybe  ten  more  from  schools  no  longer  in  exis- 
tence with  names  like  Eclectic  and  Hygeia,  that 
suggest  homeopathy.  Thus  it  appears  that  near- 

Del  Med  Jrl,  September  1989-Vol.  61,  No.  9 


Hospitals  in  Delaware  - Martz 


ly  a third  of  the  doctors  in  New  Castle  County 
were  homeopathic. 

MEMORIAL  HOSPITAL 

In  the  1880s  when  talk  among  physicians  got 
around  to  the  development  of  a hospital,  the 
homeopaths  had  an  uneasy  feeling  that  they 
might  not  be  allowed  to  join  the  medical  staff. 
There  was  in  Wilmington  at  that  time  a health 
care  facility  known  as  Heald  s Hygeian  Home,  lo- 
cated at  Shallcross  Avenue  and  Van  Buren  Street. 
This  had  been  run  as  a private  hospital  by  Drs. 
Pusey  and  Mary  Heald  since  1871  and  it  was  for 
sale.  A gi’oup  of  prominent  Wilmington  citizens 
sympathetic  to  the  homeopathic  physicians,  un- 
der the  leadership  of  Mr.  and  Mrs.  Jay  Taylor 
Cause  offered  to  contribute  toward  the  purchase 
of  this  facility.  On  the  evening  of  November  15, 

1887,  the  offer  was  accepted  and  a board  of 
managers  selected.  After  some  minor  alterations 
and  renovations,  the  facility  was  opened  for  the 
reception  of  patients  on  February  10,  1888,  the 
first  general  hospital  in  Delaware.  The  hospital 
eventually  came  to  be  known  as  the  Memorial 
Hospital  because  of  the  many  memorial  contri- 
butions which  were  made  to  support  its  buildings 
and  programs.  Two  vitally  important  develop- 
ments at  Memorial  were  the  establishment  of  a 
school  of  nursing  and  years  later  in  1955,  Eugene 
duPont  Convalescent  Hospital  at  Pelleport,  later 
modified  into  a rehabilitation  hospital.  All  of  this 
continued  in  independent  operation  until  1965 
when  it  merged  with  the  two  other  largest  hospi- 
tals in  Wilmington  to  form  the  Wilmington  Med- 
ical Center. 

DELAWARE  HOSPITAL 

At  the  same  time  that  these  developments  were 
taking  place  among  the  homeopathic  physicians, 
another  group  was  working  to  establish  an  al- 
lopathic hospital.  In  1887,  a committee  was 
formed  to  raise  money  for  this  purpose.  Mrs. 
Austin  Harrington  was  treasurer  of  that  commit- 
tee, and  the  Harrington  family  has  continued  to 
be  involved  with  this  hospital,  even  to  the  present 
time.  The  opening  of  the  Homeopathic  Hospital 
in  late  November  1887,  took  some  of  the  steam 
out  of  the  fund  raising  effort,  but  by  September 

1888,  the  committee  had  sufficient  funds  to  pur- 
chase a property  at  14th  and  Washington  Streets 
from  the  estate  of  the  Episcopal  Bishop  Alfred 
Lee.  Building  plans  were  announced  in  May 
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1889,  and  the  cornerstone  was  laid  with  Mason- 
ic ceremonies  in  August  1889.  The  initial  build- 
ing was  completed  and  opened  to  patients  in 
February  1890. 

As  we  find  with  most  of  the  hospitals  in  Dela- 
ware, it  was  usually  the  women  of  the  commun- 
ity w'ho  overcame  the  initial  difficulties,  got  the 
money  together,  and  built  the  building.  In  this  in- 
stance the  women  actually  ran  the  hospital  for 
a number  of  years.  In  the  first  few  years  there  was 
some  difficulty  persuading  patients  of  the  com- 
munity that  this  was  not  an  almshouse  or  just  for 
the  poor  and  needy.  However,  it  soon  became  busy, 
and  within  10  years  the  initial  structure  was  felt 
to  be  inadequate.  The  first  addition  was  comple- 
ted November  1901,  at  a cost  of  $40,908.  The  fol- 
lowing year,  1902,  Dr.  William  Bready  became 
the  first  intern  in  Wilmington.  Although  the  in- 
itial concept  was  for  the  hospital  to  provide  care 
free  of  charge,  that  concept  was  abandoned  with- 
in a few  years.  However,  at  the  Delaware  Hospi- 
tal, as  at  the  others,  wealthy  families  of  the 
community  supported  it  generously.  At  the  Dela- 
ware Hospital,  this  included  in  addition  to  the 
Harrington  family,  Pierre  S.  duPont,  Lamott 
duPont,  the  Harry  Fletcher  Brown  family,  Mrs. 
Alexis  I.  duPont,  and  the  Bayard  family.  The 
R.R.M.  Carpenter  family  was  associated  with  the 
Memorial  Hospital,  while  the  Walter  Carpenter 
family  were  more  inclined  to  the  Wilmington 
General.  Sometimes  this  loyalty  to  one  hospital 
or  another  developed  almost  by  chance.  Dr.  Albert 
Robin,  a much  loved  physician  of  Wilmington, 
was  called  to  see  Mrs.  Irenee  DuPont,  who  had  de- 
veloped pneumonia.  He  was  at  his  very  best,  and 
Mrs.  DuPont  had  a complete  recovery.  Her  fami- 
ly thereafter  became  strong  supporters  of  Dr. 
Robin’s  hospital,  known  at  that  time  as  the  Phy- 
sicians and  Surgeons  Hospital. 

WILMINGTON  GENERAL  HOSPITAL 

The  development  of  the  Wilmington  General 
came  about  19  years  after  the  Delaware  and 
Memorial,  and  was  due  to  an  entirely  different 
type  of  controversial  situation.  There  were  a 
number  of  physicians  in  active  practice  in  Wil- 
mington who  found  themselves  unable  to  obtain 
hospital  privileges  at  either  the  Homeopathic 
Hospital  or  the  Delaw^are  Hospital.  A large 
proportion  of  these  physicians  felt  they  were  be- 
ing discriminated  against  for  reasons  that  had 
nothing  to  do  with  their  medical  competence. 
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They  and  their  sympathizers  formed  a separate 
board  of  managers  and  in  1909  opened  the  Ph}*- 
sicians  and  Sm'geons  Hospital  at  8th  and  Adams 
Streets.  Many  of  the  leading  doctors  of  Wilming- 
ton made  this  their  base,  and  it  prospered  and 
grew.  In  1927-28,  with  a new  name,  Wilmington 
General,  a new  building  was  erected  at  Broom 
and  Linden  Streets.  This  was  fm-ther  expanded 
in  1935.  Finally,  in  1963-1964,  a new  obstetrical 
wing  was  added.  Cra\\Tord  Greenewalt  and 
Anson  B.  Nixon  were  two  community  leaders  who 
devoted  themselves  wholeheartedly  to  this 
hospital  over  many  yeai's. 

In  Januaiy  1921,  thanks  to  a gift  from  Mr.  and 
Mrs.  Irenee  duPont,  the  Physicians  and  Sm'geons 
Hospital  established  a contagious  disease  unit, 
named  in  memory  of  their  daughter  Doris  Elise 
duPont.  For  many  years  this  was  used  in  large 
part  for  the  care  and  treatment  of  patients  with 
poliomyelitis  but  patients  with  other  contagious 
diseases  were  admitted.  This  ended  the  long-time 
problem  of  what  to  do  with  patients  suffering 
from  contagious  diseases.  Previously  these  pa- 
tients either  had  to  be  treated  at  home  under 
quarantine  or  admitted  to  the  '“smallpox”  hospi- 
tal previously  described  on  the  grounds  at  the 
Delaware  State  Hospital  in  Farnhm’st. 

MEDICAL  CENTER  OF  DELAWARE 

These  three  hospitals,  the  Memorial 
(Homeopathic),  the  Delaware  and  the  Wilming- 
ton (General  (Physicians  and  Sm'geons)  prospered 
and  grew  through  the  1920s,  30s  and  40s.  If  one 
had  a nm’sing  school,  all  had  to  have  nm'sing 
schools.  If  one  had  residency*  programs,  all  did, 
and  the  same  was  true  of  all  t\q>es  of  expensive 
medical  equipment.  This  did  marvelous  things 
for  the  quality  of  medical  care  practiced  in  New 
Castle  County,  but  it  was  expensive  and  waste- 
ful. All  expanded  their  residency*  programs  to 
meet  the  demand  generated  by  doctors  retm'ning 
from  militaiw  service  in  World  War  II,  but  when 
that  abundant  supply  had  abated  they  found  it 
increasingly  difficult  to  fill  their  residency.' 
positions.  A high  proportion  of  doctors  tend  to 
enter  practice  neai'  where  they  complete  residen- 
cy', so  the  scarcity  of  residents  translated  into  a 
shortage  of  doctors  entering  practice  in  Delaware. 
By  the  eai'ly  1960s  many  doctors  and  many  of  the 
financial  backers  of  these  three  hospitals  were 
talking  of  a full  corporate  merger  of  these  thi'ee 
institutions,  not  only  to  avoid  wasteful  duplica- 
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tion  of  progi’ams  and  equipment,  but  also  to 
strengthen  the  residency  (educational ) programs. 
In  the  fall  of  1965  this  merger  became  a reality, 
forming  the  Wilmington  Medical  Center.  This 
has  been  vTitten  about  extensively  by  Lee  Reese 
and  Dr.  Norman  Cannon,  two  of  the  leading  ar- 
chitects of  the  merger,  and  will  not  be  covered  in 
more  detail  here.  The  Wilmington  Medical 
Center  has  had  a tm'bulent  albeit  successful  ex- 
istence for  24  years  at  this  vTiting,  and  so  far  as 
is  known  is  the  only  successful  thi'ee  way  hospi- 
tal merger  in  the  U.S.A.,  now  renamed  the  Med- 
ical Center  of  Delawai'e.  It  is  one  of  the  10  largest 
non  profit  general  medical-sm'gical  hospitals  in 
the  country  in  terms  of  beds,  admissions,  deliv- 
eries, operative  procedm'es  or  just  about  any 
other  pai'ameter  one  might  choose  to  measm'e  by. 

ST.  FRANCIS  HOSPITAL 

Following  the  flmi'y  of  new  hospital  starts  in 
1908-10  things  were  pretty  quiet  for  about  14 
yeai's.  Dm'ing  that  time  the  use  of  the  existing  fa- 
cilities gi'adually  increased  as  the  value  of 
hospitalization  became  more  and  more  appreciat- 
ed by  patients  as  well  as  by  doctors.  By  1924,  de- 
mand was  exceeding  supply  and  especially  a 
demand  from  the  lai'ge  number  of  Roman  Catho- 
lics in  the  Wilmington  ai'ea.  Especially  in  the 
ai'ea  of  obstetrics  and  gynecology,  many  of  them 
wanted  a hospital  that  adhered  more  closely  to 
their  personal  beliefs.  As  early  as  1870,  Francis- 
can nuns  were  hat'd  at  work  in  Delaware,  teach- 
ing and  cai'ing  for  the  poor  and  needy.  In  1924, 
they  opened  St.  Francis  Hospital  at  8th  and 
DuPont  Streets  with  a bed  capacity  of  65.  This 
grew  rapidly  and  by  1938,  was  183  beds.  By  stay- 
ing out  of  the  1965  merger  of  the  three  largest 
hospitals  in  Wilmington,  St.  Francis  became  the 
alternative  for  those  doctors  who  were  seeking  a 
smaller  hospital  than  the  Medical  Center  with 
more  personalized  care.  St.  Francis  developed  a 
reputation  for  being  vety  good  at  this.  Thus  its 
growth  in  size  and  the  number  of  doctors  on  its 
medical  staff  has  been  verj-  rapid  since  1965.  Its 
personalized  cai'e  and  attention,  plus  the  great- 
er flexibilit}'  which  goes  with  smaller  size,  have 
enabled  it  to  compete  very"  effectively  for  the 
loyalties  of  many  patients  and  physicians. 

Probably  the  gi'eatest  single  factor  in  the  de- 
velopment of  a strong  hospital  system  in  Dela- 
ware, and  especially  in  New  Castle  County,  was 
the  involvement  of  vai'ious  members  of  the 
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duPont  family.  Over  the  years  they  have  con- 
tributed untold  millions  of  dollars  to  all  of  the 
hospitals,  and  at  least  as  important  as  the  money 
was  the  time,  effort  and  guidance  which  they  gave 
unstintingly  at  all  levels.  Many  were  on  boards 
of  directors.  Others  used  their  considerable  in- 
fluence in  getting  the  services  of  experts  from 
across  the  country.  Others  worked  in  the  State 
Legislature  and  the  halls  of  government  from 
Congress  to  City  Hall.  Some  even  did  menial 
tasks  as  volunteers  (almost  anonymously)  in  the 
hospitals  themselves.  The  characteristic  pattern 
which  we  see  repeated  over  and  over  is  that  they 
encouraged  the  leaders  of  the  community  to  go 
ahead,  raise  funds,  do  the  best  they  could.  When 
the  community  had  contributed  its  utmost,  then 
one  or  more  members  of  the  duPont  family  would 
step  in  with  a major  contribution  which  made 
everything  possible  and  ensured  top  quality. 

A.  I.  DUPONT  HOSPITAL 

An  exception  to  this  traditional  policy  was  the 
case  of  Mr.  Alfred  I.  duPont.  It  was  not  unusual 
for  Alfred  to  find  himself  at  odds  with  other  mem- 
bers of  his  family.  His  general  lifestyle,  including 
multiple  marriages,  was  not  in  the  duPont  fami- 
ly tradition.  If  other  members  of  the  family  built 
on  the  west  side  of  the  Brandywine  River,  Alfred 
built  on  the  east  side.  However,  he  eventually 
married  Jesse  Ball,  a woman  considerably  young- 
er than  he  from  a well-to-do  Florida  family.  Jesse 
seemed  to  settle  him  down,  and  her  brother  El- 
wood  (Ed)  seemed  to  have  a marvelous  talent 
when  it  came  to  investing  money.  On  his  advice 
Alfred  was  able  to  greatly  improve  his  financial 
position  over  the  years,  and  when  he  died  in  1935 
he  provided  for  the  establishment  of  the  Nemours 
Foundation,  a charitable  corporation  “for  the 
care  and  treatment  of  crippled  children,  but  not 
of  incurables”  with  “first  consideration  being 
given  to  residents  of  Delaware.”  Jesse  duPont 
selected  a medical  advisory  board  from  many  of 
the  major  academic  medical  centers  of  the  East, 
and  in  March  1937,  they  began  to  develop  plans 
for  the  building  of  a 100-bed  hospital  and  school 
for  crippled  children  to  be  named  the  Alfred  I. 
duPont  Institute.  On  July  1,  1937  Dr.  Alfred  R. 
Shands,  Professor  of  Orthopedic  Surgery  at  Duke 
University,  began  his  duties  as  Medical  Director 
of  the  Foundation.  Planning  and  construction 
took  3 years.  The  building  was  located  on  the 
beautiful  200  acre  estate  of  Jesse  Ball  duPont.  It 

Del  Med  Jrl,  September  1989-Vol.  61,  No.  9 


was  formally  dedicated  June  14,1941,  though  the 
first  patients  were  admitted  July  1,  1940.  Over 
the  years,  a major  portion  of  the  budget  has  been 
devoted  to  research,  and  the  patient  census  nor- 
mally remained  between  40  and  65  patients.  In 
1986,  a major  new  building  was  completed  which 
raised  the  bed  capacity  to  241.  And  in  1988-89, 
announcements  were  made  that  this  was  to  be- 
come essentially  the  children’s  hospital  for  Dela- 
ware and  probably  the  base  of  the  pediatric 
department  of . Jefferson  Medical  College  of 
Philadelphia. 

EMILY  BISSELL  HOSPITAL 

An  interesting  sidelight  in  the  history  of  hospi- 
tal development  in  Delaware  was  the  Emily  P. 
Bissell  Hospital.  Tuberculosis  was  an  ever 
present  and  serious  problem  throughout  the 
eighteenth  and  nineteenth  centuries.  However, 
the  concepts  of  treatment  by  rest  and  of  separa- 
tion of  open  cases  from  susceptibles  did  not  gain 
any  wide  recognition  until  about  1900.  In  1905 
the  first  building  for  the  care  of  tuberculous  pa- 
tients was  built  in  the  Timiken  Woods  near  Bran- 
dywine Creek.  It  had  a capacity  of  eight  beds.  Two 
years  later,  in  an  effort  to  raise  funds  to  support 
this  hospital  Miss  Emily  P.  Bissell  conceived  the 
idea  of  selling  Christmas  Seals.  This  was  the  be- 
ginning of  Christmas  Seals  in  America  and  the 
origin  of  the  American  Tuberculosis  Association. 
The  following  year  the  funds  raised  were  matched 
by  the  State  Legislature  to  a total  of  $20,000 
which  was  used  for  the  purchase  of  a property 
known  as  Hope  Farm  which  is  now  the  site  of  the 
Emily  P.  Bissell  Hospital.  By  1910  there  was  an 
18  bed  hospital  or  sanatorium  facility  on  this  site. 
It  should  be  noted  that  at  this  time  tuberculosis 
was  a very  serious  disease.  Its  contagious  nature 
was  known  but  certainly  there  was  no  reliable 
means  of  treating  or  even  controlling  it.  Over  the 
years  thousands  of  medical  students  and  young 
doctors  contracted  the  disease  and  a very  signifi- 
cant proportion  of  them  died  from  it,  yet  every 
year  new  doctors  and  nurses  devoted  their  lives 
to  the  study  and  care  of  these  patients.  In  1910 
at  the  new  tuberculosis  hospital  at  Hope  Farm 
there  were  no  physicians  on  the  staff  but  there 
were  doctors  who  came  in  to  care  for  the  patients 
and  these  doctors  served  without  pay. 

The  State  Legislature  granted  operational 
funds  to  the  tuberculosis  hospital  each  year  and 
from  time  to  time  appropriated  construction 
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money  for  new  buildings.  As  late  as  1950  the 
State  Legislature  appropriated  $2,000,000  for 
new  sanatorium  construction  even  though  the 
number  of  new  cases  of  tuberculosis  was  already 
declining  year  by  year. 

VA  HOSPITAL 

With  the  end  of  World  War  II  the  U.S.  Air  Force 
abandoned  facilities  at  the  New  Castle  County 
Air  Force  Base  near  New  Castle,  Delaware.  At  the 
urging  of  the  New  Castle  County  Medical  Socie- 
ty some  of  the  barracks  there  were  converted  to 
a temporary  hospital  of  150  beds  for  veterans  be- 
ing discharged  from  the  armed  forces  who  need- 
ed hospitalization.  In  April  1946,  the  Veterans 
Administration  purchased  32  acres  on  Capital 
Trail  in  Elsmere.  There  they  constructed  a 
modern  hospital  of  330  beds  as  a VA  facility.  This 
was  completed  February  1950,  at  a cost  of  approx- 
imately $7  million.  The  facility  is  usually 
referred  to  as  the  VA  Center,  but  it  was  officially 
named  for  Sgt.  William  L.  Nelson  of  Middletown, 
Delaware,  who  was  posthumously  awarded  the 
Medal  of  Honor.  The  chapel  in  the  William  L. 
Nelson  Memorial  Hospital  is  dedicated  to  Dr. 
Donald  M.  Cheff  who  was  killed  in  action  in  the 
Pacific  theatre  in  1945,  the  only  Delaware  doctor 
to  lose  his  life  in  military  action  in  this  century. 

RIVERSIDE  HOSPITAL 

The  Riverside  Hospital  was  developed  in  1954, 
in  a renovated  old  mansion.  It  functioned  there 
as  the  osteopathic  hospital  until  1968,  when  it 
opened  new  quarters  on  Lea  Boulevard.  It 
presently  operates  100  beds  but  has  the  capabil- 
ity of  expanding  this  to  a maximum  of  200  beds. 
Although  its  staff  is  composed  largely  of  os- 
teopathic physicians,  the  barriers  between  al- 
lopathic and  osteopathic  have  broken  down 
enough  that  there  are  now  a number  of  M.D.’s  on 
the  active  staff,  and  D.O.’s  are  acceptable  on  all 
other  hospital  staffs  in  the  state. 

BEEBE  HOSPITAL 

Throughout  the  nineteenth  century  and  well 
into  the  twentieth  century  a number  of  small  pri- 
vate hospitals  came  and  went  throughout  the 
state.  Most  of  these  were  developed  by  one  or  a few 
energetic  enterprising  physicians  who  for  one 
reason  or  another  were  unable  to  get  the  hospi- 
tal services  they  wanted  elsewhere.  Some  of  these 
may  have  been  operated  to  make  a profit,  but  we 
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have  no  good  evidence  that  any  great  amount  of 
money  was  to  be  made  through  a private  hospi- 
tal of  this  type.  Probably  most  of  them  were  for 
the  benefit  of  the  patients  and  the  convenience 
of  the  physician.  Some  were  for  modes  of  treat- 
ment that  might  have  been  frowned  upon  by  the 
other  doctors.  Others  were  in  communities  where 
there  were  no  other  hospital  facilities.  We  have 
seen  how  one  such  enterprise  prospered  as 
Heald’s  Hygeian  House  which  eventually  was 
sold  to  the  group  that  established  the 
homeopathic  hospital  (later  the  Memorial  Hospi- 
tal). A similar  development  occurred  in  Sussex 
County  in  1916  when  two  brothers,  Drs.  James 
and  Richard  Beebe  opened  a facility  with  three 
beds  and  an  operating  room.  This  was  enlarged 
in  1919  to  sixteen  beds  and  was  one  of  the  few  pri- 
vate hospitals  that  continued  to  grow.  It  eventu- 
ally was  incorporated  as  a non-profit  corporation 
with  a board  of  directors.  Dr.  James  Beebe,  son  of 
one  of  the  founders,  and  his  son  J.  Kirk  Beebe, 
M.D.  are  still  very  active  in  the  operation  of  the 
hospital  and  its  several  satellite  ambulatory  fa- 
cilities. It  is  fully  accredited  and  staffed  and  with 
its  recent  addition  has  now  reached  a size  of  126 
beds.  One  reason  the  Beebe  Hospital  has  been 
such  a success  is  the  overwhelming  demand  for 
medical/surgical  services  by  the  hundreds  of 
thousands  of  vacationing  shore  visitors  each  sum- 
mer. With  many  of  these  people  now  building 
year-round  houses  and  retiring  permanently  in 
the  shore  area,  demand  for  Beebe  Hospital  serv- 
ices can  only  grow. 

MILFORD  HOSPITAL 

Not  all  the  hospitals  of  southern  Delaware  had 
such  a smooth  start  as  Beebe.  Milford  Memorial 
had  many  starts  and  many  failures  before  the 
hospital  became  a viable  reality.  Most  of  the  drive 
for  its  success  came  from  the  Marshall  family  of 
Milford.  Originally  this  was  Mrs.  George  W.  Mar- 
shall (Mary  Louise  Donnell  Marshall),  the  wife 
of  a prominent  physician,  the  daughter  of  a phy- 
sician and  the  mother  of  a physician.  Her  first  at- 
tempt was  in  1907,  again  in  1910  and  in  1914. 
The  principal  physicians  behind  these  efforts 
were  Dr.  William  Marshall  who  looked  after  med- 
ical problems  and  Dr.  Sam  Marshall  who  was  a 
surgeon.  The  hospital  they  opened  in  1914  known 
as  the  Emergency  Hospital  had  a total  of  12  beds 
and  was  operating  successfully  when  the  Mar- 
shall brothers  decided  to  serve  their  country 
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instead.  They  left  for  France  and  the  hospital 
closed.  At  about  that  time  a young  nurse  from 
Methodist  Hospital  in  Philadelphia  came  to  Mil- 
ford, Miss  Rosanna  Mable  Bowser,  commonly 
known  as  Bowdie.  She  eventually  became  Mrs. 
William  Marshall,  Jr.  and  carried  on  the  work 
originally  begun  by  Mrs.  George  Marshall.  The 
hospital  reopened  in  1922  with  43  beds,  an  x-ray 
department,  laboratory,  an  operating  room, 
kitchen,  and  office.  The  city  of  Milford  has  been 
continuously  served  by  a hospital  since  that  time. 
However,  in  1937-38  it  was  replaced  by  an  entire- 
ly new  100  bed  hospital  facility  on  Clarke  Avenue 
which  is  still  occupied  by  the  Milford  Memorial 
Hospital  today. 

KENT  GENERAL  HOSPITAL 

Fund  raising  for  a hospital  in  Dover  began  in 
1921,  with  some  “seed  money”  left  in  a will  for 
this  purpose.  There  followed  extensive  fund  rais- 
ing efforts  by  the  Rotary  Club  of  Dover.  The  en- 
tire community  got  behind  the  effort  and  by  1925 
they  had  raised  the  sum  of  $180,000,  a large 
amount  of  money  in  those  days.  Kent  General 
Hospital  opened  in  1927,  as  a 40-bed  unit,  com- 
pletely debt  free,  with  a reserve  of  $11,000.  The 
hospital  was  busy  from  the  very  beginning.  There 
were  600  admissions  in  the  first  year,  and  10 
years  later  that  number  had  more  than  doubled. 
By  1945,  it  was  necessary  to  expand  to  60  beds, 
and  even  that  was  insufficient,  as  the  average 
daily  census  was  a staggering  94  percent  of  ca- 
pacity within  two  years.  Further  building  pro- 
grams followed  in  1951,  1963,  1973,  and  1984. 
Today  it  has  a fine  modern  facility,  fully  equipped 
and  capably  staffed.  Its  new  educational  facilities 
are  especially  impressive. 

NANTICOKE  HOSPITAL 

The  rapid  growth  of  Seaford,  Delaware,  which 
followed  the  location  of  the  DuPont  nylon  plant 
there,  created  both  a need  and  demand  for  hospi- 
tal services  and  the  financial  wherewithal  to  af- 
ford one.  The  hospital  opened  in  1935,  with  32 
beds  and  was  immediately  busy  and  overused. 
The  friendly,  home  town  atmosphere  in  the  hospi- 
tal, where  everyone  knows  everyone  else  on  a first 
name  basis,  has  served  to  make  this  a very  popu- 
lar hospital  in  the  southern  part  of  the  state. 
Building  programs  have  continued  right  up  to  the 
present  time,  and  the  modern  facilities  and 
friendly  environment  have  helped  the  Nanticoke 
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Memorial  Hospital  in  Seaford  attract  many  su- 
perior physicians. 

SMYRNA  HOME/HOSPITAL 

There  are  two  other  facilities  which  should  at 
least  be  mentioned  as  hospitals  of  Delaware.  One 
of  these  started  as  the  State  Welfare  Home  in 
Smyrna.  It  is  now  known  as  the  Smyrna  Home 
and  Hospital  and  is  primarily  for  long  term  care 
and  for  the  elderly.  It  is  widely  known  through- 
out the  state  for  the  excellent  care  that  it  provides 
for  its  patients.  It  is  run  by  the  State  of  Delaware, 
has  salaried  physicians,  and  a bed  capacity  of  ap- 
proximately 450. 

DOVER  AIR  FORCE  BASE 

Finally,  it  should  be  noted  that  the  Dover  Air 
Force  Base  has  its  own  hospital,  which  is  staffed 
by  air  force  physicians  and  some  contract  physi- 
cians from  the  Dover  area.  It  has  approximately 
55  beds  and  provides  care  for  the  active  and  re- 
tired military  personnel  in  Kent  County,  with 
some  patients  coming  from  the  Eastern  Shore  of 
Maryland  and  as  far  away  as  Wilmington. 

As  we  approach  the  end  of  the  20th  century,  the 
hospital  network  in  Delaware  seems  to  be  reach- 
ing a level  of  maturity.  There  are  very  few  areas 
in  the  state  that  are  more  than  25  miles  from  a 
first  class  hospital.  All  are  well  staffed  and  able 
to  attract  high  quality  physicians.  With  the  ex- 
ception of  the  seasonal  fluctuations  at  Beebe,  we 
don’t  seem  to  have  too  many  or  too  few  beds, 
although  Kent  General  does  get  pushed  pretty 
hard  at  times.  Although  we  are  clearly  in  the 
throes  of  a rapidly  changing  medical  practice  sit- 
uation, the  change  seems  related  to  payment  for 
care  rather  than  the  care  itself,  and  it  appears 
that  the  hospitals  and  the  Medical  Society  and 
its  physicians  will  be  in  a strong  mutually  sup- 
portive relationship  for  a long  time  to  come. 
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PURELY  REFRESHING. 

Imagine  the  best  cup  ot  water 
you've  ever  tasted  Fresh,  cold  and  pure. 

Now  imagine  having  it  everyday  at  your 
convenience  without  worrying  about 
sen/ice  costs,  installation  or  maintenance 
Sound  good?  Give  us  a call  today. 

OUR  BOniED  WATER  SERVICE  FEATURES 

♦ Mounlain  Spring  • No  service  costs 

Water,  Hot  or  Cold  • New  titter  design 

• A variety  of  dis-  tor  healthier  water 

pensers  to  fit  your  • No  plumbing 
needs.  required 


FIRST  MONTH'S  COOLER  RENTAL 

FREE 

when  you  mention  seeing  this  ad 


TAKEA-BREAKi 


413  Eighth  Ave.  • Wilmington,  DE  19805 


^Doctor,  rm  in 
constant  pain 


What  can  you  do  for  a patient 
when  pain  takes  control  of  his  life? 
You  can  refer  your  patient  to  the 
Pain  Management  Program  at 
the  Delaware  Curative  Workshop. 


A.  DELAWARE 

WCUOTIVE 

^ V WORKSHOP 


(302)  656-2521  • 1 600  Washington  Street*  Wilmington,  DE  19802 


Delaware 

Auto 

Leasing 

For  Professionals! 

In  our  business  as  in  your  profes- 
sion, service  is  of  the  utmost  impor- 
tance. That  is  why  we  offer  the 
following  services: 

• Free  loaner  car 

• Paper  work  and  delivery  of 
the  car  completed  in  the 
privacy  of  your  home  or 
office 

• Cash  or  trade  for  your 
current  car 

• All  makes  and  models 

• Separate  service  facilities 

• Lease  terms  from  12  to  72 
months 

• Extended  service  contracts 

• Small  Fleet  management 

We  do  all  of  this  for  you  because 
your  time  is  as  important  to  us,  as  it 
is  to  you. 

So  when  you  are  ready  for  your 
next  car  or  truck,  call  us.  Let  us 
show  you  how  our  service  sets  us 
apart  from  the  rest. 

¥fom  the  ultimate  luxury  of  a Rolls  Royce 
to  the  economy  of  a Hyundai. . . 
“YOU  NAME  IT  WE  LEASE  IT” 

Delaware 
Auto  Leasing 

1605 Pennsylvania  Ave. , Wilmington 
Phone  (302)  656-3154 
FAX  Number  (302)  656-4709 


LJisposab/e 

COLLECTOR 


SHARPS 


CAUTION 

blood  collection 
needles 

USE  CAUTION 


Environmental  Services  Division 


New  rules  from  the  Delaware  Solid  Waste  Authority  and  impending  regulations  will  change  the 
way  you  must  dispose  of  needles,  sharps  and  other  equipment.  Medlab  now  provides  containers, 
pick-up  and  certified  disposal  for  one  low  fee.  Call  Medlab  at  (302)  655-5227  and  request  “Medlab 
Memorandum”  on  waste  disposal. 


BECAUSE  QUALITY  IS  ESSENTIAL 


iiiei 


llafc 


INC. 


RO.  BOX  2045 

WILMINGTON, 'DELAWARE  19899 
(302)  655-LABS 


AT  THE  OMEGA  CARDIOGRAPHIC  LAB 


A Complete  Diagnostic  Non-Invasive 
Laboratory  Offering: 


Color  Doppler  Echocardiography 
Echocardiography 

Two  Dimensional 
M-Mode 

Thallium  201  Exercise  Testing 


Treadmill  Exercise  Stress  Testing 
24  Hour  Hotter  Monitoring 
Electrocardiograms 

30  Day  Transient  Arrhythmia  Detection 
Trans-Telephonic  Pacemaker  Evaluation 


OMEGA 

CARDIOGRAPHIC 
LAB 


OMEGA  CAROIOGRAPHIC  LABJIMC. 

Building  G-36  / Newark,  DE  19713  / (302)  737-3700 
Omega  Professional  Center 

Nlonday  thrOUgH  Friday  8.30  AM  to  5.00  PM  studies  interpreted  by;  Christopher  H.  Wendel,  M.D.,  F.A.CC 

Ehsanur  Rahman,  M.D.,  F.A.C.C. 
Christopher  A.  Bowens,  M.D.,  F.A.C.C. 


YOUR  HEART'S  IN  THE  RIGHT  PLACE 

The  old  standard  black  and  whites  ...  just  aren^t good  enough  anymore! 


A.  2D  Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 

to  OCL  for  evaluation  of  a systolic  murmur,  unmasks  a jet  of  mitral  regurgitation, 

that  appears  essentially  normal. 


C.  This  2D  image  is  from  a patient  referred  to  D.  Same  patient  with  color  Doppler,  reveals  an 

OCL  for  the  evaluation  of  shortness  of  breath.  easily  appreciated  jet  of  aortic  insufficiency. 


The  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography,  is  now  proud  to  be  the  first  to 
introduce  the  128  Channel  Computed  Sonography  System  from  Acuson.  128  channels  effectively 
double  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
in  other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 


The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists; 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford  Jr,  M.D. 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

^Starkey 


Editorial 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


COMBATTING  THE  DRUG  PROBLEM  - A SUGGESTED  BOLD  LEGAL  EXPERIMENT 


It  seems  fair  to  say,  even  if  it  is  trite,  that  the 
drug  problem  consists  of  two  elements:  (1)  the  in- 
dividual’s drug  abuse  problem,  and  (2)  the  social 
effects  of  drug  abuse  and  addiction,  namely  the 
grave  crime  and  gangsterism  fostered  by  the  drug 
traffic.  Which  of  these  elements  is  worse?  That  is 
very  difficult  to  say.  If  we  had  the  choice  of 
eliminating  one  or  the  other  of  those  elements, 
which  would  we  choose?  The  obvious  answer  is 
(1),  since  by  eliminating  the  demand  for  drugs,  we 
would  eliminate  the  traffic  and  everything  that 
goes  with  it. 

It  doesn’t  seem  to  me  unduly  pessimistic  to  say 
that  there  is  no  hope  of  eliminating  the  use  of, 
and  hence  the  demand  for,  narcotic  drugs  within 
the  foreseeable  future.  This  leads  us  to  the  ques- 
tion, ‘If  we  cannot  by  any  means  abolish  the  use 
of  narcotic  drugs,  is  there  anything  that  we  can 
do  to  ameliorate  the  side  effects  of  crime  and  law- 
lessness?’ I believe  that  there  is,  and  that  histo- 
ry has  already  charted  our  course  for  us. 

In  many  respects  drug  abuse  resembles  alcohol 
abuse;  indeed  the  two  are  sometimes  linked 
together  and  called  “substance  abuse.”  Alcohol 
may  be  less  toxic  and  less  addictive  than  cocaine 
or  heroin,  but  this  is  only  a matter  of  degree.  Dur- 
ing the  early  part  of  the  century  the  excessive  use 
of  alcoholic  beverage  was  considered  a great  so- 

Del  Med  Jrl,  September  1989-Vol.  61,  No.  9 


cial  evil.  A so-called  temperance  movement  grew 
and  gained  momentum.  Assisted  perhaps  by  pro- 
hibition as  a war  measure  during  World  War  I 
and  possibly  by  the  absence  from  the  electorate 
of  large  numbers  of  soldiers  overseas,  this  social 
movement  culminated  in  the  18th  Amendment 
to  the  Constitution,  accompanied  by  an  im- 
plementing law  known  as  the  Volstead  Act.  This 
legislative  scheme  completely  prohibited  the 
manufacture,  sale  or  transportation  of  alcoholic 
liquors,  and  did  so  on  a federal  level  of  en- 
forcement. 

The  18th  Amendment,  popularly  known  as 
“Prohibition,”  remained  in  effect  for  approxi- 
mately 13  years.  What  were  its  effects? 

Undoubtedly  one  was  to  decrease  the  consump- 
tion of  alcoholic  beverages.  There  will  always  be 
a segment  of  the  population  which  is  completely 
law-abiding.  Also,  liquor  was  more  expensive  and 
more  difficult  to  obtain  during  Prohibition,  in  ad- 
dition to  being  of  uneven  quality.  It  is  thought, 
(though  difficult  to  prove)  that  Prohibition  had  a 
tendency  to  promote  drinking  among  some  of 
those  who  might  not  otherwise  have  taken  to  it 
- especially  women  and  young  people.  Far  over- 
shadowing these  effects,  however,  was  the  scourge 
of  crime  and  gangsterism  which  was  unarguably 
attributable  to  the  Prohibition  Amendment.  This 
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phenomenon  was  accompanied  by  another  - a 
general  attitude  of  disrespect  for  the  law.  The 
similarity  between  the  problems  of  the  Prohibi- 
tion period  of  1920  - 1933  and  those  of  the  present 
is  striking. 

Upon  the  repeal  of  the  18th  Amendment  and 
the  Volstead  Act  in  1933,  “bootlegging”  (trans- 
late, for  today’s  purposes,  illicit  drug  traffic)  dis- 
appeared overnight.  With  it  went  most  of  the 
crime  and  gangsterism  that  had  been  associat- 
ed with  it.  Unfortunately  many  of  these  elements 
sought  and  found  other  outlets  for  the  criminal 
propensity  that  Prohibition  had  fostered.  But  no 
longer  was  the  liquor  traffic  associated  with 
crime  and  racketeering.  It  became  the  subject  of 
reasonably  successful  regulation,  mostly  by  the 
states.  Did  di’inking  increase  with  “repeal?”  It 
probably  did  - certainly  it  did  not  decrease. 
However,  the  multifarious  obnoxious  side  effects 
associated  with  outlawing  it  were  done  away 
with. 

I believe  that  there  is  a parallel  between  the 
drug  problem  and  the  Prohibition  experience  - a 
sufficiently  close  one  to  warrant  an  audacious 
legal  experiment. 


I say  experiment,  because  legislation  is  never 
final.  But  I would  essentially  decriminalize 
drugs,  as  we  decriminalized  the  sale  and  use  of 
liquor.  As  in  the  case  of  liquor,  decriminalization 
would  have  to  be  accompanied  by  some  form  of 
regulation.  Drugs  and  alcohol  being  not  quite  the 
same,  either  from  a social  or  pharmacological 
stand  point,  regulation  of  drugs  would  have  to 
take  a somewhat  different  form  from  regulation 
of  alcohol. 

The  commonly  used  street  drugs  are  pharma- 
cologically related  to  drugs  which  have  a medic- 
inal purpose  and  require  a physician’s  prescrip- 
tion (some,  in  fact,  do  have  a medicinal  purpose). 
In  view  of  this,  it  would  be  anomalous  to  have  co- 
caine, heroin  and  marijuana  more  readily  avail- 
able, legally,  than  ordinary  prescription  drugs. 
So,  I would  have  the  former  subject  to  a physi- 
cian’s prescription,  but  would  make  prescription 
permissible  only  in  cases  of  addiction.  Violations 
of  the  prescription  laws  would  be  misdemeanors, 
rather  than  felonies  (as  is  generally  the  case  with 
prescription  violations  now).  This  reduction  from 
felony  to  misdemeanor  is  one  of  the  linchpins  of 
my  proposal.  The  other  is  that  there  would  be  no 
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organized  effort  directed  at  enforcement.  (This 
would  be  analogous  to  seat  belt  legislation.) 
Prosecution  would  occur  only  in  response  to  a 
citizen  complaint  or  when  the  matter  otherwise 
incidentally  comes  to  the  attention  of  enforce- 
ment authorities. 

Is  this  proposal  radical?  Perhaps.  Keep  in  mind 
that  in  1928  the  repeal  of  the  18th  Amendment 
was  considered  radical,  and  in  1933  it  was  accom- 
plished. 

Will  it  work?  I don’t  know.  I do  know  that  mas- 
sive enforcement  efforts  accompanied  by  severe 
criminal  penalties  have  not  alleviated  the  drug 
problem;  if  anything  they  have  only  made  it 
worse. 

Will  the  removal  of  serious  criminal  penalties 
cause  people  not  now  using  drugs  or  in  the  drug 
culture  to  rush  out  and  experiment?  A few 
perhaps,  but  on  a mass  scale  I seriously  doubt  it. 
I am  99  percent  certain  that  the  drug  traffic,  as 
we  have  known  it,  will  collapse  overnight,  just  as 
did  the  illegal  liquor  traffic  in  1933,  and  for  much 
the  same  reasons.  With  it  will  exit  the  drug  relat- 
ed crime,  or  most  of  it,  which  has  caused 
Washington,  D.C.  to  be  known  as  the  murder  cap- 
ital. No  longer  will  it  be  necessary  for  an  addict 
to  steal  or  even  kill  to  get  drugs.  No  longer  will 
drugs  be  profitable  enough  to  foster  murderous 
competition  among  dealers. 

In  the  wake  of  the  social,  legal,  and  political 
transformation  which  I am  sure  such  an  enact- 
ment would  bring  about,  would  there  still  be  a 
drug  problem?  Undoubtedly  there  will  always  be 
substance  abuse.  Would  there  still  be  an  illicit 


drug  market?  Probably;  there  is  an  illicit  liquor 
traffic,  and  it  may  be  that  the  illicit  drug  trade 
would  be  for  various  reasons  greater  in  size  than 
the  illegal  liquor  traffic.  I am,  however,  morally 
certain  that  it  will  not  remotely  bear  comparison 
with  the  drug  traffic  as  we  now  know  it.  I am 
equally  certain  that  under  this  plan  the  extent 
of  drug  addiction  will  not  increase,  or  at  worst, 
will  increase  only  temporarily.  The  drug  problem 
is  a social  one,  and  social  problems  are  seldom 
solved  by  the  criminal  law.  Education  is  the  reme- 
dy - beginning  in  the  home,  and  in  childhood.  The 
thing  cannot  be  accomplished  overnight;  perhaps 
not  even  in  a single  generation. 

The  legitimate  place  which  government  will 
continue  to  occupy  in  drug  prevention  and  re- 
habilitation will,  I predict,  involve  only  a fraction 
of  the  sums  now  being  spent  in  a futile  effort  to 
stamp  out  the  traffic  by  means  of  criminal 
proscription. 

John  M.  Bader,  Esquire 
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This  month  we  have  a guest  editorial  by  John 
Bader,  Esquire,  a prominent  Wilmington  attor- 
ney and  long  time  friend  of  the  medical  profes- 
sion. His  proposal  to  decriminalize  the  use  of 
drugs  presents  a concept  which  has  been  debat- 
ed for  10  years  or  more,  but  he  has  added  a few 
new  or  different  twists.  At  the  very  least  it  makes 
us  think  about  the  problem,  and  at  best  it  just 
might  possibly  work.  However,  members  of  the 
Editorial  Board  have  suggested  someone  write  a 
rebuttal.  Doctors  don’t  tend  to  be  protagonists 
like  lawyers.  We  prefer  to  look  at  all  sides  of  an 
issue,  hoping  thereby  to  arrive  at  “truth” 
(whatever  that  is).  If  I can  do  it  without  necessar- 
ily disagreeing  with  John  Bader,  let  me  present 
what  I feel  are  some  cogent  points  against  his 
proposal. 

There  are  many  addicting  drugs  and  they  vary 
widely  in  their  ability  to  cause  dependence  or  ad- 
diction. Also  people  vary  widely  in  their  tenden- 
cy to  develop  addictions.  A drug  like  heroin  will 
addict  almost  anyone  in  a very  short  time.  Very 
few  drugs  are  more  addicting  - perhaps  cocaine 
- but  these  drugs  can  hardly  be  compared  to  al- 
cohol which  addicts  less  than  5 percent  of  users. 
Probably  less  than  2 percent  of  people  are  easily 
addicted.  The  others  have  to  work  at  it  persistent- 
ly over  time.  We  certainly  don’t  need  another 
drug  like  alcohol,  with  the  carnage  and  misery 
it  can  produce,  yet  here  we  are  talking  about 
drugs  far  more  dangerous,  and  making  them 
readily  available  and  cheap. 


Second,  most  addicts  initially  use  drugs  seek- 
ing euphoria,  a “high.”  As  they  become  addicted, 
tolerance  develops  so  there  is  a tendency  to  move 
to  stronger  and  stronger  drugs  and  to  larger  and 
larger  doses.  Given  the  multitudes  of  people  who 
really  would  like  a little  euphoria  now  and  then, 
if  we  could  provide  it  for  them  inexpensively,  we 
might  be  surprised  at  the  large  number  of  peo- 
ple anxious  to  avail  themselves  of  these  drugs. 
Before  very  long  they  would  be  hooked,  helpless 
and  miserable,  a whole  different  level  of  problem 
from  the  working  person  who  drops  into  a bar  for 
a couple  of  beers  on  his  way  home  on  a Friday 
evening. 

The  proposal  would  really  put  the  doctor  in  the 
middle  on  the  whole  drug  problem.  I don’t  know 
any  physicians  sitting  around  on  their  hands 
wishing  they  had  something  to  do  - like  writing 
a few  narcotic  prescriptions.  And  besides,  how  are 
they  to  know  whether  this  patient  is  really  an  ad- 
dict (and  therefore  within  the  law)  or  not.  This  be- 
lief in  the  magical  abilities  of  doctors  is  very 
widespread,  even  among  intelligent  educated 
people,  but  you  and  I know  - there  isn’t  any  mag- 
ic. There  is  only  hard  work,  trying  to  ferret  out 
answers,  and  then  shrewd  guesses  which  are 
often  wrong.  There  is  great  potential  for  harm  to 
the  medical  profession  - doctors  led  astray  chas- 
ing easy  bucks,  and  errors  of  judgement  which 
can  have  disastrous  consequences.  The  LD/50  for 
alcohol  is  only  occasionally  exceeded,  but  for 
many  hard  drugs  it  happens  every  day.  They  have 
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direct  and  immediate  effects  on  brain  and  heart, 
and  the  doctor  would  become  in  effect  the  execu- 
tioner. 

Finally  it  should  be  pointed  out  that  the  es- 
sence of  this  proposal  was  already  tried  in  the 
U.S.A.  Opium  alkaloids  were  legally  available  to 
anyone  until  about  1911.  They  appeared  in  all 
sorts  of  patent  medicines  and  nostrums.  The 
widespread  problems  arising  from  this  led  to  the 
legislation  outlawing  them  except  when  certified 
for  medical  purposes  by  a doctor.  I recall  that  dur- 
ing my  internship  at  Bellevue  Hospital  in  New 
York  in  1944  there  were  still  a few  addicts  attend- 
ing clinic  who  had  been  “grandfathered”  and 
could  obtain  cheap  legal  morphine  on  prescrip- 
tion because  they  had  been  certified  as  addicts 
prior  to  the  passage  of  this  legislation.  They  car- 
ried a card  attesting  to  this  and  we  gave  them 
their  prescriptions.  There  were  very  few  “main 
liners.”  Presumably  most  of  them  had  died  off. 


These  were  “skin  poppers”,  and  large  areas  of 
their  bodies  were  covered  by  thin  blue  scars  - very 
characteristic  of  years  of  subcutaneous  morphine 
injections  - and  very  interesting.  To  the  best  of 
my  knowledge  these  people  were  not  criminals, 
but  they  had  a continuing  problem  33  years  later. 

No,  I really  don’t  think  the  proposal  will  work, 
and  I fear  the  consequences  for  the  doctors  if  it 
is  tried  - but  if  it  should  become  the  law,  I would 
be  very  interested  to  see  what  happens.  What  do 
you  think?  I invite  your  comments. 

E.W.M. 
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CONFIDENTIALITY  OF  INFORMATION 


Last  spring  the  Joint  Commission  on  Accredi- 
tation of  Health  Care  Organizations  (JCAHO)  in 
their  publication  Perspectives  announced  a new 
category  of  “conditional  accreditation”  replacing 
the  former  “tentative  non-accreditation.”  It  pro- 
vides a route  for  hospitals  to  correct  deficiencies 
quickly,  avoiding  long,  drawn  out  appeals  and 
even  longer  periods  for  improving  what  could  be 
potentially  dangerous  situations.  It  seems 
straight  forward  and  logical  enough,  but  then  no- 
tice in  the  same  issue  of  Perspectives  a much  more 
ominous  and  perhaps  related  announcement. 
JCAHO  has  finally  retreated  from  its  tradition- 
al refusal  to  release  information  about  individu- 
al hospitals,  long  regarded  as  confidential.  For 
surveys  conducted  after  July  1,  1989,  JCAHO 
will  release  to  the  Health  Care  Financing  Ad- 
ministration (HCFA)  1.)  the  accreditation  deci- 
sion, 2.)  specific  findings  and  deficiencies  that 
formed  the  basis  for  the  decision,  3.)  the  hospital’s 
approved  plan  of  correction,  4.)  the  hospital’s  com- 
ments in  response,  if  any,  5.)  a written  summary 
of  the  hospital’s  overall  performance.  Such  infor- 
mation will  also  be  released  to  state  agencies  on 
request.  Beyond  that  it  leaves  the  question  of  pub- 
lic access  to  this  information  up  to  the  individu- 
al state  legislature. 

In  this  era  of  competition  between  hospitals  it 
is  clear  what  uses  could  be  made  of  such  informa- 
tion. Can  we  rely  on  the  press  to  give  a full  and 
unbiased  report  of  such  information,  or  will  we 
find  the  usual  scare  headlines  on  page  one  and 
the  truth  buried  somewhere  at  the  end  of  the  ar- 
ticle on  an  inside  page?  With  patient  confidence 
such  an  important  part  of  all  treatment,  what  dis- 
astrous effect  can  this  have  in  a one-hospital  com- 
munity? When  we  see  the  panic  which  the  press 
whips  up  in  gullible  people  over  rare,  theoretical 
or  trivial  problems  (saccharin,  asbestos,  radon 
gas,  vinyl  chloride)  I can’t  help  but  fear  the  worst 
when  they  get  hold  of  information  that  a local 
hospital  faces  loss  of  accreditation.  This  could  be 
because  an  open  can  of  ether  was  found  in  the  lab, 
or  a small  percent  of  the  doctors  at  one  time  or 
another  failed  to  document  discharge  instruc- 
tions. The  use  of  such  information,  relevant  or 
not,  in  litigation  is  of  course  a distinct  possibility. 

Most  practicing  physicians  do  not  have  any 
great  love  for  JCAHO.  It  is  the  bogeyman  cited 
when  the  hospital  administration  wants  the  doc- 
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tor  to  do  something.  And  indeed  it  is  responsible 
for  an  awful  lot  of  the  Mickey  Mouse  paper  work 
medical  staff  members  have  to  plow  through 
daily.  And  depending  on  who  is  calling  the  shots 
in  Chicago  in  any  given  year  the  hospital  may  be 
required  to  do  anything  from  installing  a com- 
plete duplicate  set  of  electrical  wiring  or  build- 
ing fire-resistant  stair  towers  at  a cost  of 
multi-millions  of  dollars  to  something  as  incon- 
sequential as  putting  chains  on  oxygen  tanks  or 
installing  safety  glass  in  all  doors.  Nevertheless 
JCAHO  at  least  started  out  as  a doctor’s  organi- 
zation familiar  with  the  problems  of  the  delivery 
of  medical  care.  Its  sole  goal  and  objective  was  to 
raise  the  standards  of  practice  in  U.S.  hospitals. 
There  was  no  intent  to  be  punitive  or  to  embar- 
rass any  institution.  It  got  coercive  power  when 
reimbursement  was  tied  to  accreditation  and 
residency  programs  could  not  be  approved  in  un- 
accredited hospitals.  With  coercive  power  came 
a little  bit  of  arrogance  and  lack  of  concern  for 
cost  benefit  ratios. 

However  times  changed  and  emphasis  has 
shifted  to  ambulatory  care,  managed  care  (HMOs 
and  PPOs)  and  shorter  hospital  stays.  With  these 
much  of  the  coercive  power  did  not  exist,  and 
JCAHO  found  it  difficult  to  compete  in  this  en- 
vironment. They  have  maintained  that  facilities 
which  they  accredit  should  have  “deemed  status”, 
- that  is  they  should  be  “deemed”  acceptable  to 
all  government  agencies  just  on  the  strength  of 
the  fact  that  JCAHO  accredited  them.  Consumer 
groups  hooted  at  this,  pointing  out  that  JCAHO 
actually  accredits  about  97  percent  of  hospitals 
it  surveys.  They  wanted  the  dirt,  the  full  informa- 
tion on  the  deficiencies  of  each  and  every  hospi- 
tal. JCAHO,  fearful  that  hospitals  might  be  less 
than  completely  open  with  them  responded, 
“That  is  confidential  information.  The  hospital 
is  correcting  the  deficiencies.  That  is  all  that  mat- 
ters.” Powerful  groups  like  the  American  Associ- 
ation of  Retired  Persons  (AARP)  - which  is  about 
as  undemocratic  and  self-serving  an  organization 
as  you  are  apt  to  find  anywhere  - refused  to  ac- 
cept this  and  worked  hard  for  release  of  detailed 
information.  It  looks  as  though  AARP  and  HCFA 
have  won.  It  remains  to  be  seen  whether  our  pa- 
tients have  won  or  not. 

E.W.M. 
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MAMMOGRAPHY 

I am  in  complete  agreement  with  Dr.  Petrocel- 
li  that  mammography  is  an  under-used  modali- 
ty for  the  early  detection  of  breast  cancer.  In  New 
Castle  County,  34%  of  women  presenting  to  their 
physician  with  breast  cancer  have  nodal  involve- 
ment at  the  time  of  presentation.  Our  own  in- 
volvement in  the  Breast  Cancer  Detection 
Demonstration  Project,  clearly  showed  us  that  we 
could  decrease  this  percentage  by  50%  and  that 
we  could  potentially  decrease  by  more  than  30% 
the  number  of  deaths  from  breast  cancer  in  our 
community,  if  we  were  to  employ  the  three  part 
system  of  early  detection  which  includes  mam- 
mography, breast  self  examination  and  clinical 
breast  examination. 

A typographical  error  in  Dr.  Petrocelli’s  article 
misrepresented  the  American  Cancer  Society’s 
guidelines  for  the  use  of  these  three  diagnostic 
modalities.  Breast  self  exam  should  be  performed 
by  each  woman,  once/month,  from  age  20  on. 
Breast  physical  exam  by  a physician  should  be 
performed  every  three  years  from  age  20  to  40 
and  every  year  from  age  40  on.  Mammography 
should  be  performed  as  a baseline  study  between 
age  35  and  39  and  every  other  year  from  40  to  49 
and  every  year  from  age  50  on. 

It  is  also  important  to  add  to  Dr.  Petrocelli’s 
comments,  a discussion  of  the  issue  of  cost  of 
mammography.  It  is  widely  agreed  that  the  high 
cost  of  mammography  is  the  most  significant  fac- 
tor in  its  underuse.  Only  11%  of  physicians  in  the 
United  States  follow  the  American  Cancer  Soci- 
ety’s guidelines  for  screening  mammography. 
When  representatives  of  the  other  89%  were 
polled,  in  a study  done  in  1985,  the  cost  of  mam- 
mography was  the  reason  given  most  frequently 
for  the  physicians’  failure  to  follow  the  American 

Del  Med  Jrl,  September  1989-Vol.  61,  No.  9 


Cancer  Society’s  guidelines. 

A screening  tool  must  be  cost  effective.  At 
$45/study,  mammography  is  a potentially  life 
saving,  cost  effective  screening  modality.  If  we  are 
going  to  charge  $150/study,  there  is  no  way  on 
earth  that  this  economy  can  bear  the  cost  of  do- 
ing a mammogram  on  every  woman  age  50  and 
over  every  year.  In  the  state  of  Delaware,  the  cost 
of  mammography  ranges  from  a low  of  $77  at  Bee- 
be Hospital  in  Lewes  to  greater  than  $156.  At  a 
recent  breast  conference  in  Chicago,  representa- 
tives of  breast  centers  in  Chapel  Hill,  North  Caro- 
lina, indicated  that  their  cost  for  mammography, 
two  views  of  each  breast,  was  $32.50.  Several 
other  centers,  reported  charging  $45.  Most  of 
these  were  mobile  units,  where  the  films  were 
taken  by  a technician  and  batch  read  by  a radi- 
ologist, sometimes  at  another  site.  This  is  a tech- 
nique of  performing  screening  mammograms 
which  has  been  proved  in  Sweden  and  elsewhere 
to  be  effective  at  decreasing  the  mortality  from 
breast  cancer. 

As  Dr.  Petrocelli’s  article  stated,  evidence  from 
the  HIP  study  in  New  York,  the  study  of  the 
Swedish  Board  of  Health  and  Welfare  and  our 
own  Breast  Cancer  Detection  Demonstration 
Project,  has  proved  that  mortality  from  breast 
cancer  can  be  decreased  with  the  programs  of 
regular  breast  physical  examination.  With 
40,000  women  dying  each  year  from  breast 
cancer  in  this  country  alone,  it  is  perfectly  evi- 
dent that  if  the  high  cost  of  mammography  is  de- 
terring physicians  from  recommending  this 
study  to  their  patients  and  preventing  patients 
from  obtaining  the  study  once  recommended, 
then  we  must  all  put  our  heads  together  and  find 
ways  of  decreasing  the  cost. 

Diana  Dickson-Witmer,  M.D.,  F.A.C.S. 
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Kathleen  R Kelleher 
Director  of  Risk  Management 


AAW  Physician  Plans,  Inc.,  a subsidiary  of  the  Watson 
Group,  Connecticut’s  largest  independent  insurance 
broker,  has  announced  the  appointment  of  Kathleen  P 
Kelleher  as  the  new  Director  of  Risk  Management  for 
professional  liability  programs. 

A member  of  the  American  Society  for  Healthcare  Risk 
Management,  Ms.  Kelleher  has  a B.A.  from  Wellesley 
College  and  a M.A.  in  Healthcare  Administration  from 
George  Washington  University.  Employed  by  a major 
insurance  company  for  the  past  ten  years,  she  has 
provided  risk  management  consultation  to  over  180 
healthcare  facilities  in  the  Northeast  and  Midwest. 

Ms.  Kelleher’s  responsibilities  include  the  continued 
implementation  plus  development  of  new  Educational 
Seminars,  assisting  professional  clients  to  identify  and 
evaluate  potential  liability  exposures,  and  implement 
preventive  risk  management  controls. 

Acting  as  the  state  program  administrator  for  the  CNA 
Insurance  Company’s  Physicians  Professional  Liability 
Program,  AAW  Physician  Plans,  Inc.  is  proud  of  its 
leadership  role  and  commitment  to  providing  quality 
professional  liability  risk  management  services,  tailored 
to  best  meet  physicians’  needs. 


Arthur  A.  Watson  & Company,  Inc. 
Financial  Action  Plans,  Inc. 
Watson  Financial  Services  Corp. 
AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  Connecticut  06109 
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TTie  Personalty  Disorder 
Timtment  Program  of 
Sheppard  Pratt  Hospital 

Very  often,  specialized  inpatient  evaluation  and  treatment  is  a critical 
step  in  the  effective  long-term  care  of  a borderline  patient. 

The  Personality  Disorder  Treatment  Program  at  Sheppard  Pratt  offers 
a combination  of  services  that  may  help  to  untar^le  difficult  clinical  ques- 
tions and  facilitate  your  patient’s  continued  outpatient  treatment. 

We  offer: 

□ Extended  stay  intensive  inpatient  treatment 

□ Intermediate  stay  crisis  intervention 

□ Comprehensive  diagnostic  evaluation 

□ Psychopharmacology  evaluation  and  treatment 

□ Psychotherapy  consultation 

If  you  would  like  to  know  more  about  the  Sheppard  Pratt  approach  to 
the  borderline  patient  and  other  patients  with  severe  personality  disorders, 
contact  the  Adult  Admissions  Office  at: 


(301)938-3800 


MORE  ON  MAMMOGRAPHY 


In  1987  there  were  41,251  mammograms  done 
in  the  State  of  Delaware.  This  is  based  upon  a 
recent  questionnaire  sent  to  all  the  operators  of 
mammography  equipment  in  the  state.  There 
are  about  126,000  women  over  the  age  of  40  in 
Delaware’s  population  of  640,000  for  whom  such 
studies  have  been  highly  recommended.  It 
should  be  noted  that  many  women  from  New 
Jersey,  Maryland  and  Pennsylvania  also  have 
studies  in  Delaware  so  the  proportion  from  Dela- 
ware is  probably  lower  than  that  based  on  the 
126,000  women  base.  There  are  very  few  screen- 
ing studies  whose  values  have  been  so  well 
documented.  A 1987  survey  suggests  that  in 
some  states  up  to  45%  of  women  have  had  mam- 
mograms vs.  15%  in  1982.  Many  have  been 
reluctant  to  accept  mammography  because  of 
the  fear  raised  in  1976  about  possible  radiation 
damage.  This  has  subsequently  been  shown  to 
be  of  little  concern,  especially  with  current  tech- 
niques. Although  most  physicians  in  an  ACS 
survey  in  1982  agreed  that  mammographies 
were  desirable,  less  than  20%  ordered  them  and 
many  women  indicate  the  reason  for  not  having 
the  study  is  because  their  physician  did  not  ord- 
er it.  Fiscal  barriers  have  been  thought  to  be 
another  reason  for  failure  to  benefit  but  recent 
experience  in  a large  HMO  in  Pennsylvania 
where  such  studies  were  provided  without  ad- 
ded charges  showed  only  about  30%  of  the  eligi- 
ble women  took  advantage  of  the  opportunity. 
Recently  passed  Medicare  legislation  allows  for 
payments  of  up  to  $50  per  mammogram  in  wom- 
en over  65  every  two  years  for  screening  pur- 
poses, and  disabled  women  on  Medicare  are 
allowed  a baseline  study  between  the  ages  of  35 
and  40,  every  two  years  to  age  50,  and  every 
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K-9URS’ 

(Potassium  Chloride)  USP 
Extended  Release  Tablets 

INDICATIONS  AND  USAGE  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND  BLEEDING  WITH 
CONTROLLED  RELEASE  R0IASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE 
PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVESCENT  POTASSIUM  PREPARATIONS  OR  FOR 
PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF  COMPLIANCE  \N1TH  THESE  PREPARAHONS. 

1 . For  the  treatment  of  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis  intoxication  and  in  pa- 
tients with  hypokalemic  familial  periodic  paralysis.  If  hypokalemia  is  the  result  of  diuretic  therapy,  consideration  should  be 
given  to  the  use  of  a lower  dose  of  diuretic,  which  may  be  sufficient  without  leading  to  hypokalemia. 

2.  For  the  prevention  of  hypokalemia  in  patients  who  would  be  at  particular  risk  if  hypokalemia  were  to  develop,  e.g.. 
digitalized  patients  or  patients  with  significant  cardiac  arrhythmias. 

The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hypertension  is  often  unnecessary 
when  such  patients  have  a normal  dietary  pattern  and  when  low  doses  of  the  diuretic  are  used.  Serum  potassium  should  be 
checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potassium-containing  foods  may  be 
adequate  to  control  milder  cases.  In  more  severe  cases,  and  if  dose  adjustment  of  the  diuretic  is  ineffective  or  unwarranted, 
supplementation  with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia  since  a further  increase  in 
serum  potassium  concentration  in  such  patients  can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  fol- 
lowing conditions:  Chronic  renal  failure,  systemic  acidosis  such  as  diabetic  acidosis,  acute  def^ration,  extensive  tissue 
breakdown  as  in  severe  bums,  adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e.g.,  spironolac- 
tone. triamterene,  amiloride)  (see  OVERDOSAGE). 

Controlled  release  formulations  of  potassium  chloride  have  produced  esophageal  ulceration  in  certain  cardiac  patients 
with  esophageal  compression  due  to  enlarged  left  atrium.  Potassium  supplementation,  when  indicated  in  such  patients, 
should  be  given  as  a liquid  preparation  or  as  an  aqueous  (water)  suspension  of  K-DUR  (see  PRECAUTIONS:  Information  for 
Patients,  and  DOSAGE  AND  ADMINISTRATION  sections). 

All  solid  dosage  forms  of  potassium  chloride  are  contraindicated  in  any  patient  in  whom  there  is  structural,  pathological 
(e.g. . diabetic  gastroparesis)  or  pharmacologic  (use  of  anticholinergic  agents  or  other  agents  with  anticholinergic  properties  at 
sufficient  doses  to  exert  anticholinergic  effects)  cause  for  arrest  or  del^  in  tablet  passage  through  the  gastrointestinal  tract. 
WARNINGS  Hyperkalemia  (see  OVERDOSAG^-ln  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  commonly  in  patients  given 
potassium  1^  the  intravenous  route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal  hyperkalemia  can 
develop  rapidly  and  be  asymptomatic.  The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condi- 
tion which  impairs  potassium  excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e.g..  spironolactone,  triamterene  or  amiloride)  since  the  simultaneous  ad- 
ministration of  these  agents  can  produce  severe  h^tkalemia. 

Interaction  with  Angiotensin  Converting  Enzyme  Inhibitors— Angiotensin  converting  enzyme  (ACE)  inhibitors  (e.g..  cap- 
topril.  enalapril)  will  produce  some  potassium  retention  by  inhibiting  aldosterone  production.  Potassium  supplements  should 
be  given  to  patients  receiving  ACE  inhibitors  only  with  close  monitoring. 

Gastrointestinal  Lesions— Solid  oral  dosage  forms  of  potassium  chloride  can  produce  ulcerative  and/or  stenotic  lesions 
of  the  gastrointestinal  tract.  Based  on  spontaneous  adverse  reaction  reports,  enteric  coated  preparations  of  potassium  chlo- 
ride are  associated  with  an  increased  frequency  of  small  bowel  lesions  (40-50  per  100,000  patient  years)  compared  to  sus- 
tained release  vrax  matrix  formulations  (less  than  one  per  100,000  patient  years).  Because  of  the  lack  of  extensive  marketing 
experience  with  microencapsulated  products,  a comparison  between  such  products  and  wax  matrix  or  enteric  coated 
products  is  not  available.  K-DUR  is  a tablet  formulated  to  provide  a controlled  rate  of  release  of  microencapsulated  potassi- 
um chloride  and  thus  to  minimize  the  possibil'rty  of  a high  local  concentration  of  potassium  near  the  gastrointestinal  wall. 

Prospective  trials  have  been  conducted  in  normal  human  volunteers  in  which  the  upper  gastrointestinal  tract  was  eraluat- 
ed  by  endoscopic  inspection  before  and  after  one  week  of  solid  oral  potassium  chloride  therapy.  The  abil'rty  of  this  model  to 
predict  events  occumng  in  usual  clinical  practice  is  unknown.  Trials  which  approximated  usual  clinical  practice  did  not  reveal 
any  clear  differences  between  the  wax  matrix  and  microencapsulated  dosage  forms.  In  contrast,  there  was  a higher  inci- 
dence of  gastric  and  duodenal  lesions  in  subjects  receiving  a high  dose  of  a wax  matrix  controlled  release  formulation  under 
conditions  which  did  not  resemble  usual  or  recommended  clinical  practice  (i.e.,  96  mEq  per  day  in  divided  doses  of  potassi- 
um chloride  administered  to  fasted  patients,  in  the  presence  of  an  anticholinergic  drug  to  delay  gastric  emptying).  The  upper 
gastrointestinal  lesions  observed  by  endoscopy  were  asymptomatic  and  were  not  accompanied  evidence  of  bleeding 
(Hemoccult  testing).  The  relevance  of  these  findings  to  the  usual  conditions  (i.e.,  non-fasting,  no  anticholinergic  agent, 
smaller  doses)  under  which  controlled  release  potassium  chloride  products  are  used  is  uncertain:  epidemiologic  studies 
have  not  identified  an  elevated  risk,  compared  to  microencapsulated  products,  for  upper  gastrointestinal  lesions  in  patients 
receiving  wax  matrix  formulations.  K-DUR  should  be  discontinued  immediately  and  the  possibility  of  ulceration,  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding  occurs. 

Metabolic  Acidosis-Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an  alkalinizing  potassium 
salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or  potassium  gluconate. 

PRECAUTIDNS  General:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokalemia  in  a patient 
vrith  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  ttiat  acute  alkalosis  per  se  can  produce  hypokalemia  in  the  absence  of  a deficit  in  total  body  potas- 
sium while  acute  acidosis  per  se  can  increase  the  serum  potassium  concentration  into  the  normal  range  even  in  the 
presence  of  a reduced  total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate  monitoring  of  serum  elec- 
trolytes, the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  When  blood  is  drawn  for  analysis  of  plasma  potassium  it  is  important  to  recognize  that  artifactual  eleva- 
tions can  occur  after  improper  venipuncture  technique  or  as  a result  of  in-vitro  hemolysis  of  the  sample. 

Drug  Interactions:  Potassium-sparing  diuretics,  angiotensin  converting  enzyme  inhibitors  (see  WARNINGS). 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Carcinogenicity,  mutagenicity  and  fertility  studies  in  animals 
have  not  been  performed.  Potassium  is  a normal  dietary  constituent. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is  unlikely  that  potassium  sup- 
plementation that  does  not  lead  to  h^rkalemia  would  have  an  adverse  effect  on  the  fetus  or  would  affect  reproductive  capacity. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since  oral  potassium  be- 
comes part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  excessive,  the  contribution  of  potassium  chloride 
supplementation  should  have  little  or  no  effect  on  the  level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIDNS  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS,  WARNINGS, 
and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal  conditions  including  obstruction, 
bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARNINGS). 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  flatulence,  abdominal  pain/discom- 
fort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  diluting  the 
preparation  furWer,  taking  the  dose  with  meals  or  reducing  the  amount  taken  at  one  time. 

OVERDOSAGE  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mechanisms  for  potassium  rare- 
ly causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too  rapidly 
intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CONTRAINDKiATIONS  and  WARNINGS).  It  is  important  to 
recognize  that  hyperkalemia  is  usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  con- 
centration (66-8.0  mEq/L)  and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves.  depres- 
sion of  S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and  cardiovascular 
collapse  from  cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 . Elimination  of  foods  and  medications  containing  potassium  and  of  any  agents  with  potassium-sparing  properties. 

2.  Intravenous  administration  of  300  to  500  mL/hr  of  10%  dextrose  solution  containing  10-20  units  of  cr^talline  insulin 
per  1,000  mL. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperyemia.  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on  digitalis,  too  rapid  a lowering  of 
the  serum  potassium  concentration  can  produce  digitalis  toxicity. 

Caution  Federal  law  prohibits  dispensing  without  prescription. 

Rev.  5/88  Printed  in  U.S.A.  14274740 

1002036 

Copyright  ® 1986. 1989.  Key  Pharmaceuticals.  Inc.  All  rights  reserved. 


year  from  50-65  starting  in  1990.  In  another  re- 
cent survey  only  3%  of  the  women  said  they 
deferred  having  the  study  because  of  the  eco- 
nomic barrier.  Another  reason  which  has  been 
suggested  is  that  women  do  not  like  the  idea  of 
finding  an  abnormality  in  spite  of  the  fact  that 
when  breast  cancer  is  picked  up  early,  the 
chances  for  cure  are  very  good.  Some  are  wor- 
ried by  the  false  negative  mammograms  in  the 
presence  of  a lump.  In  those  circumstances  a bi- 
opsy is  indicated  since  some  such  lumps  may  not 
show  when  they  are  rapidly  growing  cancers. 

One  out  of  ten  women  will  face  the  diagnosis 
of  cancer  of  the  breast  in  her  lifetime.  Those  di- 
agnosed by  mammography  where  no  lesion  can 
be  felt  have  the  best  outlook.  While  breast  self- 
examination  remains  a good  method,  it  is  far 
more  gross  with  less  evidence  of  improved  sur- 
vival secondary  to  that  detection  method  than 
from  mammography  alone.  Screening  examina- 
tions should  be  organized  with  minimum  incon- 
venience of  time  and  transportation  to  the 
women.  They  can  also  be  significantly  less  ex- 
pensive than  a full  diagnostic  examination.  Mo- 
bile mammography  units  can  be  helpful. 
Inclusion  of  screening  examination  coverage  in 
health  insurance  will  not  be  enough,  if  the  phy- 
sicians and  their  patients  do  not  enthusiastically 
promote  this  life  saving  technique  which  costs 
about  the  same  as  the  usually  accepted  yearly 
dental  exam.  Even  Congress  has  recognized  the 
value  and  agreed  to  pay  for  the  screening  exami- 
nation per  frequency  recommended  by  the 
Cancer  Society.  It  is  hoped  other  health  insur- 
ance agencies  will  follow  suit.  In  Delaware,  we 
need  to  reduce  the  death  rate  of  about  26.8%  in 
five  years  and  42.3%  in  ten  years  for  the  approx- 
imately 306  new  cases  of  breast  cancer  or  106 
deaths  each  year. 

Robert  Frelick,  M.D. 
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World  leader  in  drug  delivery  systems. 


KD-2228/16364606 


REMINISCENCES 


I was  making  a house  call  to  a new  patient.  The 
little  old  lady  in  bed  looked  very  sick.  Huddled 
around  the  bed  were  five  anxious  looking  rela- 
tives or  friends.  I sat  down  on  the  edge  of  the  bed, 
took  my  stethoscope  out  of  my  bag,  and  proceed- 
ed to  get  a history.  But  the  patient  just  looked  at 
me  with  sad  eyes  and  motionless  lips.  I directed 
my  questions  to  the  others,  but  got  only  silent 
shaking  of  the  heads.  I took  the  patient’s  hand  in 
mine,  looked  her  in  the  eye,  and  said,  “Please  tell 
me  how  you  feel.”  She  started  to  answer,  but 
stopped  in  mid  sentence  when  the  nearest  rela- 
tive said  authoritatively,  “Tell  him  nothing.  He’s 
the  doctor.  He’s  got  to  find  out  for  himself!” 

I was  concerned.  The  little  old  lady  still  had 
rales  at  her  posterior  lung  bases  and  2 -t-  peripher- 


al edema,  although  I had  prescribed  Lanoxin  and 
Lasix  for  her  10  days  before. 

“Are  you  taking  your  pills?” 

“Yes.” 

“Please  tell  me  the  truth;  it  is  important.” 

“Of  course  I tell  you  the  truth.  You  are  my  doc- 
tor. I have  to  tell  you  the  truth.  Do  you  think  it 
is  like  the  priest  in  confession?  Him  I have  to  tell 
lies.” 

“God  will  not  like  it  if  you  tell  the  priest  lies,” 
I said. 

“But  God  knows  why  I have  to  tell  the  priest 
lies,”  she  replied. 

David  Platt,  M.D. 


HERE'S  ONE  DOCTOR 
WHO  WON'T 
PAY  HIS  MALPRACTICE 


PREMIUMS 
THIS  YEAR. 


ITie  Amiy  covers  that  for  him.  As  an  Army 
Physician,  there  are  a lot  of  worries  associated 
with  pri\  ate  practice  that  he  won’t  have  to 
contend  with,  such  as  excessive  paperwork, 
and  the  overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly 
re\\  arding  experience.  The  Army  offers  varied 
assignments,  chances  to  specialize,  to  further  your 
education,  and  to  work  with  a team  of  dedicated 
health  care  professionals,  plus  a generous  benefits 


package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your 
local  .Army  Medical  Department  Counselor  for 
more  information. 


Call  Collect:  301-962-3033/3036 

ARMY  MEDICINE. 
BE  ALL  YOU  CAN  BE. 
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"UJe  moke  the  difference" 


SniLV  n.  HOOV€R,  R.P.T. 

PH  VSICfiL  TH€RflPV  nSSOCinT€S 


M€DICnR€  Certified 
Chrsyler  & G.M.  Rpproved 


1.  SPIN€-R€inT€D  PflOBlCMS 

C€RVICni  • L/S  • T.MJ. 

(JUORK  HRRDCNING 
BRCK  SCHOOL 
UJORK  CRPRCITV  €VRL. 

2.  SPORTS  M€PICIN€ 

CVS€XII+€CTR€MITV 

CVB€XBRCKMRCHIN€ 

CVB€XeX€RCIS€€OUIP. 

FITNCSSCVRLS. 

3.  ARTHRITIS  R€LRT€D  DIS€RS€S 
HIP,  KN€€  & FOOT 

4.  SIUIM  THCRRPV 


3"  MODCRN  LOCRTIONS  TO  SCRVC  VOU 


1 900  Newport  Gap  Pike 
UJilmington 
994-1800 


Kelwov  Plozo 
31 4 C.  Main  Street 
Nework 
737-9465 


635  Churchman's  Road 
Christiana/Neuuark 
737-9469 


BREAST  CANCER. 


Early  detection 
is  your  best  protection. 


If  you  are  a woman  over  35,  this  is  the 
most  important  ad  you*ll  see  this  year. 


1 out  of  10  women  will  develop  breast  cancer. 
But  a mammogram  can  detect  it  when 
it’s  most  treatable. 


Brandywine  Imaging  Center  provides  low  dose 
mammography  with  state  of  the  art  equipment  in 
a comfortable  private  setting.  Our  female  radiol- 
ogists and  staff  will  address  your  breast  health 
questions  honestly  and  respectfully. 

Ask  your  doctor  about  making  a mammogram  part 
of  your  regular  breast  care  program.  For  more 
information,  an  appointment  or  tour  of  our  facility, 
please  call  our  associates  Dottie  McQuigan  or 
Carolyn  Pace  at  302  654-5300, 


BRANDYWINE 


IMAGING 


CENTER,  L.R 

. w.y'yijifii;'— 

A Diagnti»stic  Imaging  Center 
for  Women 

701  Foulk  Road  • Suite  E-1  • Foulk  Plaza  • Wilmington,  DE  19803 


PHILADELPHIA  HEART  INSTITUTE 


Of  Presbyterian  Medical  Center 

CARDIOLOGY  UPDATE  ^ 

designed  for  the  physician  and  provides  an  intensive  survey  of  the 
current  status  of  clinical  cardiology 


Wednesday,  October  4,  1989 
Reduction  of  Myocardial  Ischemia  and 
Myocardial  Injury 

MODERATOR: 

Bernard  L.  Segal,  M.D. 


3:00-3:30  The  problem  of  restenosis  after  coronary  angioplasty:  mechanism, 
detection,  management  and  prevention 

David  O.  Willliams,  M.D. 

3:30-4:00  Cardiac  manifestations  in  patients  with  endocrine  disorders: 

diagnosis  and  management  - Anthony  Jennings,  M.D. 

4:00-5:00  Case  presentations  - Angioplasty  by  balloon,  laser,  and  other 

procedures.  Thyrocardiac  disease  - Marius  Sharon,  M.D. 

Panel  Discussion Michael  S.  Feldman,  M.D. 

J.  David  Ogilby,  M.D.,  William  J.  Untereker,  M.D. 


• No  Registration  Fee  • Reception  following  session 

• CME  Credits*  • Call  for  Reservation  662-8627 

* * * 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 


Parking  Available  (at  discount  rate). 

* * * 

* The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  education  for  physicians.  The  University  of 
Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per 
session  in  Category  I of  the  Physicians  Recognition  Award  of  the  AM  A. 


DELEGATES'  REPORT  - 1989  ANNUAL  MEETING  OF  THE 
AMA  HOUSE  OF  DELEGATES 


Daniel  A.  Alvarez,  M.D.,  Chairman,  AMA  Delegation,  Medical  Society  of  Delaware 


The  Annual  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago,  Illinois,  from 
June  18  through  June  22, 1989.  The  Medical  So- 
ciety of  Delaware  was  represented  by  Delegates 
Daniel  Alvarez,  M.D.,  Favel  Chavin,  M.D.,  and 
Peter  Coggins,  M.D.,  Alternate  Delegate  Martin 
Cosgrove,  M.D.,  and  Executive  Director,  Anne 
Bader. 

The  1989  House  of  Delegates  was  composed  of 
435  seated  delegates,  including  347  representing 
state  medical  associations,  78  representing  na- 
tional medical  specialty  societies,  and  10  section 
and  service  delegates  representing  students, 
medical  schools,  military  physicians,  the  USPHS, 
and  the  Veterans  Administration. 

Louis  W.  Sullivan,  M.D.,  new  Secretary  of  the 
Department  of  Health  and  Human  Services, 
spoke  to  the  House  during  its  opening  session.  He 
was  articulate  and  to  the  point.  He  called  for 
“nothing  less  than  a reformation  of  the  Ameri- 
can Health  Care  System  as  we  know  it  today.”  He 
reported  that  the  current  administration  sup- 
ports reform  for  physician  payment  under  Medi- 
care to  include  a resource-based  fee  schedule,  an 
expenditure  target,  and  beneficiary  projections. 
Although  most  of  the  Secretary’s  message  was 
received  with  more  than  a little  distaste,  it  was 
clear  that  Dr.  Sullivan  was  determined  to  make 
it  clear  that  we  can  expect  the  government  to 
make  changes  in  the  health  care  system.  He  did, 
however,  invite  all  physicians  to  become  involved 
in  the  decision-making  process  that  will  hopeful- 
ly bring  cures  to  the  ills  of  the  health  care  system; 
ills  that  include  37  million  uninsured  citizens 
and  the  disparate  health  status  of  the  poor  and 
minority  population. 

The  delegates  of  the  1989  Annual  Meeting  con- 
sidered numerous  reports  and  resolutions,  includ- 
ing 10  resolutions  regarding  AIDS  which  were 
referred  to  the  Board  for  an  updated  policy  report 
to  be  delivered  at  the  December  Interim  Meeting. 
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The  House  continued  its  strong  efforts  toward 
achieving  a smoke-free  society  by  urging  legisla- 
tion that  would  ban  smoking  in  all  hospitals, 
health  care  institutions,  and  educational  institu- 
tions. Despite  a small  but  vocal  number  of 
delegates  who  objected,  the  House  voted  in  over- 
whelming favor  of  supporting  legislation  that 
would  limit  the  use  an  ownership  of  automatic 
and  semi-automatic  guns. 

As  can  often  happen  in  the  House  of  Delegates, 
the  House  overturned  the  Reference  Committee 
recommendation.  By  a margin  of  only  nine  votes, 
the  House  voted  to  support  a resolution  to  limit 
resident  working  hours  to  no  more  than  80  per 
week,  averaged  over  four  weeks.  The  resolution 
was  referred  to  the  AMA  Board  of  Trustees  for 
action. 

There  was  much  concern  among  many 
delegates  that  the  development  of  the  National 
Practitioners  Data  Bank,  originally  to  be  estab- 
lished as  a repository  for  information  that  could 
be  used  to  prevent  incompetent  physicians  from 
moving  from  one  state  to  another.  Now  there  is 
fear  that  the  scope  of  the  project  has  expanded  to 
the  point  that  it  could  be  abused  in  a way  to  se- 
verely restrict  the  physicians  individual  rights. 
A resolution  was  adopted  by  the  House  that 
would  ask  the  AMA  to  request  settlements  or 
judgements  of  less  than  $30,000  not  be  reported; 
that  reports,  other  than  revocation  of  licenses,  be 
purged  after  five  years;  and  that  the  proctoring 
of  physicians  for  investigation  not  be  reported. 
The  resolution  also  asked  that  the  AMA  publish 
sufficient  reports  and  articles  so  that  all  physi- 
cians will  become  aware  of  the  implications  of  the 
National  Practitioners  Data  Bank. 

Resolutions  that  addressed  the  requirement 
that  ICD-9  coding  be  used  on  all  Medicare  claims 
were  numerous.  Although  the  AMA  had  recent- 
ly been  successful  in  convincing  the  authorities 
to  suspend  indefinitely  the  threat  of  civil 
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monetary  penalties,  the  House  instructed  the 
AMA  to  continue  its  efforts  to  have  legislation 
repealed,  including  the  requirement  that  the  cod- 
ing be  mandated  for  use  by  physicians. 

Multiple  resolutions  were  also  considered, 
which  pertained  to  the  proposed  HCFA  regula- 
tions that  would  allow  Medicare  to  send  letters 
to  patients  detailing  “substandard”  care.  A sub- 
stitute resolution  was  passed  by  the  House  call- 
ing on  the  AMA  to  seek  withdrawal  of  the 
proposed  rule,  and  to  seek  by  any  means,  includ- 
ing legal  action,  to  prevent  implementation. 

The  Board  of  Trustees  announced  a major  in- 
itiative involving  the  commitment  of  substantial 
resources  to  ensure  the  superiority  of  the  Ameri- 
can health  care  system  and  to  make  the  public 
aware  of  the  advantage.  Included  in  the  program 
are  provisions  for  Medicaid  expansion,  coverage 
for  the  uninsured,  and  Medicare  reform.  The 
Board  feels  that  the  public  must  be  made  aware 
of  the  risks  of  government  control  and  inherent 
rationing  as  well  as  the  advantage  of  continuing 
a stronger  privately  funded  system. 

An  amended  version  of  the  Board  report  deal- 
ing with  the  providing  of  coverage  for  the  unin- 
sured was  approved.  It  endorses  the  concept  of 
phased-in  requirements  that  employers  provide 
health  insurance  for  all  full-time  employees  with 
a program  of  tax  credits  and  other  incentives.  It 
also  advised  a continuing  study  of  ways  that 
small  employers  may  be  easily  included  in  this 
requirement,  and  asks  the  AMA  to  begin  the  de- 
velopment of  a package  of  basic  health  benefits. 

The  House  also  adopted  an  amended  report 
from  the  Council  on  Medical  Service  that 
described  AMA  activities  to  improve  rural  health 
care  and  to  remedy  geographic  payment  inequi- 
ties under  Medicare.  The  House  also  asked  the 
AMA  to  reaffirm  its  policy  that  geographical  var- 
iations under  any  payment  schedule  should 
reflect  only  valid  and  demonstrable  differences 
in  practice  costs,  other  adjustments  to  be  used 
only  as  needed  to  remedy  demonstrable  access 
problems. 

Most  of  the  business  dealing  with  the  RBRVS 
indemnity  payment  schedule  was  reaffirmation 
of  policy  developed  at  the  1988  Interim  Meeting, 
including  continuing  to  oppose  and  efforts  to  link 
acceptance  of  the  RBRVS  with  any  proposal  that 
is  against  AMA  policy,  such  as  expenditure  tar- 
gets or  mandatory  assignment.  The  House  also 
adopted  a resolution  that  asked  the  AMA  to  seek 
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Congressional  sponsorship  for  federal  legislation 
that  would  permit  AMA  and  state  medical  associ-  f 
ations  to  negotiate  on  federal  and  state  policies  (; 
respectively.  ! 

It  seems  that  every  AMA  House  of  Delegates  ^ 
meeting  has  one  issue  that  stands  out  from  all  : 
the  rest,  and  the  1989  Annual  Meeting  was  no  ex- 
ception. “Expenditure  Targets”  became  the  focus 
of  attention  at  this  meeting.  Coincidentally,  the 
House  Ways  and  Means  Committee  of  the  U.S.  : 
Congress  began  considering  expenditure  targets 
while  the  AMA  House  of  Delegates  was  in 
session. 

Expenditure  targets  are  government  set  expen- 
diture goals  for  total  physician  services  under 
Medicare  Part  B.  This  legislation  would  have  the 
effect  of  rationing  medical  care  for  Medicare 
beneficiaries.  In  general,  they  would  work  like 
this:  the  government  would  allocate  a specific 
amount  of  money  for  physician  services  during 
the  given  fiscal  year.  If  total  physician  reimburse- 
ment exceeded  that  target  in  that  given  year,  fee 
schedules  for  the  next  fiscal  year  would  be  low-  j 
ered  or  eliminated  the  following  year  to  make  up 
the  difference  in  what  was  allocated  and  what 
was  spent  in  the  previous  year.  As  a result,  phy- 
sicians would  be  forced  to  make  medical  decisions 
not  on  the  basis  of  the  need  for  care,  but  on  the 
availability  of  funds. 

In  a rare  departure  from  custom,  the  AMA  Ex- 
ecutive Vice  President,  James  H.  Sammons, 
M.D.,  addressed  the  House  regarding  expendi- 
ture targets  and  the  AMA’s  plans  to  combat  their 
implementation.  He  called  ETs  (the  phrase  was 
coined  for  expenditure  targets)  “the  biggest 
challenge  that  the  medical  profession  has  had  to 
deal  with  in  our  recent  memories.” 

After  much  discussion,  the  House  instructed 
the  AMA  to  reaffirm  its  position  to  help  control  t 
costs  in  any  way  that  would  not  affect  accessibil- 
ity or  quality  of  care.  Instead  of  expenditure  tar- 
gets to  control  costs,  the  AMA  is  to  suggest  that  i 
a mechanism  be  developed  that  would  save 
resources  for  the  financially  needy  and  require 
proportionately  larger  contributions  by  the  more 
affluent  for  their  own  health  care. 

The  ET  issue  dominated  the  rest  of  the  House’s 
proceedings.  Hundreds  of  delegates  made  tele- 
phone calls  to  their  congressman  expressing 
their  objections  to  expenditure  targets.  Sugges- 
tions were  made  as  to  how  various  senior  organi- 
zations, including  the  AARP,  can  be  made  to 
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understand  the  implications  of  such  targets. 

It  is  the  impression  of  the  Medical  Society  of 
Delaware  Delegation  to  the  AMA,  that  every  ef- 
fort must  be  made  by  our  organization  to  make 
sure  that  our  members  understand  the  effects 
that  expenditure  targets  would  have  on  our  Medi- 
care patients  and  on  our  practices.  It  is  impera- 
tive that  every  physician  in  Delaware  contact  our 
Congressmen  in  opposition  to  ETs,  and  that  each 
physician  encourage  his  patients,  particularly 
Medicare  beneficiaries,  to  do  likewise.  We  recom- 
mend that  our  organization  spare  no  expense  in 
an  attempt  to  kill  this  proposal.  Suggestions  that 
the  delegation  has  made  include  buying  ads  in 
local  newspapers  to  educate  the  public,  placing 
flyers  in  members’  offices,  setting  up  meetings 
between  our  leaders  and  Delaware’s  congress- 
men, and  sending  speakers  to  local  seniors’  or- 
ganization meetings.  It  is  recommended  that  the 
Auxiliary  be  recruited  for  their  assistance. 

The  inauguration  of  Alan  R.  Nelson,  M.D.,  a 56 
year  old  Salt  Lake  City  internist,  as  President  of 
the  AMA  took  place  on  June  21,  during  an  im- 
pressive ceremony.  Dr.  Nelson  has  been  active  in 
the  AMA  for  many  years,  having  served  as  Chair- 
man of  the  Board  from  1986  to  1988.  His  inau- 
gural speech  was  an  inspirational  challenge  to 
the  profession  to  return  to  the  “art  of  medicine” 
where  humanism,  altruism,  diligence,  faithful- 
ness, and  ethical  behavior  are  as  important  as 
scientific  knowledge  and  technical  know-how. 

John  C.  Tupper,  M.D.,  a California  internist, 
was  chosen  as  the  President-Elect  of  the  AMA. 
Also  elected  were  John  J.  Clowe,  M.D.,  a family 
practitioner  from  New  York,  as  Speaker  of  the 
House,  and  Daniel  H.  Johnson,  M.D.,  a radiolo- 
gist from  Louisiana,  as  Vice-Speaker.  Four  regu- 
lar seats  and  one  resident  seat  on  the  Board  of 
Trustees  were  filled  by  the  election  of  Nancy 
Dickey,  M.D.,  family  practitioner  from  Texas; 
William  E.  Jacott,  M.D.,  family  practitioner  from 
Minnesota,  John  J.  Ring,  M.D.,  family  physician 
from  Illinois;  Frank  B.  Walker,  pathologist  from 
Michigan;  and  resident  physician  Mary  Ann  Con- 
togiannis,  M.D.  It  should  be  noted  that  Nancy 
Dickey  is  the  first  woman  physician  to  be  elect- 
ed to  a regular  seat  on  the  Board. 

The  members  of  the  AMA  Delegation  were 
proud  to  represent  the  Medical  Society  of  Dela- 
ware at  the  1989  Annual  Meeting  of  the  AMA 
House  of  Delegates.  This  report  is  only  a sum- 
mary of  the  more  important  issues  and  is  not 
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meant  to  detail  all  of  the  business  conducted  at 
the  meeting.  As  always,  we  invite  questions  from 
members.  We  also  recommend  that  members 
read  the  AMA  News,  especially  the  July  7th  edi- 
tion, for  more  complete  reports.  Even  better,  join 
us  at  the  Interim  Meeting  to  be  held  from  Decem- 
ber 3-6, 1989.  In  the  meantime,  we  sincerely  hope 
that  every  member  will  participate  in  our  efforts 
to  oppose  the  passage  of  expenditure  targets. 

Respectfully  submitted. 


Daniel  A.  Alvarez,  M.D. 
Chairman,  AMA  Delegation 
Medical  Society  of  Delaware 


CHARTER 

MEDICAL 

CORPORATION 


PHYSICIANS  NEEDED 

INTERNAL  MEDICINE  FAMILY  PRACTICE 
ONCOLOGY 

GENERAL  SURGERY  NEUROSURGERY 

ENDOCRINOLOGY  NEUROLOGY 

Group  practice,  solo,  or  urgent  care  settings  available 
through  our  acute  care  hospital  network  located  in  Macon 
and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  30  miles  south  of  Atlanta  in 
a growing  family -oriented  community,  where  you  can  avoid 
traffic  and  enjoy  a rewarding  professional  career. 

Please  contact  Stephen  Wofford  collect  at  912/741-6283  for 
a confidential  consultation  or  write  to:  Stephen  Wofford, 
Director  of  Physician  Recruiting,  Charter  Northside 
Hospital,  P.O.  Box  4627,  Macon,  GA  31208. 
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In  Brief 


A.I.  DUPONT  INSTITUTE  The  Urgent  Care  Center  of  the  Alfred  I.  duPont  Institute  can  now  treat  chil- 
OPENS  URGENT  dren  needing  immediate  medical  attention  for  a variety  of  illnesses  and  in- 
CARE  CENTER  juries,  except  major  trauma.  The  Center  is  opened  at  the  Institute  24  hours 
per  day,  7 days  per  week  and  is  staffed  to  treat  minor  to  life-threatening  emer- 
gencies. 


MEADOW  WOOD  Meadow  Wood  Hospital  for  Adolescents,  in  New  Castle,  Delaware,  announces 
HOSPITAL  FOR  the  appointment  of  Donald  B.  Levin,  M.D.,  as  medical  director.  Dr.  Levin, 
ADOLESCENTS  who  received  his  M.D.  in  1967  from  Hahnemann  University,  has  been  the 
director  of  adult  services  at  Horsham  Clinic  in  Ambler,  Pennsylvania,  since 
1985,  and  the  vice  president  of  Horsham’s  medical  staff  since  1986. 


MEDICAL  Physician  Support  Services,  Inc.,  a consulting  firm,  presents  a program  in 
NEGOTIATIONS  Philadelphia  on  negotiating  and  contracting  in  the  medical  environment 
SEMINAR  on  October  14-15, 1989.  To  register,  contact  Physician  Support  Services,  Inc., 
39  South  LaSalle  Street,  Suite  707,  Chicago,  Illinois,  60603.  Members  of  the 
Medical  Society  of  Delaware  will  receive  a 10  percent  discount  off  the  $300 
registration  fee. 


Practice  Made  Perfect. 


We  can  help.  If  you're  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We'll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We've  had  1 28  years  of  practice  ourselves  — let  us 
help  you  with  yours. 


^ARTISANS' 

SAVINGS  BANK  np 

I I THE  BANK  YOU  CAN  TALK  TO! 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  • Polly  Drummond  & Graylyn  Shopping  Centers 
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In  Brief 

AMA-HMSS  Medical  staffs  from  across  the  country  are  encouraged  to  elect  a medical  staff 
FOURTEENTH  ASSEMBLY  representative  to  participate  in  the  AMA-HMSS  Assembly  meeting  Novem- 
MEETING  her  30-December  4,  1989  at  the  Sheraton  Waikiki  Hotel  in  Honolulu.  The 
HMSS  Assembly  provides  medical  staffs  with  a unique  opportunity  to  dis- 
cuss and  participate  in  the  policymaking  process  of  the  AMA.  In  addition 
to  the  Assembly  Meeting,  the  HMSS  will  sponsor  an  educational  program 
on  a topic  of  interest  to  medical  staffs.  For  further  information  about  the 
AMA-HMSS,  please  call  (312)  645-4754  or  645-4761. 


4TH  NATIONAL  FORUM  The  American  Medical  Association  and  52  other  health-related  organiza- 
ON  AIDS  AND  tions  are  co-sponsoring  the  4th  National  Forum  on  AIDS  and  Hepatitis  B, 
HEPATITIS  B November  19-21  in  Washington,  D.C.  The  forum  will  examine  strategies  to 
control  the  spread  of  these  bloodborne  diseases  by  hospitals,  laboratories  and 
health  care  professionals.  Anthony  Fauci,  M.D.  will  be  honored  at  the  forum 
dinner  with  the  1989  Maxwell  Finland  Award  in  Infectious  Diseases.  For 
further  information  please  contact  the  National  Foundation  of  Infectious 
Diseases  at  4733  Bethesda  Avenue,  Suite  750,  Bethesda,  MD,  20814,  (301) 
656-0003,  FAX#  (301)  907-0878. 


LYME  DISEASE  A seminar  on  Lyme  Borreliosis  (Lyme  disease)  will  be  held  on  Thursday, 
CONFERENCE  October  15,  1989  from  10:00  a.m.  to  noon  at  Milford  Memorial  Hospital’s 
Grier  Building,  Milford,  Delaware.  A complimentary  buffet  lunch  will  be 
provided  immediately  following  the  conference. 


‘\nd  in  \\hate\er  part  of  ihe 
bodv  heat  or  cold  is  seated 
there  IS  disease  " 

Hippocrates 


Pierre  L.  LeRoy,  M.D.,  F.A.C.S.,  C.C.E., 
Medical  Director 


MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 

INDEPENDENT  THERMOGRAPHY  TEST 
AND 

SECOND  OPINION  CONSULTATION 


The  thermography  test  is  important  for  the  differential 
diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 


FOR  MORE  INFORMATION 
CALL  OR  WRITE: 

R.A.  Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laboratory 
(302)  738-0262 


* 25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 
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In  Brief 

DELAWARE  HUMANITIES  Nominations  for  membership  on  the  Delaware  Humanities  Council,  the 
FORUM  governing  body  of  the  Delaware  Humanities  Forum,  are  now  being  accept- 
ed. The  Delaware  Humanities  Forum  is  an  independent  agency  supported 
by  the  National  Endowment  for  the  Humanities  and  by  corporate  and  pri- 
vate contributions.  Meeting  several  times  each  year,  membership  on  the 
Council  involves  eight  to  ten  days  of  time  annually.  Council  members  review 
grant  proposals,  select  projects  to  be  funded,  establish  policy,  oversee  pro- 
gram administration,  visit  projects,  and  assist  in  fund  raising.  For  further 
information  call  Henry  Hirschbiel  at  573-4410  or  1-800-752-2060. 


CONTACT  LENS  The  Contact  Lens  Association  of  Ophthalmologists  (CLAO)  will  hold  its  an- 
ASSOCIATION  OF  nual  meeting  January  10-13, 1990,  at  Caesars  Palace,  Las  Vegas,  Nevada. 
OPHTHALMOLOGISTS  For  program  information  call  CLAO  at  504-581-4000  or  write:  Meetings 

Registrar,  CLAO,  523  Decantur  St.,  Suite  One,  New  Orleans,  LA, 
70130-1027.  CME  Category  I Credit  awarded. 


RISK  RETENTION  The  Medical  Society  of  Virginia  (MSV)  previously  published  information  ex- 

GROUPS  plaining  the  difference  between  risk  retention  groups  and  traditional  insur- 
ance companies.  If  you  are  interested  in  receiving  a copy  of  that  publication, 
please  contact  the  MSV  at  (804)  353-2721. 


Complete  Audiometric  Testing 

Hearing  Aid  Evaluation 

Hearing  Aid  Conformity  Evaluation 

4^1  CHRISTIANA 

Hearing  Aid  Checks 

^ i AUDIOLOGY 

Swim  Ear  Molds 

y J ASSOCIAUS  INCORf’ORATE.D 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 

100  Christiana  Medical 

Center,  Newark,  Delaware  19702 

DIRECTOR 

; NORMAN  B.  ROBINSON  M.D. 
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But  Lo ! A Change 


Ben  Franklin  felt  that  “oft  times  change  bodes 
well,”  Mark  Twain  mused,  “A  change  beheld  may 
be  an  awesome  sight.”  Churchill  said,  “Change 
must  be  experienced  to  be  believed.”  All  three 
might  have  been  contemplating  the  medical  mal- 
practice scene  now  in  Delaware  when  they  spoke 
these  words.  Some  learned  insurance  actuaries 
attribute  the  present  malpractice  swing  to  nor- 
mal progression  of  the  curve,  with  the  market  in 
the  down  slope  now  because  of  national  improve- 
ments. Whatever  the  reason,  all  will  agree  that 
the  malpractice  hurricane  season  has  turned 
sunny  and  clear.  For  the  first  time  in  my  memory, 
physician  malpractice  rates  actually  have 
declined.  At  present,  three  large  insurance 
companies  sell  medical  malpractice  insurance  in 
Delaware,  and  several  more  either  have  been 
licensed  or  are  seeking  a license  to  sell  such 
insurance  here. 

In  January  1989,  I spoke  negatively  of  the 
spectre  of  malpractice  insurance  in  Delaware. 
During  the  past  eight  or  nine  months,  circum- 
stances have  changed.  The  physicians  of  Dela- 
ware are  more  acutely  aware  of  the  pitfalls  to  be 
encountered  if  one  assumes  that  we  are  above 
reproach,  no  matter  how  noble  the  cause.  CNA  In- 
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surance  Company  has  put  on  several  risk 
management  seminars  that  have  been  well 
received  and  well  attended  by  their  insured  phy- 
sicians. These  programs  last  about  three  hours 
and  have  broad  medical  input,  legal  presenta- 
tions and  audiovisuals  that  foretell  fateful  out- 
comes. The  physicians  in  attendance  learned 
many  tricks  that  seem  so  obvious  when  shown, 
but  not  so  visible  when  otherwise  encountered. 
An  added  perk  to  all  CNA  attendees  was  a 5 per- 
cent discount  in  the  annual  premium  rates  for 
three  years  until  another  risk  management  semi- 
nar is  required.  There  are  plans  to  have  more  fre- 
quent risk  management  meetings  where  all  CNA 
physicians  will  be  advised  of  ne  w and  different 
techniques  to  avoid  problems.  Finally,  CNA  re- 
cently announced  that  the  insurance  rates  for  all 
categories  would  remain  the  same  for  next  year. 
Being  able  to  discuss  all  types  of  malpractice 
insurance  problems  with  knowledgeable  people 
in  this  company  has  proved  very  helpful  to  all 
concerned. 

The  other  major  malpractice  carrier  in  Dela- 
ware, Phico  Insurance  Company,  also  had  some 
very  pleasant  news  for  us.  At  the  annual  meeting 
of  Phico  and  the  Liability  Insurance  Committee 
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of  the  Medical  Society  in  mid-August,  we  were  in- 
formed that  there  would  be  an  across-the-board 
reduction  of  11  percent  or  12  percent  in  premium 
charges  for  all  categories.  It  was  agreed  also  that 
there  would  be  no  surcharge/deductible  program 
this  year.  When  asked  why  the  reversal,  they  told 
us  the  following:  there  has  been  a decrease  in  the 
number  of  events  in  Delaware,  and  there  is  more 
utilization  of  Delaware  physicians’  experience  in 
calculating  rates,  i.e.,  using  local  versus  nation- 
al experience  levels. 

A recent  article  in  the  August  4, 1989  issue  of 
the  American  Medical  News  spoke  of  liability 
rates  leveling  off  in  New  York  state.  The  rates  in 
and  around  New  York  City  may  have  a 1.6  per- 
cent increase,  but  all  other  counties  will  receive 
a 5 percent  reduction.  One  of  the  New  York  State 
Medical  Association  directors  said  they  were 
pleased  to  see  this  happening,  but  would  not  be 
too  excited  about  this  until  things  moved  signifi- 
cantly in  the  other  direction.  Unlike  Delaware, 
physicians  in  different  parts  of  New  York  pay 
different  rates,  e.g.,  neurosurgeons  in  New  York 
City  have  bills  of  $112,000  while  in  upstate  coun- 
ties the  same  coverage  costs  $51,000  per  year. 

In  the  July  1989  issue  of  the  Professional  Lia- 
bility Update  from  the  AMA,  changes  in  Califor- 
nia were  discussed.  In  1988,  for  the  third  straight 
year,  there  was  a decrease  in  indemnity  pay- 
ments and  medical  liability  verdicts  and  settle- 
ments. The  most  striking  statistics  dealt  with 
large  birth  injury  cases;  frequency  has  declined 
from  22  in  1986,  to  nine  in  1987  and  only  eight 
in  1988.  More  than  75  percent  of  all  types  of  mal- 
practice cases  were  settled  prior  to  trial,  com- 
pared to  56  percent  1987  and  43  percent  in  1986. 
Much  of  this  change  is  attributed  to  California’s 
Medical  Injury  Compensation  Reform  Act,  but  no 
changes  will  ever  come  about  if  the  physicians  do 
not  practice  better  scientific  medicine  and  partic- 
ipate in  a more  interested  and  knowledgeable 
fashion  in  risk  management  and  quality  control. 

At  a meeting  of  the  Physicians  Insurers  Associ- 
ation of  America,  in  May  1989,  in  Boston,  the  al- 
ternatives committee  chairman,  Peter  Sweetland 
of  New  Jersey,  presented  a draft  of  a proposed  fed- 
eral bill  that  would  move  claims  resolution  out 
of  the  courts  and  substitute  a fault-based  ad- 
ministrative system  with  a scheduled  benefits 
system  of  compensation  for  medical  injuries, 
similar  to  our  present  Workmen’s  Compensation 
system. 


Delaware  Insurance  Commissioner  Levinson’s 
Taskforce  on  Medical  Malpractice  will  shortly 
render  its  report  from  a study  that  has  been  in 
progress  since  earlier  this  year. 

As  evidenced  by  these  examples,  many  people, 
nationwide,  are  working  diligently  to  remove  this 
scourge  from  American  Medicine.  A great  deal  of 
time  and  effort  has  been  spent  by  our  Medical  So- 
ciety and  our  staff  arriving  at  this  point  in  time 
for  Delaware  physicians  and  for  this  involvement, 
I thank  all  concerned.  We  must  not  be  lulled  into 
complacency  by  this  year’s  events;  rather,  ever 
vigilant,  we  must  continue  to  seek  better  so- 
lutions. 


Henri  F.  Wendel,  M.jj. 

President 


The  AMA 
thanks 

our  members. 


The  American  Medical  Association 
achiewd  major  \ ictories  during 
the  lOOth  Congress,  and  we  have 
only  our  members  to  thank.  \X'ith 
their  help,  the  AAL\  achieved 
\’ictories  for  all  phy  sicians. 

- Defeated  mandatory  Medicare 
assignment  three  times  in  the 
House  Ways  and  .Means  Committee; 


- Effecti\  ely  influenced  the  passage 
of  major  AIDS  legislation; 

- Succes.sfully  urged  HCFA  to  re\ise 
instructions  to  Medicare  carriers 
on  implementing  “medically 
unnece.ssary  .seiv  ices  ' authority. 


Thank  you.  AAL\  members,  for  these 
and  other  achie\ements.  We  tru.st 
\\e'\e  earned  your  continued  support. 

If  you  aren't  an  AAL\  member,  join  us 
now.  There's  much  more  to  be  done 
. . . and  with  y our  help, 
no  limit  to  \\  hat  we  can 
accomplish.  CALL  TODAY 
FOR  INFORMATION: 
1-800-AMA-1452. 
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J.  Walton  St.  Clair,  Jr. 

Chairman  & CEO. 

Wilminston  Savinss  Fund  Society 
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Blue  Cross 
Blue  Shield 

of  Delaware 


Those  who  have  it  feel  better 


than  those  who  don't. 


"We  came  back  to  Blue  Cross 
Blue  Shield  because  they  could 
give  us  the  flexibility  to  offer  our 
employees  the  benefit  choices 
they  want." 

"WSFS  has  over  650  employees 
throughout  Delaware,  as  well  as 
retirees  living  all  over  the  coun- 
ty. And  they  all  have  different 
health  care  needs.  That  can 
make  administering  benefits 
very  complicated." 

"Blue  Cross  Blue  Shield  simpli- 
fies everything  from  claims  to 
billing,  making  the  whole  proc- 
ess more  cost  efficient.  And, 
our  employees  can  choose  from 
a variety  of  plans  all  from  one 
company." 

"After  looking  at  the  competi- 
tion, we  came  back  to  Blue 
Cross  Blue  Shield.  They  were  the 
one  company  who  could  meet 
all  our  needs  for  reasonable 
cost,  flexibility  and 
convenience." 


"We’re  back  with  Blue 
Cross  because  they’re 
the  one  company  that 
can  meet  all  our 
complex  needs.’’ 
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CONSULTANTS: 


Paul  C.  Pennock,  M.D. 
Edward  M.  Goldenberg,  M.D, 
Richard  F,  Gordon,  M.D. 
Arthur  W.  Colboum,  M.D. 
Michael  E.  Stillabower,  M.D. 
Barry  S.  Denenberg,  M.D. 


We  can  help  you 
get  to  the  heart 
Of  UK,  problem 

When  cardiac  testing  and  evaluation 
^ are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 

OIRDMC 
DMGNOSTIC 
CENTER 


\ 


Suite  214 

Limestone  Medicai  Center 
1941  Limestone  Road 
Wiimington,  DE  19808 


Unit  25 
The  Commons 
3520  Siiverside  Road 
Wilmington,  DE  19810 
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CPC:  PROGRESSIVE  DYSPNEA  IN 


CASE  PRESENTATION 

Joseph  F.  Pietrolungo,  D.O. 

The  patient  is  a 32-year-old  white  female  who 
was  admitted  to  the  Medical  Center  of  Delaware 
for  evaluation  of  severe  shortness  of  breath.  She 
was  in  excellent  health  until  six  weeks  before  ad- 
mission when  she  became  short  of  breath  while 
moving  furniture.  The  discomfort  resolved  spon- 
taneously with  rest  and  was  not  associated  with 
any  other  cardiac  or  pulmonary  symptoms.  Over 
the  next  several  weeks,  she  noted  increasing  fa- 
tigue and  dyspnea  on  exertion.  The  patient  was 
seen  by  her  local  physician  and  referred  for  out- 
patient testing.  Arterial  blood  gases  revealed  an 
arterial  pH  of  7.45,  pCOa  26  mm  Hg,  pOa  53  mm 
Hg  with  an  oxygen  saturation  of  88%.  Otherwise 
non-invasive  cardiac  and  pulmonary  studies  were 
non-diagnostic. 

The  patient  was  scheduled  to  be  seen  by  a cardi- 
ologist for  further  evaluation  but  became 

Dr.  Michael  Pasquale  is  a member  of  the  Provisional  Staff,  Department  of  Medi- 
cine, Section  of  Cardiology  at  the  Medical  Center  of  Delaware. 

Dr.  Joseph  West  is  a member  of  the  Associate  Staff,  Department  of  Medicine,  Sec- 
tion of  Cardiology  at  the  Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware,  July  27,  1989. 

Dr.  Joseph  F.  Pietrolungo  is  a resident.  Department  of  Medicine  at  the  Medical 
Center  of  Delaware. 


A YOUNG  FEMALE 


Michael  Pasquale,  M.D. 
Joseph  West,  M.D. 


markedly  short  of  breath  while  walking  to  the 
office  and  was  referred  to  the  Emergency  Room 
for  evaluation. 

The  patient  is  a hairdresser  by  profession.  She 
had  smoked  one  pack  of  cigarettes  per  day  for  15 
years  but  stopped  completely  one  week  before  ad- 
mission. She  rarely  uses  alcohol.  She  has  no 
known  medical  problems.  She  had  been  on 
clomiphene  for  the  last  several  menstrual  cycles 
for  infertility.  This  medication  was  discontinued 
one  week  before  admission.  Aside  from  the  recent 
dyspnea  on  exertion  and  inability  to  conceive,  she 
notes  feeling  more  fatigued  over  the  last  year.  She 
had  attributed  this  to  clomiphene.  She  has 
otherwise  felt  well. 

On  examination,  she  was  an  overweight  (200 
lb.,  5’6”)  female  resting  comfortably  on  sup- 
plemental oxygen.  Mild  hirsutism  was  noted.  On 
cardiac  exam,  the  heart  rate  was  regular.  SI  was 
normal,  and  S2  narrowly  split  with  a slight  in- 
crease in  the  P2  component. 

There  were  no  murmurs  or  gallops.  The  lungs 
were  clear  bilaterally.  There  were  normal  pulses 
in  the  extremities  without  bruits,  clubbing,  ede- 
ma, palpable  cords,  or  evidence  of  cyanosis.  There 
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was  mild  pruning  of  the  pulmonary  arteries  and 
a suggestion  of  right  atrial  enlargement  on  ad- 
mission chest  x-ray.  EKG  showed  normal  sinus 
rhythm  with  right  heart  strain  pattern.  Cardiac 
enzymes  and  thyroid  function  tests  were  normal. 
On  oxygen  at  6 L/min  by  face  mask  the  pH  was 
7.45,  pCOa  21.3  mm  Hg,  pOj  59  mm  Hg,  with  92% 
saturation.  With  a 100%  non-rebreathing  mask 
the  pH  was  7.44,  pCOa  26.3  mm  Hg,  pOa  61  mm 
Hg,  and  oxygen  saturation  93%.  Pulmonai*y  func- 
tion testing,  including  spirometry,  lung  volumes, 
and  diffusing  capacity  of  carbon  monoxide  (DLco) 
were  normal.  The  hemoglobin  was  14.5g%, 
hematocrit  42,9%,  and  platelet  count  189,000. 
An  erythrocyte  sedimentation  rate  was  3 mm/hr. 

A ventilation-perfusion  lung  scan  showed  a 
right  middle  lobe  segmental  defect  which  was  un- 
matched by  any  ventilatory  defect.  This  was  in- 
terpreted as  indeterminate  probability  for 
pulmonary  embolism.  On  an  echocardiogram, 
normal  left  ventricular  dimensions  and  systolic 
function  were  noted.  Septal  compression  con- 
sistent with  elevated  right  heart  pressures  was 
seen.  Moderate  tricuspid  insufficiency  was 
present  and  allowed  calculation  of  an  estimated 
systolic  pulmonary  artery  pressure  of  60  mm  Hg. 
Significant  right  heart  dilatation  was  confirmed. 

DIFFERENTIAL  DIAGNOSIS 

Michael  Pasquale,  M.D. 

I Lave  been  asked  to  discuss  the  differential  di- 
agnosis of  progressive  dyspnea  in  this  healthy 
>oung  female  who  developed  her  symptoms  over 
a 6 week  period.  A thorough  history  and  physi- 
cal examination  can  often  give  clues  to  the  diag- 
nosis, even  before  the  laboratory  and  radiologic 
‘ -na  are  known.  Common  causes  of  new  onset 
dyspnea  in  a young  person  include  pneumonia, 
pulmonary  embolus,  spontaneous  pneumotho- 
rax, asthma,  cardiogenic  pulmonary  edema,  se- 
vere anemia,  and  hyperthyroidism.  This  patient 
had  no  history  of  fevers,  chills,  or  sputum  produc- 
tion, and  signs  of  pulmonary  consolidation  (bron- 
chial breath  sounds,  increased  fremitus,  and 
egophony)  were  absent,  making  pneumonia  un- 
likely. She  had  no  history  of  prolonged  immobili- 
zation, trauma,  oral  contraceptive  use,  sickle  cell 
anemia  or  polycythemia,  all  of  which  predispose 
to  pulmonary  embolus.  Likewise,  her  examina- 
tion failed  to  reveal  a pleural  friction  rub,  elevat- 
ed hemidiaphragm,  right  sided  S3  gallop,  or 


increased  intensity  of  P2.  Patients  with  spon- 
taneous pneumothorax  usually  present  with  sud- 
den onset  of  chest  pain  and  dyspnea  after 
straining,  coughing  or  air  travel.  Predisposing 
conditions  include  emphysema,  a history  of  chest 
trauma,  or  interstitial  lung  disease,  especially  eo- 
sinophilic granuloma.  Spontaneous  pneumotho- 
rax is  accompanied  by  decreased  breath  sounds 
on  the  side  of  the  pneumothorax  with  decreased 
fremitus  and  a tracheal  shift,  not  present  in  to- 
day’s patient.  The  patient  had  no  previous  histo- 
ry or  family  history  of  asthma  or  atopic  disease, 
and  no  wheezing  was  heard  on  examination.  She 
had  no  signs  of  cardiogenic  pulmonary  edema 
(rales,  heart  murmur,  S3  gallop).  Severe  anemia 
is  accompanied  by  pallor,  while  hyperthyroidism 
is  usually  associated  with  tremor,  exophthalmos 
and  tachycardia,  not  present  in  the  patient  un- 
der discussion. 

Pulmonary  embolus  remains  as  a possible 
cause  of  this  patient’s  dyspnea.  There  have  been 
seven  cases  of  pulmonary  embolus  occurring  in 
patients  on  clomiphene  reported  to  the  manufac- 
turer.^ This  chemical  has  a molecular  structure 
similar  to  estrogen  and  acts  as  a competitive  in- 
hibitor by  binding  to  estrogen  receptors.  It  may 
share  some  of  estrogen’s  propensity  to  induce 
thrombosis. 

Otherwise,  review  of  laboratory  and  radio- 
graphic  studies  supports  our  exclusion  of  the 
above  common  causes  of  new  onset  dyspnea  and 
yield  valuable  clues  to  the  diagnosis.  Of  note,  the 
patient  was  hypoxemic,  with  no  improvement 
while  breathing  pure  oxygen.  This  indicates  that 
shunting  of  unoxygenated  blood  rather  than  an 
alveolar  ventilation-perfusion  mismatch  is  the 
cause  of  her  hypoxemia.  Such  shunting  may  oc- 
cur within  either  the  heart  or  lungs. 

The  EKG,  with  right  axis  deviation,  an  S-wave 
in  lead  I,  Q-  wave  in  lead  III,  and  T-wave  inver- 
sion in  lead  III,  is  strongly  suggestive  of  acute  cor 
pulmonale/pulmonary  hypertension.  This  pat- 
tern is  found  in  25%  to  35%  of  patients  with  this 
disorder.  The  electrocardiogram  also  shows  T- 
wave  inversion  in  the  right  precordial  leads,  a 
non-specific  finding  which  may  be  seen  in  right 
ventricular  pressure  overload. 

The  patient’s  echocardiogram  revealed  normal 
left  ventricular  size  and  systolic  function.  The  in- 
traventricular septum,  however,  was  flattened  in- 
stead of  curving  convexly  towards  the  right 
ventricle  as  it  does  normally.  This  flattening  was 
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noted  throughout  the  cardiac  cycle  both  in  systole 
and  diastole.  Such  septal  flattening  is  common 
during  diastole  when  there  is  volume  overload  of 
the  right  ventricle.  It  is  seen  during  both  diastole 
and  systole  when  there  is  pressure  overload  of  the 
right  ventricle.  The  echocardiogram  further  re- 
vealed a normal  left  atrial  size  without  evidence 
of  mitral  disease  or  left  atrial  myxoma.  The  right 
ventricle  was  notably  enlarged  without  evidence 
of  pulmonic  stenosis  or  insufficiency.  The  right 
atrium  was  enlarged  and  moderate  tricuspid 
regurgitation  was  present.  Through  Doppler 
analysis  of  the  tricuspid  regurgitant  jet  and  ap- 
plication of  the  Bernoulli  equation,  pulmonary 
artery  systolic  pressure  was  estimated  to  be  60 
mm  Hg.  There  was  no  evidence  of  intracardiac 
shunt  on  Doppler  and  color-flow  interrogation  of 
the  atrial  and  ventricular  septa.  The  echocardi- 
ogram also  failed  to  reveal  evidence  of  pulmonary 
artery  stenosis  or  cor  triatriatum  (a  disorder  in 
which  a membrane  is  present  in  the  left  atrium 
restricting  flow). 

Thus,  with  the  additional  help  of  laboratory 
and  radiographic  data,  most  of  the  less  common 
causes  of  new  onset  dyspnea,  listed  in  Table  1,  can 
be  ruled  out.  In  addition,  we  have  clues  to  suggest 
that  this  patient’s  dyspnea  is  due  to  pulmonary 
hypertension.  Causes  of  diffuse  parenchymal 
lung  disease  leading  to  precapillary  pulmonary 
hypertension  are  listed  in  Table  2.  The  chest  x- 
ray  may  be  normal  in  patients  with  interstitial 
pulmonary  disease.  However,  unlike  our  patient, 
the  DLco  is  frequently  reduced.  In  this  patient 
there  were  no  clinical  or  radiologic  findings  to 
suggest  any  of  the  diseases  listed. 


TABLE  1 

Less  Common  Causes  of  Dyspnea  in  a Young  Female 

Interstitial  pulmonary  disease 
Sarcoidosis 

Primary  pulmonary  hypertension 
Intravenous  drug  use 
Chronic  pulmonary  emboli 
Left  ventricular  dysfunction  (systolic  and  diastolic) 
Mitral  stenosis  with  chronic  pulmonary  vascular 
congestion 
Left  atrial  myxoma 
Cor  triatriatum 

Pulmonary  valve  or  pulmonary  artery  stenosis 
Right  to  left  intracardiac  shunt 


TABLE  2 

Causes  of  Diffuse  Parenchymal  Lung  Disease  Leading 
to  Precapillary  Pulmonary  Hypertension 

Sarcoidosis 

Progressive  systemic  sclerosis 
Idiopathic  interstitial  fibrosis 
Cystic  fibrosis 
Schistosomiasis 

Pulmonary  arteritis  (Takayasu’s,  granulomatous) 
Idiopathic  hemosiderosis 


Ventilatory  disorders  that  lead  to  secondary 
pulmonary  hypertension  without  pulmonary 
parenchymal  disease  are  characterized  by 
hypoventilation,  carbon  dioxide  retention,  and 
pulmonary  vasoconstriction.  These  disorders  in- 
clude primary  central  hypoventilation,  peripher- 
al obstructive  sleep  apnea,  obesity-hypo- 
ventilation syndrome,  poliomyelitis  and  myasthe- 
nia gravis.  This  patient’s  course  was  character- 
ized by  tachypnea  and  hypocapnia,  and  she  had 
no  clinical  characteristics  to  suggest  these  dis- 
eases. 

Several  rare  diseases  are  unlikely  in  this  pa- 
tient but  should  be  mentioned.  Mediastinal  fibro- 
sis, also  known  as  sclerosing  mediastinitis,  is  a 
disease  of  uncertain  etiology,  usually  recognized 
when  it  produces  superior  vena  cava  (SVC)  ob- 
struction. Occasionally,  however,  the  fibrosis  is  lo- 
cated primarily  in  the  posterior  mediastinum 
and  may  involve  selectively  one  or  several  of  the 
pulmonary  veins.  In  those  cases  it  may  produce 
pulmonary  hypertension  with  pulmonary  edema 
indistinguishable  from  severe  left  sided  heart 
failure.  Pulmonary  venous  occlusive  disease,  a 
disease  of  unknown  cause,  is  characterized  patho- 
logically by  wide-spread  occlusion  of  pulmonary 
venules  by  fibrous  tissue  and  intimal  prolifera- 
tion. There  is  resultant  engorgement  of  the  pul- 
monary capillaries,  pulmonary  edema,  and  often 
hemorrhage.  Both  diseases  usually  can  be  diag- 
nosed only  by  cardiac  catheterization,  which 
demonstrates  severe  pulmonary  hypertension 
with  a normal  pulmonary  capillary  wedge  pres- 
sure. This  is  due  to  selective  involvement  of  the 
pulmonary  veins.  Open  lung  biopsy  has  also  been 
used  to  establish  these  diagnoses. 

At  this  point  we  have  eliminated  most  of  the 
disorders  associated  with  secondary  pulmonary 
hypertension.  However,  the  possibilities  that  this 
patient  may  have  multiple  pulmonary  emboli  or 
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primary  pulmonary  hypertension  (PPH)  remain. 
Before  the  diagnosis  can  be  made,  we  must  be 
doubly  sure  that  a secondary,  cardiogenic  cause 
of  pulmonary  hypertension  is  not  present. 
Although  our  ability  to  detect  left  to  right  shunts 
with  echocardiography  has  been  greatly  en- 
hanced by  the  use  of  Doppler  and  colorflow  tech- 
niques, these  studies  are  highly  dependent  on  the 
available  acoustic  window  and  are  not  100%  sen- 
sitive. The  final  test  required  to  confirm  our  pre- 
sumed diagnosis  of  PPH  and  to  rule  out  the 
extremely  rare  conditions  of  mediastinal  fibrosis 
and  pulmonary  veno-occlusive  disease  is  cardiac 
catheterization. 

Prior  to  initiating  catheterization,  one  should 
review  the  intracardiac  shunts  which  may  ulti- 
mately produce  pulmonary  hypertension  (Table 
3).  I’m  sure  that  this  was  done  by  Dr.  West,  who 
performed  the  catheterization  and  will  report  on 
the  results. 


TABLE  3 

Causes  of  Intracardiac  Shunts 

Atrial  septal  defect 

Partial  anomalous  pulmonary  venous  return  to  the  right 
atrium 

Sinus  of  Valsalva  fistula  to  the  right  atrium  or  right 
ventricle 

Coronary  fistula  to  the  right  atrium  or  right  ventricle 

Ventricular  septal  defect 

Patent  ductus  arteriosus 

Aortopulmonary  window 

Anomalous  coronary  artery  arising  from  the  pulmonary 
artery 


CARDIAC  CATHETERIZATION 

Joseph  West,  M.D. 

We  were  very  much  concerned  about  the  pa- 
tient’s history  of  abrupt  onset  of  dyspnea,  even 
more  abrupt  than  implied  by  the  case  presenta- 
tion. However,  with  an  indeterminate  lung  scan, 
we  felt  that  pulmonary  emboli  were  less  likely  to 
be  the  cause  of  her  symptoms,  and  we  decided  to 
proceed  with  cardiac  catheterization.  As  patients 
with  suspected  pulmonary  hypertension  are 
evaluated,  some  consideration  has  to  be  given  to 
the  fact  that  pulmonary  or  cardiac  angiography 
can  be  potentially  life-threatening.  With  these 
studies,  there  is  a reported  mortality  of  up  to  5% 
in  such  patients.  Therefore,  we  attempted  to  care- 
fully choose  the  appropriate  tests  and  the  correct 
order  of  testing. 


The  cardiac  catheterization  was  done  to  try  to 
find  the  nature  of  her  shunt  and  to  establish  the 
anatomy  and  physiology  as  best  we  could  based 
on  the  final  differential  diagnosis  that  Dr. 
Pasquale  gave  you.  We  chose  to  use  a nonionic 
contrast  agent.  There  is  some  thought  that  non- 
ionic dyes,  which  result  in  less  of  a hemodynam- 
ic load,  may  be  safer  in  these  patients.  We  also 
attempted  to  avoid  atrial  and  ventricular  dys- 
rhythmias, which  can  be  caused  by  motion  of  in- 
tracardiac catheters.  Finally,  we  attached  the 
patient  to  a pulse  oximeter  to  monitor  her  oxy- 
gen saturation  and  maintained  her  on  6 liters  of 
oxygen  by  nasal  cannula.  This  lady  was  very 
frightened  and  required  sedation  to  attempt  to 
decrease  the  workload  of  her  heart  during 
catheterization.  We  were  afraid  that  we  might 
oversedate  her  and  cause  some  respiratory 
depression  on  that  basis. 

At  the  onset  of  the  catheterization,  I carefully 
placed  a sheath  in  both  the  right  and  left  femoral 
veins  and  did  flush  injections  to  look  for  gross  evi- 
dence of  clot  so  that  we  would  not  be  pushing 
catheters  through  a clot  and  potentially  dislodg- 
ing it.  This  was  done  because  the  patient  could 
have  had  pulmonary  emboli.  Having  not  seen  any 
clot,  we  advanced  a catheter  through  the  inferi- 
or vena  cava  (IVC)  and  right  atrium  (RA)  into  the 
SVC.  Thereafter  we  obtained  serial  oxygen  satu- 
rations (Table  4)  at  various  locations  within  the 
cardiopulmonary  tree.  The  SVC  oxygen  satura- 
tion was  53%.  In  keeping  with  the  patient’s  sys- 
temic hypoxia,  the  blood  returning  to  the  right 
heart  was  desaturated,  with  no  step  up  from  the 
SVC  to  the  main  pulmonary  artery  (MPA). 


TABLE  4 

Oxygen  Saturations  During  Catheterization 

LOCATION 

% SATURATION 

Pulse  oximetry 

90 

High  SVC 

59 

Low  SVC 

56 

Mid  RA 

56 

IVC 

59 

LA 

77 

LV 

79 

Pulse  oximetry 

81 

PV 

99 

SVC 

53 

RV 

47 

MPA 

50 
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During  the  measurement  of  oxygen  satura- 
tions, the  patient  went  into  atrial  flutter  with  a 
2:1  block.  She  tolerated  it  well,  and  we  were  able 
to  convert  her  with  digoxin  and  verapamil.  There- 
after, I crossed  from  the  RA  into  the  left  atrium 
(LA)  in  the  area  of  the  foramen  ovale.  Whether  I 
crossed  an  atrial  septal  defect  (ASD)  or  a patent 
foramen  ovale  will  be  discussed  later. 

The  LA  saturation  was  77%,  which  correspond- 
ed well  to  the  systemic  oxygen  saturation,  which 
had  dropped  to  81%.  In  addition,  I knew  that  I 
was  in  the  left  heart  by  pressure  tracings  and  by 
injection  of  dye  to  prove  it  definitively.  I also  en- 
tered the  left  upper  pulmonary  vein  (PV)  which 
had  a 99%  saturation.  This  saturation  data 
strongly  suggests  a right  to  left  shunt  at  the  lev- 
el of  the  LA. 

The  opening  in  the  atrial  septum,  through 
which  I had  crossed  into  the  LA,  was  approxi- 
mately 1 cm.  in  diameter.  Tamponade  of  the  open- 
ing with  an  inflated  balloon  catheter  resulted  in 
an  increase  in  the  LA  oxygen  saturation  to  98%. 
This  again  suggests  a right  to  left  shunt  with  cor- 
rection after  plugging  of  the  hole  with  an  inflat- 
ed balloon. 

Pressure  measurements  during  catheterization 
showed  elevated  RA,  right  ventricular  (RV),  and 
pulmonary  artery  pressures  (PAP)  with  a mean 
PAP  of  60  mm  Hg.  These  values  were  consistent 
with  severe  pulmonary  hypertension. 

Green  dye  injected  both  at  the  level  of  the  SVC 
and  the  RV  and  sampled  from  the  left  ventricle 
(LV)  gave  additional  evidence  for  a right  to  left 
shunt  occurring  at  the  atrial  level.  There  was  no 
evidence  of  a left  to  right  shunt. 

On  calculation,  the  pulmonary  vascular 
resistance  was  significantly  elevated,  and  com- 
paring systemic  blood  flow  to  pulmonary  blood 
flow,  the  calculated  right  to  left  shunt  was  0.64 
(Table  5). 


TABLE  5 

Calculated  Hemodynamic  Data 

Systemic  blood 

4.06  L/min 

flow 

2.0  L/min/m^ 

(N=2.8  to  4.5) 

Systemic  vascular 
resistance 

1555.5* 

(N  = 1170  -1-  270) 

Pulmonary  blood 

2.6  L/min 

flow 

1.3  L/min/m^ 

(N=2.8  to  4.5) 

Pulmonary  Vascular 
resistance 

1660.0* 

(N=67  -1-  30) 

R to  L Shunt 

2.6  = 0.64 

*Units  = Dynes-sec- 

4.06  1 

cm'^ 

With  the  information  from  the  green  dye  injec- 
tion, I felt  that  we  had  obtained  what  we  needed 
to  know.  I did  not  make  multiple  angiographic  in- 
jections, but  made  only  flush  injections  to  confirm 
catheter  positions.  I did  not  do  a left  heart 
catheterization  because  I wanted  to  minimize  the 
risk  to  the  patient. 

Dr.  Pasquale: 

A pulmonary  angiogram  was  also  done  which 
was  normal,  thus  ruling  out  definitively  pulmo- 
nary embolus  as  a cause  of  the  patient’s  pulmo- 
nary hypertension.  The  question  now  arises 
whether  this  patient  had  a previous  ostium 
secundum  ASD  with  left  to  right  shunting  and 
eventual  pulmonary  hypertension.  The  ostium 
secundum  ASD  is  located  in  the  region  of  the  fos- 
sa ovale  as  was  this  patient’s  septal  defect.  It  is 
the  most  common  ASD  comprising  70%  of  all 
ASD’s  compared  to  approximately  15%  each  for 
stium  primum  and  sinus  venosus  defects.  Ostium 
secundum  ASD’s  occur  three  times  more  com- 
monly in  females  than  in  males.  It  is  not  uncom- 
mon for  patients  to  be  asymptomatic  well  into 
their  fourth  decade.  As  many  as  30%  of  all  adult 
patients  with  ASD’s  will  develop  pulmonary 
hypertension.  The  EKG  in  patients  with  an  osti- 
um secundum  ASD  usually  reveals  right  axis 
deviation  as  was  seen  in  this  patient.  Evidence 
for  RV  hypertrophy  and  an  RSR’  pattern  fre- 
quently is  seen,  and  is  attributed  to  hypertrophy 
of  the  right  ventricular  outflow  tract.  This  con- 
trasts to  the  EKG  seen  in  an  ostium  primum  ASD 
where  left  axis  deviation  is  characteristic.  Sinus 
venosus  defects  are  usually  accompanied  by  low 
atrial  rhythms  with  a negative  P-wave  seen  in 
lead  III.  Anomalous  pulmonary  venous  return  is 
a frequent  accompaniment  of  the  sinus  venosus 
ASD. 

It  is  possible  that  our  current  patient  may  have 
had  an  ostium  secundum  ASD  which  over  a peri- 
od of  time  resulted  in  pulmonary  hypertensiox; 
and  eventually  led  to  predominantly  right  to  left 
shunting  at  the  atrial  level.  Eisenmenger’s  syn- 
drome is  the  term  used  to  describe  any  commu- 
nication between  the  systemic  and  pulmonary 
circulations  that  produces  pulmonary  vascular 
hypertension  and  predominant  right  to  left 
shunting.  It  is  interesting  to  note  that  the  pa- 
tient’s symptoms  became  acutely  worse  while 
moving  furniture.  The  Valsalva  maneuver  which 
accompanies  heavy  lifting  transiently  increases 
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right  atrial  pressure  in  comparison  to  left  atrial 
pressure  and  thereby  increases  the  magnitude  of 
the  right  to  left  shunt  at  the  atrial  level.  This 
results  in  acute  dyspnea. 

An  alternative,  equally  suitable  hypothesis  is 
that  the  patient  has  PPH  and  that  the  current 
right  to  left  shunt  is  secondary  to  pulmonary 
hypertension  forcing  open  the  foramen  ovale. 
PPH  is  the  name  given  to  a disease  syndrome 
which  results  in  pulmonary  hypertension  but  for 
which  there  is  no  apparent  cause.  The  recognition 
of  pulmonary  vascular  disease  as  a primary  cause 
of  pulmonary  hypertension  was  first  described  by 
autopsy  studies  performed  by  Romberg  in  1891. 
Dr.  Romberg  described  a case  of  a patient  with 
unexplained  pulmonary  hypertension  in  which 
he  found  sclerosis  of  the  pulmonary  arteries  in 
the  absence  of  underlying  heart  or  lung  disease.^ 
The  term  PPH  was  coined  in  1951  by  Dresdale 
and  associates  who  collected  data  on  39  patients 
with  unexplained  pulmonary  hypertension.^  By 
1971,  more  than  600  cases  of  PPH  had  been 
reported.  In  1981,  the  National  Heart,  Lung  and 
Blood  Institute  (NHLBI)  initiated  the  Patient 
Registry  for  the  Characterization  of  Primary 
Pulmonary  Hypertension.  The  NHLBI  for  the 
first  time  sought  to  collect  information  prospec- 
tively from  32  U.S.  Medical  Centers  to  better 
characterize  the  clinical  features  of  patients  with 
PPH.  The  registry  enrolled  patients  over  five 
years  and  maintained  follow-up  for  seven  and  a 
half  years  in  order  to  clarify  the  natural  history 
and  survival  of  patients  with  this  disease.'^  Most 
of  my  remarks  have  been  drawn  from  information 
compiled  in  that  study. 

PPH  is  an  uncommon  disorder  which  is  most 
frequently  seen  in  young  women.  The  female  to 
male  ratio  is  approximately  1.7:1.  The  highest 
prevalence  occurs  in  the  third  and  fourth  decades 
in  both  men  and  women.  It  is  characterized  by  a 
progressive  decrease  in  the  cross  sectional  area 
of  the  pulmonary  vascular  bed.  It  begins  with 
vasoconstriction  of  the  precapillary  pulmonary 
arterioles  followed  by  medial  and  then  intimal 
thickening  with  a resultant  onion-skin  appear- 
ance. Late  lesions  include  necrotizing  arteritis 
and  plexiform  lesions. 

The  cause  of  PPH  remains  unknown.  Its  occa- 
sional association  with  collagen  vascular  dis- 
eases has  led  to  the  suspicion  that  it  is  an 
autoimmune  disease.  Approximately  10  to  30% 
of  patients  with  PPH  also  exhibit  Raynaud’s 
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phenomenon,  and  the  frequency  of  PPH  is  very 
high  in  patients  with  scleroderma. 

PPH  may  also  result  from  a hypersensitive 
reaction  to  certain  drugs.  Numerous  cases  were 
reported  after  the  use  of  an  anorexigenic  drug, 
aminorex  fumarate,  in  Europe  in  1965.  This  has 
been  the  only  toxin  which  has  been  causally 
related  to  the  development  of  PPH. 

Symptoms  of  PPH  include  exertional  dyspnea, 
fatigue,  syncope,  chest  pain,  hemoptysis,  and 
swelling  in  the  extremities.  Dyspnea  is  by  far  the 
most  common  initial  symptom  and  eventually  oc- 
curs in  virtually  all  patients.  Studies  on  the 
mechanism  of  dyspnea  suggest  that  although 
lung  function  is  intrinsically  normal,  patients 
with  PPH  hyperventilate  to  compensate  for  ar- 
terial hypoxemia  resulting  from  the  combination 
of  reduced  cardiac  output  and  ventila- 
tion perfusion  inequalities  in  the  lung.^  Fatigue 
occurs  in  approximately  73%  of  patients.  Chest 
pain,  which  can  be  typical  angina,  is  seen  in  47 % 
of  patients  and  is  often  precipitated  by  stress. 
This  may  represent  right  ventricular  ischemia. 

Physical  findings  in  patients  with  PPH  include 
an  increase  in  the  pulmonic  component  of  the  sec- 
ond heart  sound  (93%  of  patients),  a right  sided 
third  heart  sound  (23%  of  patients),  and  a right 
sided  fourth  heart  sound  (38%  of  patients).  A 
tricuspid  regurgitation  murmur  is  very  frequent 
as  is  a diastolic  pulmonary  valve  murmur.  Club- 
bing is  specifically  not  a feature  of  PPH  in  con- 
trast to  patients  with  chronic  lung  disease  or 
pulmonary  hypertension  secondary  to  a congen- 
ital heart  defect,  in  which  clubbing  may  be 
marked. 

The  chest  x-ray  in  patients  with  PPH  usually 
reveals  enlargement  of  the  main  and  hilar  pul- 
monary arteries  with  pruning  of  the  peripheral 
vasculature.  As  a general  rule  the  lung  fields  are 
clear.  Cardiomegaly  may  be  seen  with  notable  en- 
largement of  the  right  ventricle  and  right  atri- 
um. On  EKG  right  axis  deviation  and  right 
ventricular  hypertrophy  are  present,  and  ST  seg- 
ment depression  in  the  right  precordial  leads, 
which  is  correlated  with  pressure  overload  of 
right  ventricle,  may  be  seen.  On  pulmonary  func- 
tion testing,  total  lung  capacity  and  forced  vital 
capacity  are  usually  normal.  However,  DLco 
may  be  significantly  less  than  predicted. 

The  lung  perfusion  scan  has  been  found  to  be 
abnormal  in  58%  of  patients.  The  abnormality  is 
usually  described  as  a diffuse  patchy  pattern  and 
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is  usually  distinguishable  from  the  multiple  sub- 
segmental  defect  pattern  seen  with  pulmonary 
emboli. 

Echocardiography  is  characterized  by  normal 
left  ventricular  size  and  systolic  function  with 
paradoxic  septal  motion  and  a leftward  bowing 
I of  the  intraventricular  septum  during  both  sys- 

1 tole  and  diastole.  The  echocardiogram  should  be 
j able  to  exclude  congenital  heart  disease  or  val- 
vular heart  disease.  Doppler  can  be  used  to  deter- 
mine the  pulmonary  artery  pressure  by  analysis 
of  the  tricuspid  regurgitant  flow  velocity.  En- 
largement of  the  right  ventricle  and  right  atri- 
' um  is  usually  present.  Mid-systolic  closure  of  the 
i pulmonic  valve  is  commonly  seen.  Doppler  anal- 
ysis of  left  ventricular  inflow  through  the  mitral 
valve  may  show  a marked  redistribution  of  left 
ventricular  filling  from  early  to  late  diastole. 
This  is  suggestive  of  left  ventricular  diastolic  dys- 
function which  may  be  secondary  to  the  ventric- 
ular septal  distortion. 

Cardiac  catheterization  is  an  absolute  require- 
ment for  establishing  a diagnosis  of  PPH. 
Catheterization  will  allow  exclusion  of  in- 
tracardiac shunts  as  the  cause  of  pulmonary 
hypertension  and  will  confirm  the  absence  of  val- 
vular heart  disease.  In  the  NHLBI  study  the  aver- 
age PAP  was  60/18  mmHg.  There  were  normal 
pulmonary  capillary  wedge  pressures  and  mild- 
ly reduced  cardiac  indices.  Patients  with  more  se- 
vere symptoms  had  higher  mean  pulmonary 
I pressures.  Left  ventricular  end  diastolic  pressure 
may  also  be  elevated  due  to  impaired  left  ventric- 
ular diastolic  compliance. 

The  mean  survival  for  patients  with  PPH  from 
[ the  time  of  their  diagnosis  is  2-3  years.®'^  There 
are  patients,  however,  who  may  live  for  greater 
than  10  years  after  the  diagnosis  is  made.  The 
course  of  the  disease  follows  a rather  characteris- 
tic pattern.  In  the  early  stages  when  PAP  is  mild- 
ly elevated,  the  patient  is  usually  asymptomatic. 
As  PAP’s  rise,  dyspnea  may  become  apparent 
with  exercise.  Over  time  stroke  volume  becomes 
progressively  reduced,  and  hypoxemia  and  dysp- 
nea increase.  When  the  right  ventricle  fails, 
venous  congestion  with  peripheral  edema  be- 
comes apparent.  With  right  ventricular  failure, 
survival  beyond  two  years  is  unlikely.  Patients 
with  PPH  usually  die  of  either  right  ventricular 
failure  or  sudden  death.  The  mechanisms  for  sud- 
den death  may  be  related  to  a tachyarrhythmia 
with  loss  of  effective  atrial  systole  and  severe 
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hypotension.  Acute  pulmonary  embolus  or  right 
ventricular  infarction  can  also  be  causative. 

Medical  therapy  for  patients  of  PPH  has  had 
only  minimal  success.  Digoxin  therapy  may  in- 
crease the  systolic  function  of  the  right  ventricle. 
Numerous  vasodilator  drugs  have  been  used,  but 
their  effectiveness  varies  considerably  from  pa- 
tient to  patient.  Drugs  that  exert  a preferential 
effect  on  the  pulmonary  bed  are  sought  in  an  ef- 
fort to  reduce  systemic  vasodilation  which  may 
lead  to  hypotension,  syncope,  or  myocardial  ische- 
mia. Vasodilator  di'ugs,  however,  ma>  result  in  di- 
lation of  those  vessels  supplying  poorly 
ventilated  areas  of  the  lung  and  thus  worsen  the 
systemic  hypoxemia.  Of  the  many  drugs  which 
have  been  tried  in  the  therapy  of  PPH, 
calcium  channel  blocking  agents  and  angioten- 
sin converting  enzyme  inhibitors  have  found  the 
most  success,  albeit  limited.  Trials  of  such  drugs 
should  be  done  in  the  hospital  With  plactment  of 
a pulmonary  artery  catheter  to  determine 
changes  in  pulmonary  vascular  resistance  dur- 
ing drug  therapy.  Ii  is  yet  to  be  proven  that  any 
vasodilator  drug  administered  chronically  for 
PPH  can  alter  the  natural  history  of  the  disease. 

Anticoagulant  therapy  is  recommended  for  pa- 
tients with  PPH  based  on  the  data  from  Fuster 
et  al.^  which  suggests  a therapeutic  benefit  with 
respect  to  survival  in  patients  treated  with  an- 
ticoagulant therapy.  Recent  studies  have  suggest- 
ed that  the  intravenous  administration  of 
prostaglandins  may  result  in  pulmonary  artery 
dilation.  More  experience  regarding  their  long 
term  effectiveness  is  required. 

With  advances  in  organ  transplantation  the  op- 
tion of  heart-lung  transplantation  as  a viable 
therapy  is  now  available.  Perioperative  mortali- 
ty is  approximately  25-30%.®’®  In  patients  v/ho 
survive  heart-lung  transplant,  however,  a dra- 
matic improvement  in  lifestyle  can  be  expected. 
Patients  referred  for  heart-lung  transplant  due 
to  endstage  right  ventricular  failure  have  an 
average  survival  of  50  months  after  their  diagno- 
sis of  PPH  (symptom  duration  of  68  months).^® 
Of  interest,  the  Glanville  review  found  a patent 
foramen  ovale  in  19%  of  patients  as  was  noted  in 
the  patient  discussed  today.  Previous  studies 
have  found  that  patients  with  PPH  who  have  a 
patent  foramen  ovale  may  live  longer. Rich  has 
even  advocated  the  creation  of  an  atrial  septal 
defect  to  reduce  pre-load  on  the  right  ventricle 
and  thus  reduce  right  ventricular  wall  stress. 
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In  conclusion,  we  have  been  presented  with  a 
30-year-old  female  with  progressive  dyspnea  over 
a six  week  period.  I feel  that  the  most  likely  di- 
agnosis is  that  of  PPH  with  a patent  foramen 
ovale,  although  an  ostium  secundum  ASD  with 
Eisenmenger’s  syndrome  cannot  be  entirely  ex- 
cluded. It  is  impossible  to  further  distinguish  be- 
tween these  two  based  upon  clinical  or 
angiographic  data,  and  the  therapeutic  and  prog- 
nostic implications  of  these  diagnoses  at  this 
point  in  the  patient’s  history  are  the  same. 

Dr.  West:  The  patient  was  anticoagulated  after  di- 
agnostic studies  and  remains  on  coumadin. 

A physician:  What  has  happened  to  the  patient? 
Dr.  West:  Our  choice  of  treatment  was  heart-lung 
transplant.  She  was  evaluated  at  Columbia  a cou- 
ple of  weeks  ago  with  the  information  that  we  ob- 
tained here,  and  she  has  been  accepted  on  their 
transplant  list.  She  has  not  quite  made  up  her 
mind  yet  whether  this  is  what  she  wants,  so  she 
is  not  on  their  active  list  at  the  moment. 

A physician:  Aren’t  there  some  concerns  about  in- 
surance problems  with  her? 

Dr.  West:  Initially  her  insurance  company  allocat- 
ed $10,000  for  a heart-lung  transplant,  but  I hear 
recently  that  this  problem  has  been  solved. 
Heart-lung  transplants  usually  cost  about 
$67,000  the  first  year. 

Dr.  Robert  Flinn:  Just  a comment.  This  is  a mar- 
velous example  of  excellent  diagnostic  efforts  in 
a very  complicated  patient.  Joe,  I think,  brilliant- 
ly demonstrated  what  was  going  on. 
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ARTERIAL  OXYGEN  SATURATION  IN  SEDATED  PATIENTS 
UNDERGOING  GASTROINTESTINAL  ENDOSCOPY  AND  A 
REVIEW  OF  PULSE  OXIMETRY 


ABSTRACT 


The  pulse  oximeter  is  a widely  used  noninva- 
sive  monitor  which  provides  a continuous  read- 
ing of  arterial  oxygen  saturation/  We  sought  to 
determine  if  patients  with  cardiopulmonary  dis- 
ease were  at  higher  risk  of  oxygen  unsaturation 
than  controls  during  gastrointestinal  endoscopy. 
Patients  presenting  for  upper  gastrointestinal 
endoscopy  and/or  colonoscopy  were  placed  into 
one  of  two  groups:  A.  control  population:  patients 
with  no  history  of  cardiac  and/or  pulmonary  dis- 
ease (N  = ll);  B,  test  population:  patients  with  a 
history  of  cardiac  and/or  pulmonary  disease 
(N  = 39).  The  procedure  was  performed  by  one  of 
14  equally  experienced  physicians.  The  Nellcor 
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N-lOO  Pulse  Oximeter  and  D-25  finger  probe 
were  used  to  monitor  arterial  oxygen  saturation 
which  was  recorded  at  five  minute  intervals  from 
commencement  of  intravenous  sedation  analge- 
sia to  15  minutes  post-procedure.  In  both  groups, 
the  oxygen  saturation  fell  to  statistically  signifi- 
cant. A:  98.3%  to  90.2%;  B:  97.7%  to  89.5%. 
However,  the  amount  of  unsaturation  which  oc- 
curred in  Group  B was  not  statistically  different 
from  Group  A.  Therefore,  history  of  prior  cardi- 
ac and/or  pulmonary  disease  does  not  increase 
the  degree  of  unsaturation  from  that  occurring 
in  patients  with  no  such  history. 

In  addition,  the  effects  of  age,  procedure,  dura- 
tion, I.V.  sedation,  and  individual  tolerance  on 
oxygen  unsaturation  were  studied  by  regression 
analysis  and  analysis  of  variance  (ANOVA).  Only 
the  upper  GI  endoscopy  patients  showed  a depen- 
dence of  oxygen  unsaturation  upon  one  of  the 
variables,  specifically  patient  tolerance.  It  is  con- 
cluded that  patients  at  risk  for  hypoxemia  dur- 
ing endoscopy  or  colonoscopy  cannot  be 
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determined  prior  to  the  initiation  of  the  proce- 
dure, and  it  is  recommended  that  all  of  these  pa- 
tients be  given  supplemental  oxygen  as  well  as 
monitored  with  a pulse  oximeter. 

INTRODUCTION 

Continuous  measurement  of  arterial  oxygen 
(SaOa)  saturation  with  a pulse  oximeter  has  be- 
come standard  in  many  clinical  areas.  ^ By  using 
arterial  pulsatile  light  variations  of  660  nm  and 
940  nm  wavelengths,  the  light  absorbance  differ- 
ences between  oxy-  and  deoxyhemoglobin  can  be 
deduced.  Empirical  algorithms  are  then  used  to 
fit  the  patient  measurement  to  a set  of  predeter- 
mined data  established  through  an  analysis  of 
volunteers.  The  pulse  oximeter  reading,  Sp02,  is 
then  an  estimate  of  the  arterial  oxygen  satura- 
tion, SaOa,  which  is  expressed  in  terms  of  per- 
cent hemoglobin  saturation.  This  estimate  has 
been  shown  to  be  accurate  within  6%  for  nine  cur- 
rently available  pulse  oximeters.^’^  In  addition, 
these  oximeters  individually  had  extremely  tight 
correlations  with  a reference  standard  (r  0.98). 
Finally,  the  pulse  oximeter  also  reports  the  heart 
rate. 

Although  the  credibility  of  pulse  oximetry  has 
been  established,  its  applications  have  been 
somewhat  limited  to  the  operating  room  and  in- 
tensive care  units.'^'^'^  Recently,  however,  studies 
have  examined  the  effects  of  intravenous  sedation 
analgesia  on  patients  undergoing  office  dental 
procedures,^®’^^'^^  and  gastrointestinal  laborato- 
ry procedures.^®  In  these,  the  pulse  oximeter  was 
used  to  monitor  oxygenation  and  it  was  observed 
that  patients  receiving  analgesia  desaturate  to 
significantly  lower  levels  than  those  without 
analgesia.  In  an  article  by  Lavies,®®  et  al,  pa- 
tients presenting  for  endoscopy  were  examined  to 
compare  the  effects  of  different  types  of  IV  seda- 
tion. Neither  the  amount  of  IV  sedation,  nor  the 
type  of  sedation  affected  the  amount  of  arterial 
oxygen  unsaturation.  Although  sedation  “tends 
to  decrease  arterial  oxygen  saturation  in  all  pa- 
tients,” a particularly  poor  tolerance  level  in 
some  patients  lead  to  greater  unsaturation  and 
was  found  to  be  related  to  physician  inex- 
perience.®® It  can  be  postulated  that  patients 
with  a cardiopulmonary  history  might  constitute 
another  risk  group. 

Therefore,  we  sought  to  determine  if  indeed  pa- 
tients with  cardiopulmonary  history  are  at 
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higher  risk  for  developing  hypoxemia  than  con- 
trols during  endoscopy  and/or  colonoscopy  proce- 
dures. Since  physician  inexperience  may 
influence  patient  reactions,  the  procedures  were 
always  performed  by  experienced  physicians,  e.g., 
gastroenterologists  and  colon  and  rectal 
surgeons. 

METHODS 

Fifty  patients  presenting  for  endoscopy  and/or 
colonoscopy  were  placed  into  one  of  two  groups. 
The  control  population  (N= 11)  consisted  of  those 
patients  with  no  history  of  cardiac  and/or  pulmo- 
nary problems.  The  test  population  (N=39)  con- 
sisted of  patients  all  of  whom  had  a history  of 
cardiac  and/or  pulmonary  problems.  The  proce- 
dure was  performed  by  one  of  14  physicians  ex- 
perienced in  endoscopy  and  colonoscopy,  with  all 
recorded  data  blind  to  the  physician  and  the 
nurse  assistant.  Patient  data  including  age,  sex, 
weight,  height,  cardiac  history  (CHF,  angina,  MI 
hypertension),  pulmonary  history  (COPD,  smok- 
ing, emphysema,  asthma,  chronic  bronchitis,  as- 
bestosis),  surgical  history,  and  chronic 
medications  were  recorded.  Pre-procedural  medi- 
cations, if  any,  were  noted.  A Nellcor  N-lOO  pulse 
oximeter  with  D-25  finger  oxy-sensor  and  a 
Dinamap  automatic  blood  pressure  machine 
were  used  to  monitor  patient  pulse  rate,  arterial 
oxygen  saturation,  and  blood  pressure.  Baseline 
data  were  recorded  for  all  patients  before  the 
start  of  the  procedure.  The  starting  time  of  the 
procedure  was  immediately  preceded  by  the  ini- 
tial IV  injection  for  sedation  and  analgesia.  Pa- 
tients received  a combination  of  the  following:  A) 
demerol  0-150mg;  and  B)  valium  0-30mg  or 
versed  0-7mg.  Any  additional  amount  of  IV  seda- 
tion and  the  time  it  was  given  were  noted.  Proce- 
dure completion  was  recorded  at  the  time  of  total 
removal  of  the  endoscope  or  colonscope.  Pulse 
rate,  arterial  oxygen  saturation,  and  blood  pres- 
sure were  recorded  at  five  minute  intervals  from 
the  start  of  the  procedure  continuing  to  15 
minutes  post-procedure.  In  addition,  after  the 
procedure,  each  patient  was  assessed  a tolerance 
rating  for  the  procedure  by  the  observer  (DMV) 
based  on  two  criteria: 

A.  patient  did  verbally  express  discomfort  to 
the  physician,  being  very  emphatic  about  the 
pain  experienced;  and 

B.  patient  did  have  difficulty  receiving  the 
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scope  and  either  struggled  or  gagged. 

For  a tolerance  rating  of  one,  the  patient  would 
exhibit  neither  of  the  above  criteria.  Only  criteria 
A earned  a patient  a tolerance  rating  of  two, 
while  a patient  meeting  both  criteria  would  be 
given  a rating  of  three.  After  the  procedure,  each 
patient  was  taken  to  the  recovery  room  for  obser- 
vation. 

Results  are  given  as  means  +/  - SEM.  Statisti- 
cal analysis  incorporated  student’s  paired  t-test, 
multiple  regression,  and  analysis  of  variance 
(ANOVA).  A statistical  significant  difference  as- 
sumed present  with  P values  of  0.05  or  less. 

RESULTS 

Mean  values  for  patient  age,  baseline 
hemoglobin  arterial  oxygen  saturation  (initial 
Sp02),  lowest  observed  arterial  oxygen  satura- 
tion (low  SPO2),  and  degi'ee  of  desaturation  are 
listed  in  Table  1 for  both  the  control  and  test 
populations.  There  were  no  significant  differ- 
ences between  control  and  test  population  values 
for  age,  initial  Sp02,  low  Sp02,  or  degi'ee  of  un- 
saturation. However,  within  each  group  the  low 
Sp02  was  significantly  different  (p  < .05)  from 
the  baseline  for  both  the  control  and  the  test 
populations. 


TABLE  1 

Mean  values  (X,  -t-  or -SEM)  for  patient  age,  base- 
line pulse  oximetry  oxygen  saturation,  Sp02,  lowest 

recorded  oxygen  saturation,  and 
amount  of  oxygen  saturation. 

the  maximal 

CONTROL  (11) 

TEST  (39) 

Age  57.8  (6.02) 

62.7  (2.11) 

Initial  SpOj  98.3%  (0.6) 

97.7%  (0.3) 

Lowest  SpOj  90.2%  (1.6) 

89.5%  (0.8) 

Delta  SpOj  -8.1%  (1.3) 

-8.2%  (0.9) 

No  significant  difference  between  control  and  test 
groups  *p  { 0.05  between  initial  oxygen  saturation 
and  lowest  oxygen  saturation  recorded. 

Multiple  regression  and  analysis  of  variance 
(ANOVA)  were  performed  on  both  the  endoscopy 
and  the  colonoscopy  patient  populations  compar- 
ing desaturation  to  age,  weight,  procedure  dura- 
tion, procedure  tolerance,  and  amount  of  IV 
sedation/kg  body  weight.  The  square  of  the  corre- 
lation coefficients  for  these  regressions  are  shown 
in  Table  2.  There  was  significant  correlation  only 
in  the  endoscopy  population  between  desatura- 
tion and  procedure  tolerance  (Figure  1).  Those  pa- 
tients with  a poor  procedural  tolerance  (rating  of 
T3)  unsaturated  to  a significantly  greater 
amount,  p > .05,  [X(SEM),  [-4.4%  +/-  1.00]  than 
those  patients  with  a procedural  tolerance  of  T1 
[.4/4%  +/ . .65]  or  T2  [-10.6%  -h/  - 1.86]. 


TABLE  2 

The  correlation  coefficients  squared  (r^  ) for  the 
regression  analysis  between  delta  oxygen  saturation 
and  other  variables. 

ENDOSCOPY  (22)  COLONOSCOPY  (28) 


Age 

0.0008 

0.0200 

Weight 

0.0377 

0.0000 

Duration 

0.0481 

0.0529 

Tolerance  Level 

0.7260 

0.0548 

Amount  Seda- 
tion (I.V.) 

0.0303 

0.0253 

DELTA  OXYGEN  SATURATION  (%) 

Figure  1.  Regression  of  delta  oxygen  saturation 
during  endoscopies  versus  tolerance  level.  The  dot- 
ted lines  ( — ) represent  95%  confidence  interval  on 
the  mean. 
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DISCUSSION 

Hypoxemia  during  gastrointestinal  procedures 
has  been  documented  in  the  past,®°®^  and  the 
procedure  itself  has  been  documented  as  the 
cause  of  oxygen  unsaturation. In  addition, 
since  gastrointestinal  procedures  require  heavy 
IV  sedation  and  analgesia  which  by  itself  has 
been  shown  to  cause  hypoxemia  as  well,®^  it  is 
reasonable  to  postulate  that  those  patients  with 
cardiac  and/or  pulmonary  disease  would  be  at  sig- 
nificant risk  for  hypoxemia.  However,  this  study 
showed  no  significant  correlation  between  the 
amount  of  unsaturation  and  a history  of  cardi- 
opulmonary disease.  Instead  patients  without 
cardiopulmonary  problems  desaturated  just  as 
easily  from  the  baseline  arterial  oxygen  satura- 
tion as  did  those  at  extra  risk. 

The  mean  duration  of  procedure  for  both  upper 
GI  endoscopy  and  colonoscopy  did  not  differ  be- 
tween those  patients  who  remained  saturated 
and  those  who  did  not,  nor  did  the  total  amount 
of  sedatives  and  analgesics. 

However,  a poor  tolerance  level  for  endoscopy 
was  significantly  correlated  with  the  amount  of 
unsaturation  regardless  of  clinical  status  (Fig.  1). 
Overall,  36%  of  the  endoscopy  patients  desaturat- 
ed below  90%.  Those  patients  who  experience 
pain,  discomfort,  and  difficulty  with  endoscopy 
were  at  greater  risk  of  arterial  oxygen  unsatura- 
tion. Patients  having  difficulty  with  endoscopy, 
who  went  into  laryngeal  spasm  and/or  gagged  on 
the  scope,  suffered  significant  unsaturation.  Once 
the  patient  was  calmed  down,  and  the  airway  re- 
stored, oxygenation  improved.  The  endoscopist 
thus  would  seem  to  be  in  a dilemma  in  deciding 
whether  to  give  additional  IV  sedation  to  a strug- 
gling patient  and  risk  hypoxemia  caused  by  the 
drugs  themselves;®°  or  to  allow  the  patient  to 
continue  in  discomfort  which,  according  to  this 
study  and  one  by  Lavies,  et  al,^®  also  causes  ad- 
ditional hypoxemia. 

Unlike  pre-existing  cardiac  and/or  pulmonary 
disease,  procedure  tolerance  is  a variable  which 
cannot  be  determined  prior  to  the  initiation  of  en- 
doscopy. Lavies,  et  al,'^®  significantly  correlated 
poor  procedural  tolerance  and  unsaturation  with 
physician  inexperience.  However,  this  should  not 
be  a factor  in  our  study,  as  all  endoscopies  were 
performed  by  physicians  experienced  in 
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colonoscopy  and  endoscopy.  Thus,  it  would  seem 
that  even  experienced  physicians  run  the  risk  of 
causing  hypoxemia  in  patients  with  poor  proce- 
dure tolerance. 

In  this  study  during  colonoscopy,  45%  of  the  pa- 
tients were  desaturated  below  90%.  However, 
there  was  no  significant  correlation  with  proce- 
dure tolerance  or  any  other  variable.  Therefore, 
in  both  colonoscopy  and  upper  GI  endoscopy,  the 
patient  who  is  apt  to  desaturate  cannot  be 
screened  beforehand. 

This  study  suggests  that  a pulse  oximeter 
device  should  be  used  to  monitor  arterial  oxygen 
saturation  in  all  patients  presenting  for  endosco- 
py and/or  colonoscopy.  Oxygenation  can  be  as- 
sessed during  and  after  the  administration  of  IV 
sedation/analgesia  throughout  the  whole  proce- 
dure. In  cases  with  poor  patient  tolerance,  the 
physician  can  use  pulse  oximeter  data  to  clinical- 
ly evaluate  whether  additional  IV  sedation 
should  be  given.  Although  the  causes  of  arterial 
oxygen  desaturation  during  gastrointestinal 
procedures  may  be  multifactorial  and  unpredic- 
table, the  fact  that  significant  desaturation  does 
occur  strongly  supports  this  type  of  patient 
monitoring. 

Supplemental  oxygen  is  given  to  improve  the 
oxygenation  status  of  patients  with  abnormal 
pulmonary  functions.  It  is  easy  to  use  and  inex- 
pensive. This  study  also  suggests  that  most  pa- 
tients undergoing  these  procedures  will  benefit 
from  supplemental  oxygen,  and  therefore  we 
recommend  its  use  routinely. 

DISCUSSION:  THE  HISTORY  OF  PULSE  OXIMETRY 

The  pulse  oximeter  is  an  accurate  noninvasive 
monitor  which  provides  a continuous  reading  of 
arterial  oxygen  saturation. The  hemoglobin 
dissociation  curve  (Figure  2)  describes  the  rela- 
tionship between  the  arterial  oxygen  saturation 
of  hemoglobin  and  the  oxygen  tension  in  arteri- 
al blood. 

Oximetry  has  its  origin  in  the  work  of  Nicolai, 
who  applied  the  Beer-Lambert  Law  to  the  study 
of  tissue  oxygenation  by  transmission  of  light 
through  the  hand  in  1931.^®  Beer’s  Law  simply 
states  that  “the  total  absorption  of  a system  of  ab- 
sorbers is  the  sum  of  the  independent  absorben- 
cies.”^^ Additional  studies  continued  to  advance 
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OXYGEN  TENSION  (mm  Hg) 

Figure  2.  The  hemoglobin  dissociation  curve.  At 
a PO2  of  27  mmHg,  hemoglobin  is  50%  saturated 
(body  temperature  and  standard  pressure).  At  a PO2 
above  lOOmmHg,  hemoglobin  is  essentially  100% 
saturated. 

* 

See  for  example:  Shapiro,  BA,  Harrison,  RA,  and 
Walton,  JR,  Clinical  Application  of  Blood  Gases.  Year 
Book  Medical  Publishers,  Inc.,  Chicago.  3rd  Edition. 
1985.  Chapter  9. 


oximetry.  In  1935,  Kramer  recorded  the  oxy- 
gen saturation  of  blood  using  a spectrophoto- 
metric  technique  with  one  wavelength  of 
light  on  unopened  vessels.^®  However,  he 
could  only  show  trends  in  saturation.®^  Also 
in  1935,  Matthes  created  the  first  in  vivo 
device  using  two  wavelength  transillumina- 
tion to  measure  the  oxygen  saturation  of 
blood  in  the  ear.®®  Although  both 
wavelengths  of  light  used  by  Matthes  are  sen- 
sitive to  oxyhemoglobin,  their  extinction 
coefficients  for  absorbance  are  different. 
Therefore,  one  wavelength  is  dependent  on 
arterial  oxygen  saturation  and  the  other  in- 
dependent. This  “independent”  wavelength 
of  light  compensates  for  tissue  thickness  and 
hemoglobin  content.®^  Thus,  by  applying 
Beer’s  Law,  Matthes  determined  the  in- 
dividual absorbance  attributed  to  the  oxy- 
hemoglobin in  arterial  blood. 

Moving  these  concepts  into  the  early  1940s, 
Millikan,  who  coined  the  term  ‘oximeter’, 
developed  a lightweight  practical  aviation 
ear  oximeter  to  evaluate  and  control  oxygen 
delivery  in  World  War  II  pilots.®®  In  addition, 
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Squire  and  Goldie  both  established  a method 
for  calibrating  the  instrument  at  the  begin- 
ning of  measurement  through  pneumatic  tis- 
sue compression  to  a ‘bloodless  zero’."*®’^^ 
Then,  in  1948,  Wood  added  an  inflatable  bal- 
loon cuff  to  Millikan’s  oximeter,  facilitating 
calibration.^^  As  a result,  this  became  the 
first  oximeter  marketed  and  was  manufac- 
tured by  the  Waters  company.  However,  in 
1951,  Kramer  and  J.  Elam  observed  that 
Beer’s  Law  did  not  hold  for  the  two 
wavelength  oximeter. ‘‘®  To  solve  this  theoret- 
ical problem,  a self-calibrating  eight- 
wavelength  oximeter  was  developed  in  1964 
by  Shaw  and  later  marketed  in  1976  by  the 
Hewlett  Packard  Company. ®®'‘®  Yet,  high 
cost,  sensitivity  to  motion  artifact,  and 
machine  size  limited  its  success.'^® 

Takuo  Aoyagi,  a Japanese  bioengineer,  was 
the  first  scientist  to  realize  that  arterial  pul- 
satile light  variation  could  be  used  to  obtain 
an  arterial  oxygen  saturation.‘‘‘*  As  an  em- 
ployee of  the  Shimadzu  Corporation,  his 
research  involved  computations  of  cardiac 
output  through  the  use  of  dye  dilution  curves. 
He  began  working  for  the  Nihon  Kohden  Cor- 
poration after  1971  and  developed  an  ear- 
piece densitometer  designed  to  measure 
cardiac  output  by  dye  dilution. Because 
pulsatile  variations  were  an  artifact  in  the 
light  signal  transmitted  though  the  ear,  an 
attempt  to  eliminate  them  led  to  the  discov- 
ery of  their  potential  use  in  measuring  oxy- 
gen saturation.  By  measuring  only  pulsatile 
changes  in  the  light  transmission,  the  varia- 
ble absorption  of  light  by  skin,  tissue,  bone, 
etc,  was  not  a factor  in  analysis.  Thus,  be- 
cause the  optical  characteristics  of  all  human 
blood  are  essentially  the  same  in  the 
wavelengths  of  light  chosen  for  transmission, 
no  calibration  of  the  pulse  oximeter  is  neces- 
sary after  the  initial  factory  setting. 
Only  arterial  hemoglobin  remained  as  the 
system  of  absorbers  described  in  Beer’s  Law; 
and  Aoyagi  used  the  absorptive  properties  of 
oxy-  and  deoxyhemoglobin  determined  with 
his  dye  experiments  to  choose  630-nm  and 
900-nm  wavelengths  for  the  light  pulse  trans- 
mission. Both  of  these  wavelengths  are  sen- 
sitive to  oxyhemoglobin,  yet  again,  because 
the  extinction  coefficients  are  different,  their 
responses  are  in  opposite  directions.  Conse- 

537 


Arterial  Oxygen  Saturation  - Visco 


quently,  unsaturation  will  increase  the  900  nm 
transmission  of  blood  but  decrease  the  630  nm 
transmission,  and  allow  calculation  of  the  ratio 
of  oxyhemoglobin  to  the  total  arterial 
hemoglobin.*^ 

By  1973,  Aoyagi  had  developed  a pulse  ox- 
imeter, the  OLV-5100,  ready  for  clinical  evalua- 
tion. Nakajima,  a Japanese  surgeon,  reported 
Aoyagi’s  device  in  a 1974  abstract  entitled  “Im- 
provement of  the  Earpiece  Oximeter.”^®  Except 
for  its  pulsatile  light  source,  this  oximeter  was 
very  similar  to  Millikan’s  1940  oximeter,  and  like 
its  predecessor,  unsatisfactory  performance 
prevented  its  success.  Aoyagi  was  not  assigned  by 
Nihon  Kohden  Corporation  to  resume  work  in 
the  development  of  the  pulse  oximeter  until  1985, 
when  he  focused  his  research  on  the  nonlineari- 
ty of  the  Beer’s  Law  relationship  discovered  in 

1984  44,47 

Because  there  was  no  foresight  in  the  potential 
uses  of  pulse  oximetry,  the  development  made  by 
Shaw  with  the  Hewlett  Packard  eight 
wavelength  oximeter  in  1976  and  by  Aoyagi  with 
the  pulse  oximeter  in  1974  generated  limited  in- 
terest. Also,  the  development  of  the  Clark  polaro- 
graphic  electrode^®  and  its  adaptation  to 
measure  the  oxygen  tension  of  blood  in  the  1950s 
led  to  the  establishment  of  transcutaneous  PO2 
monitoring  in  the  1970s  which  virtually  dis- 
placed the  use  of  the  bulky  ear  oximeter.  In  1981, 
the  first  successful  pulse  oximeter,  the  Biox  II, 
was  marketed  by  the  Ohmeda  Company.  Rebuck, 
et  al,  in  1983  found  this  to  be  comparable  to  the 
Hewlett  Packard  eight-wavelength  oximeter.^^ 
However,  the  tremendous  current  interest  in 
pulse  oximetry  can  be  attributed  to  anesthesiol- 
ogist William  New  and  engineer  Jack  Lloyd, 
founders  of  the  Nellcor  Company.  Fortunately, 
New  recognized  the  importance  of  having  an  ac- 
curate continuous  noninvasive  arterial  oxygen 
monitor  in  the  operating  room,  intensive  care 
unit,  and  various  other  clinical  situations  where 
patients  are  at  risk  of  hypoxemia.  In  1982,  the 
Nellcor  Pulse  Oximeter  was  the  first  device  with 
a pulsatile  display  and  a low  cost,  disposable  sen- 
sor.^^  The  machine  was  subsequently  marketed 
and  evaluated  for  accuracy  by  Yelderman  and 
New  in  1983.^  Yet,  in  1984,  it  was  shown  by 
Shimada,  et  al,^'  that  the  multiple  scattering  of 
light  caused  a theoretical  problem  with  the  satu- 
ration measurement  of  the  pulse  oximeter,  mak- 
ing Beer’s  Law  nonlinear.  Thus,  all  oximeters 
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inherently  overestimate  arterial  oxygen  satura- 
tion below  90  per  cent.  As  a result,  pulse  ox- 
imeters which  are  currently  marketed  today  use 
empirical  algorithms  and  a microprocessor  unit 
to  fit  the  patient  saturation  to  a set  of  previous- 
ly determined  data  acquired  from  a population 
analysis  of  volunteers.^® 

THE  CURRENT  STATUS  OF  ACCURACY 

There  are  over  15  brands  of  pulse  oximeters 
available  on  the  market,  most  having  light  emit- 
ting diodes  with  wavelengths  of  660  nm  (red)  and 
940  nm  (infra-red)  for  the  high  frequency  pulsa- 
tile light  source.  Also,  many  different  types  of  sen- 
sors which  are  designed  to  isolate  any  pulsating 
arterial  bed  are  available  for  areas  such  as  the 
ear,  the  finger,  and  the  toe.  In  addition,  sensors 
can  be  adapted  for  other  sites  as  well.^®'®®  A mul- 
tiwavelength co-oximeter  using  arterial  blood 
specimens,  the  IL-282,  for  example,  is  the  “gold- 
standard”  against  which  the  pulse  oximeter  oxy- 
gen saturation  measurement  is  compared.®^  Six 
of  the  pulse  oximeter  brands  were  evaluated  for 
accuracy  by  Severinghaus,®*^  et  al,  in  1987,  using 
suddenly  induced  profound  hypoxic  plateaus  in 
healthy  non-smoking  human  volunteers.  This  ex- 
periment showed  that  “the  pulse  oximeter  oxy- 
gen saturation  (SpOg)  reading  was  significantly 
too  low  with  finger  probes  at  55%  mean  arterial 
oxygen  saturation  (SaOg)”.®^  He  also  stated  that 
the  error  with  ear  probes  was  not  significant. 
However,  Sendak,®®  et  al,  in  1988,  developed  an 
animal  model  to  show  that  over  a wide  range  of 
oxyhemoglobin  unsaturation,  the  SpOg  meas- 
urements of  SaOg  greater  than  22%  are  ac- 
curate; and  that  hemoglobin  absorption 
characteristics  will  support  the  extrapolation  of 
these  results  to  humans.  It  is  generally  accept- 
ed, nonetheless,  that  the  pulse  oximeter  is  ac- 
curate in  humans  for  hemoglobin  saturation  in 
the  range  of  70%  to  100%.®^  This  range  would 
translate  to  a POg  range  of  40  mmHg  and  above, 
as  all  of  the  oxygen  dissociation  curve  values  for 
a PO2  greater  than  100  mmHg  represent  a 
hemoglobin  saturation  of  100%.®^  Feedback 
from  these  and  other  past  experiments,®®'®®  have 
led  to  modifications  by  manufacturers  to  further 
improve  instrument  accuracy. 

Pulse  oximetry  has  been  analyzed  extensively 
against  transcutaneous  PO2  as  an  effective,  ac- 
curate means  of  assessing  patient  oxygen 
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status, and  was  determined  to  have  many 
advantages  over  transcutaneous  POg  measure- 
ments. Unlike  the  pulse  oximeter,  transcutane- 
ous PO2  requires  site  preparation,  heating  of  the 
skin,  frequent  calibrations,  membrane  changes, 
slower  response  time,  and  fragile,  expensive 
probes.'^^  Also,  the  time  from  connection  to  the 
initial  patient  PO2  reading  is  approximately  five 
to  15  minutes  while  the  pulse  oximeter  satura- 
tion readings  are  available  about  15  seconds  af- 
ter sensor  application.'*^  As  a result  of  these 
advantages,  the  pulse  oximeter  is  an  invaluable 
patient  monitor  with  many  potential  clinical 
uses. 

THE  LIMITATIONS  OF  PULSE  OXIMETRY 

Although  the  problem  with  Beer’s  Law  has 
been  handled,  the  pulse  oximeter  has  other  limi- 
tations which  physicians  should  be  aware  of. 
First,  because  the  device  uses  two  wavelengths, 
it  can  only  distinguish  two  forms  of  hemoglobin; 
oxyhemoglobin  and  deoxyhemoglobin.  Conse- 
quently, when  levels  of  dyshemoglobins,  such  as 
sulfhemoglobin,  carboxyhemoglobin  (COHb)  and 
methemoglobin  (MetHb),  are  present  in  large 
amounts  they  will  cause  errors  in  the  pulse  ox- 
imeter saturation  readings.**®’®^  In  a letter  by 
Eisencraft,  et  al,®^  overestimations  in  arterial 
oxygen  saturation  are  stated  to  occur  in  the 
presence  of  COHb  and  MetHb.  These  implica- 
tions are  very  serious  as  hypoxemia  in  patients 
with  COHb  and  MetHb  may  not  be  detected  by 
the  monitor.  In  a study  by  Barker,  et  al,®^  carbon 
monoxide  inhalation  was  evaluated  for  pulse  ox- 
imetry and  transcutaneous  PO2.  Using  an 
animal  model  and  COHb  levels  varying  from  0% 
to  75%,  it  was  shown  that  the  pulse  oximeter 
overestimates  arterial  oxygen  saturation  while 
transcutaneous  PO2  falls  linearly  as  COHb  in- 
creases. Because  COHb  levels  in  the  10%  to  20% 
range  have  been  shown  to  occur  in  heavy  smok- 
ers, discrepancy  may  occur  when  monitoring 
these  patients.®®  Thus,  a smoker  with  a 30  year, 
3 pack  per  day  history  may  show  a pulse  oximeter 
saturation  reading  of  100%.  However,  while  this 
value  may  appear  suspicious,  only  an  invasive  or 
more  complex  method,  such  as  transcutaneous 
PO2,  would  obtain  a true  arterial  oxygen  satu- 
ration. 

The  effects  of  intravenously  administered  dyes, 
such  as  methylene  blue,  indigo  carmine,  and 


idocyanine  green,  on  pulse  oximetry  have  also 
been  studied.®®'^*  All  three  of  the  dyes  mentioned 
absorb  light  in  the  region  of  the  660  nm 
wavelength  used  by  the  pulse  oximeter.®®  There- 
fore, the  transmission  of  the  660  nm  wavelength 
light  will  decrease  and  indicate  desaturation. 
Thus,  when  methylene  blue,  indigo  carmine,  and 
indocyanine  green  are  used,  the  pulse  oximeter 
will  incorrectly  indicate  an  hypoxic  episode. 
However,  pulse  oximeters  are  not  the  only  spec- 
trometers affected  by  intravenous  dyes,  as  labora- 
tory multiwavelength  co-oximeters,  ihe  IL-282 
and  OSM-3,  are  also  subject  to  error  in  their 
presence.®® 

Ambient  light  from  surgical  lights  and  infra- 
red heating  lamps  has  been  shown  to  affect  the 
pulse  oximeter  oxygen  saturation  reading.^^'^^ 
Falsely  low  and  falsely  normal  saturation  read- 
ings have  both  been  shown  to  occur  with  this  t}qDe 
of  light  interference,  Neveitheless,  this  situation 
is  easily  remedied  by  covering  or  protecting  the 
pulse  oximeter  sensor  with  a towel  or  alcohol 
swab  foil  package  when  the  presence  of  ambient 
light  is  suspected. ^®’^® 

Recently,  the  effects  of  nail  polish  on  pulse  ox- 
imetry have  been  examined. ^^’^®  Cote,  et  al,  de- 
termined that  finger  sensors  used  on  nail  beds 
with  black,  blue,  and  green  nail  polish  produced 
statistically  significant  decreases  in  oxygen  satu- 
ration readings  relative  to  unpolished  nails.^^ 
Red  and  purple  nail  polish  did  not  affect  oxygen 
saturation  readings.  Regardless,  it  is  recommend- 
ed that  all  nail  polish  should  be  removed  routine- 
ly before  placement  of  the  pulse  oximeter  finger 
sensor  on  the  nail  bed. 

Errors  in  sensor  placement  are  responsible  for 
the  remaining  factors  affecting  the  pulse  ox- 
imeter: movement  of  the  sensor,  compression  of 
the  sensor,  and  inadequate  perfusion.^^’^®  By 
placing  the  sensor  in  an  area  which  will  be  sta- 
tionary and  protected,  motion  artifact  and  possi 
ble  sensor  compression  can  be  eliminated.  In  the 
operating  room,  when  the  patient  is  immobilized 
under  general  anesthesia  this  is  easily  accom- 
plished. However,  when  the  patient  is  alert  and 
can  move,  it  is  important  to  assure  the  status  of 
the  sensor  when  pulse  oximeter  readings  are 
taken.  In  addition,  because  the  pulse  oximeter  re- 
quires a pulsating  arterial  bed  to  obtain  oxygen 
saturation,  it  follows  that  vasoconstriction  and 
hypothermia  which  decrease  perfusion,  may 
result  in  a loss  of  pulse  detection  by  the  device.^® 


Del  Med  Jrl,  Oct.  1989-Vol.  61,  No.  10 


539 


Arterial  Oxygen  Saturation  - Visco 


Therefore,  the  sensor  must  be  placed  in  an  area 
of  adequate  perfusion  which  is  dependent  on  the 
physiological  status  of  the  patient. 

THE  APPLICATIONS  OF  PULSE  OXIMETRY  IN 
ADULTS 

The  limitations  of  pulse  oximetry  were  discov- 
ered mainly  when  clinical  use  of  the  device  began 
to  increase.  Pulse  oximetry  is  currently  used  in 
a wide  variety  of  clinical  situations  and  its  value 
during  pulmonary  artery  surgery®  and  one-lung 
ventilation®  has  been  established  in  the  operat- 
ing room.  Cooper,  et  al,  in  1987  evaluated  the  ef- 
fects of  feedback  of  pulse  oximeter  information  to 
the  anesthesiologist  during  anesthesia  against 
a control  group  receiving  no  feedback.  Although 
the  rate  of  complications  was  not  significantly 
different  between  the  two  groups,  hypoxia  and 
hypoxic  trends  were  consistently  correctly  acted 
upon  only  in  the  feedback  group.  Pulse  oximetry 
is  not  only  used  as  a monitor  for  patient  oxygen 
status  in  the  operating  and  recovery  room,  it  can 
be  used  in  surface  oximetry  to  assess  intestinal 
and  renal  perfusion  for  organ  viability  during 
surgery.®^  Thus,  this  is  a valuable  technique 
to  establish  the  vascular  status  of  areas  of  an 
ischemic  bowel  during  resection. 

Other  uses  for  pulse  oximetry  include:  determi- 
nation of  pre-and  postoperative  hypoxemia,®’^® 
assessment  of  patients  in  the  process  of  weaning 
from  supplemental  oxygen, “ aid  in  the  cannula- 
tion  of  the  femoral  artery, assessment  of  col- 
lateral arterial  blood  flow,^®  evaluation  during 
exercise  for  hypoxemia, measurement  of  systol- 
ic blood  pressure  by  noting  the  pressure  at  which 
the  pulse  wave  returns,^®’^®  and  management  of 
patients  with  unilateral  lung  disease.®’^®  In  addi- 
tion pulse  oximetry  can  be  used  in  patient  popu- 
lations receiving  anesthesia  and/or  analgesia  in 
the  absence  of  an  anesthesiologist.^^  Examples 
of  this  type  of  situation  are  the  dental  office  and 
the  gastrointestinal  procedure  laboratory,  the  lat- 
ter of  which  is  the  setting  for  our  study. 

THE  APPLICATIONS  OF  PULSE  OXIMETRY  IN  PEDI- 
ATRICS 

The  use  of  pulse  oximetry  in  pediatric  intensive 
care  units  was  examined  in  1985  by  Faconi,  et 
al,^^  and  was  recommended  as  being  a reliable 
and  accurate  non-invasive  method  for  measuring 
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arterial  oxygen  saturation.  Faconi  also  comment- 
ed on  the  rapid  response  time  of  the  pulse  ox- 
imeter as  an  important  advancement  in  patient 
monitoring.  Since  then,  the  device  has  encom- 
passed a broad  range  of  applications.  Josten,  et 
al,^®  in  1986  stated  the  possibility  of  using  the 
pulse  oximeter  in  the  home  to  monitor  infants  at 
risk  for  sudden  infant  death  syndrome.  Another 
example  is  the  establishment  of  children  and  in- 
fants with  cyanotic  congenital  heart  disease  as 
a population  monitored  accurately  by  pulse  ox- 
imetry.^® 

In  1986,  Durand,  et  al,^^  established  pulse  ox- 
imetry as  an  “appropriate  alternative  to  trans- 
cutaneous PO2”  in  newborn  infants  with 
bronchopulmonary  dysplasia.  In  addition,  sever- 
al other  studies  have  established  the  major  ad- 
vantages of  pulse  oximetry  over  transcutaneous 
PO2  in  children  and  infants.^®  ®^  Currently,  for 
example,  the  pulse  oximeter  in  infants  with  lung 
disease  is  the  monitor  of  choice,®®  ®®  as  Solimano, 
et  al,®®  have  shown  that  transcutaneous  PO2 
values  are  not  accurate  in  older  infants  with 
bronchopulmonary  dysplasia.  Thus,  pulse  oxi- 
metry has  become  very  important  in  pediatric 
airway  management®'^  ®®  as  well  as  adult  airway 
management. 
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PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Delaware  Medical  Society 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it’s  important  for  the  company  to 
meet  the  following  objectives: 

•Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

• Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

•Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
becorhe  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

"CNA  is  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims." 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


I 

Financial  Strength  ! 

CNA  is  one  of  America’s  leading  financial  institutions.  | 
With  over  $19.6  billion  in  assets  and  $1 .9  billion  in  surplus, 
they  have  the  size  and  resources  to  adequately  finance  • 
professional  liability  programs.  You  oan  count  on  them  to  v 
stay  in  the  market  and  be  there  when  you  need  them.  ( 

CNA’s  financial  standing  and  stability  have  not  gone  ! 

unnotioed.  Continental  Casualty  Company,  CNA’s 
primary  professional  liability  underwriter,  has  an  A-i- 
rating  — the  highest  rating  available  from  A.M.  Best,  j 
the  definitive  source  for  information  on  insurance  ' 

organizations.  This  rating  represents  a very  significant 
barometer  for  CNA’s  financial  and  operating  strength.  ' 


Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  coverage  ■ 
for  damages  arising  from  the  performance  of  or  failure  P 
to  perform  professional  services  in  your  capacity  as  a 
physician  or  surgeon,  or  the  performance  of  professional  * 
medical  services  by  any  person  or  organization,  including 
nurses,  nurse  anesthetists,  physician  assistants,  and 
others  for  whose  acts  or  omissions  you  are  legally  liable. 


Liability  limits  available: 
Per  Claim  Limits 

1.31,000,000 
2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAIL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period: 


A.  death  or  total  and  permanent  disability  occurs;  or 


B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60;  and 

C.  the  physician  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 


Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board’s  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
)y  contract  with  an  HMO,  PPO,  IPA,  or  other  similar 
)rganizations  but  only  for  such  liability  as  is  attributable 
DtheCNA-insured  physicians’  negligence. 

-i 

ce  Employees:  (Ancillary  Personnel) 

"^^'0  'he  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
:asis. 

\udiologist  Optometrist 

yledical  Aide  Pharmacist 

[\j  O.R.  Technician 

_PI\1  Physiotherapist 

Psychologist  Dental  Hygienist 

=ull  Time  Medical  Student  Scrub  Nurse 

O.R.  Technician  X-Ray  Technician 

Medical  Laboratory  Technician  with/without  Therapy 
•Research  PhD 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician’s  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
.additional  premium.  Limits  of  liability  must  equal  those  of 
® the  Corporation  (individual)  and  shall  apply  separately  to 
^ each  individual. 


,p3l  Midwife 
jjngi  Nurse  Anesthetist 
^ Nurse  Practitioner 
,ig  O.R.  Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

I Defendant  Reimbursement  is  available  (up  to  $300  per 
I day,  $7,500  limit)  for  time  away  from  your  practice  for 
xourt  appearances  for  a professional  liability  suit. 


Partnerships  and  Corporations 

! It  shall  be  possible  to  provide  coverage  for  our  insured’s 
: medical  corporation  or  partnership  for  liability  arising 
: from  the  practice  of  medicine  by  the  member  physician(s), 
i provided  that  the  member  physician(s)  is  insured  by 
|CNA. 

■ A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  insured,  on  the  individual  physician’s  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

ed  ' B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 

Uf  - naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  covemge. 

[ Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 

The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program  such  as;  underwriting,  risk  assessment, 
coordination  with  The  Delaware  Medical  Society,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
^needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&D,  Inc. 

RO.  Box  9399 
507  Philadelphia  Pike 
Wilmington,  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No.  Four  Village  Sq. 

Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington,  DE  19899 
302-658-8000 


Medical  Society  Of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 
1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 

Harry  S.  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington,  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 
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Eight  physicians 

and  four  medicai  office  managers 
teii  “aii”  about  automation. 


“If  a patient  didn't  show  up,  I never 
knew  it.  Now,  we  can  contact  those 
who  miss  their  appointments. " 


“We  didn't  add  or  subtract  people. 
We  just  get  more  work  done  in 
the  same  amount  of  time.  ” 


“Before  we  automated,  our  cash  flow 
would  stop  for  a month  at  a time.  Now 
there's  a more  regular  cash  flow.  ” 


What  can  automation  do  for  you?...  What  can’t 
it  do?...  Is  it  practical?...  What  should  you  look 
for  in  a system?...  What  should  you  expect  from 
the  company  who  sells  you  the  system?...  How 
will  it  affect  your  staff?. . . And  how  do  you  go 
about  getting  the  answers  to  all  these  questions? 

KTI  can  help.  As  the  systems  supplier  to  over 
3,000  healthcare  professionals,  we  brought 
together  a group  of  physicians  and  medical  office 
managers  to  talk  about  the  benefits  and  cautions 
of  automation.  And  prepared  a special  report  on 
their  thoughts  and  comments. 

If  you  want  the  advantage  of  their  experiences, 
send  us  this  coupon.  And  you’U  get  a lot  of 
answers  in  just  a few  minutes  of  reading. 


Send  for  your  FREE  report 


KTI  P.O.  Box  898075  Camp  Hill,  PA  17089-8075 
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Gastroesophageal  Reflux  and  Recurrent /Chronic 
Pulmonary  Disease  in  Infants  and  Children 


Raj  Padman,  M.D. 
Rennan  Quijano,  M.D. 


ABSTRACT 

It  is  now  widely  recognized  that  gas- 
troesophageal reflux  (GER)  causes  many  symp- 
toms in  infants  and  children;  however,  the 
implication  of  a causal  relationship  between 
GER  and  pulmonary  disease  still  raises  skepti- 
cism in  many  clinicians.  Recurrent  or  chronic  pul- 
monary disease  (CPD)  is  a significant  cause  for 
morbidity  and  mortality  in  infants  and  children. 
There  is  no  single,  reliable,  diagnostic  test  that 
consistently  demonstrates  that  pulmonary  symp- 
toms are  caused  directly  by  GER.  This  contrib- 
utes to  lack  of  firm  association  between  GER  and 
CPD.  Is  GER  a contributory  factor  to  the  severi- 
ty of  the  pulmonary  disease,  as  in  chronic  asth- 
ma? Is  it  the  primary  cause  of  all  the  respiratory 
pathophysiology?  Or,  is  GER  the  result  of  altered 
pulmonary  mechanics?  These  are  questions  that 

Dr.  Raj  Padman  is  the  Chief  of  the  Division  of  Pulmonology  and  Associate  Direc- 
tor of  Intensive  Care  at  the  Alfred  I.  duPont  Institute. 

Dr.  Rennan  Quijano  is  presently  at  the  Bellevue  Hospital  Center  in  New  York  City. 
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remain  unanswered.  The  purpose  of  this  article 
is  to  review  the  literature  raising  skepticism 
among  clinicians,  paving  the  way  for  future  direc- 
tions of  research. 

INTRODUCTION 

Although  the  phenomenon  of  gastroesophageal 
reflux  (GER)  has  been  known  for  many  years,  it 
was  first  associated  with  chronic  pulmonary  dis- 
eases (CPD)  in  1934.^  Since  that  time,  this  rela- 
tionship has  been  the  topic  of  extensive 
research.^®  GER  may  cause  or  exacerbate 
stridor,  recurrent  laryngitis,  subglottic  stenosis, 
asthma,  chronic  bronchitis,  pneumonia,  bron- 
chiectasis, pulmonary  fibrosis,  and  a variety  of 
other  respiratory  diseases  (see  Table  I).^’®’® 
Although  GER  and  CPD  appear  to  be  closely 
related,  many  clinicians  question  this  relation- 
ship, primarily  because  there  is  no  specific  and 
sensitive  test  for  GER  that  clearly  demonstrates 
its  temporal  relationship  to  pulmonary  disease.^ 
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This  article  will  review  the  association  between 
GER  and  CPD  and  discuss  the  different  diagnos- 
tic and  therapeutic  alternatives  that  may  im- 
prove, or  even  eliminate,  the  respiratory 
symptomatology. 


TABLE  1 

The  Pulmonary  Complications 

of  Gastroesophageal  Reflux 

Apnea 

Chronic  Asthma 

Sinusitis/Otitis 

Recurrent  Pneumonia 

Stridor 

Bronchiectasis 

Recurrent  Laryngitis 

Hemoptysis 

Subglottic  Stenosis 

Atelectasis 

Chronic  Bronchitis 

Pulmonary  Fibrosis 

TERMINOLOGY 

GER  is  a dysfunction  of  the  distal  esophagus  that 
permits  a backflow  of  gastric  contents  into  the 
lower  esophagus.  It  is  thus  defined  as  a distal 
esophageal  pH  of  less  than  4 for  a duration  of  15 
seconds.^  Clinically  significant  or  pathological 
reflux  is  indicated  by  an  intraesophageal  pH  of 
less  than  4 for  a duration  of  5 minutes,  or  5%  of 
the  time  in  a 24-hour  period.  The  free  passage  of 
gastric  contents  through  the  lower  esophageal 
sphincter  into  the  esophagus  with  no  evidence  of 
a functioning  sphincter  is  known  as  achalasia. 
Most  authors  use  the  terms  GER  and  achalasia 
interchangeably.  Anatomical  descriptions  such 
as  hiatal  hernia  and  partial  thoracic  stomach 
have  been  mentioned  often  in  British  literature 
as  components  of  GER.'^  Though  hiatal  hernias 
are  almost  always  associated  with  GER  in  chil- 
dren, these  anatomical  terms  have  been  dis- 
couraged because  they  describe  the  associated 
conditions  and  not  the  events  causing  clinical 
problems. 

Definitive  clinical  diagnosis  of  GER  has  re- 
mained a dilemma,  because  not  all  patients 
demonstrate  abnormalities  when  the  tests  used 
to  assess  GER  are  administered.  Thus,  a positive 
result  in  at  least  two  tests  is  required  for  a defini- 
tive diagnosis.  Documentation  of  pathological 
reflux  is  considered  necessary  to  reveal  temporal 
association  and/or  causality  of  the  intermittent 
respiratory  symptoms. 


PHYSIOLOGY  OF  REFLUX 

In  normal  subjects  with  no  evidence  of  esopha- 
gitis, GER  has  been  shown  to  occur  up  to  50  times 
a day  and  may  last  up  to  4%  of  a 24-hour  period.® 
Reflux  then  most  often  occurs  following  meals,  af- 
ter a swallow,  and  in  subjects  in  an  upright  posi- 
tion, although  it  rarely  occurs  during  sleep  (see 
Fig.  1). 


position  of  the  lower  esophageal  sphinc- 
ter; part  is  in  the  abdomen  and  part  in  the 
thorax.  Abdomen  compression  acts 
against  the  stomach  and  part  of  the 
sphincter.  There  is  some  angulation  of 
the  distai  esophagus  that  may  contribute 
to  a flap-valve  mechanism.  (B)  A cross- 
section  of  the  area  of  the  lower 
esophageal  sphincter.  The  lumen  is  col- 
lapsed, irregular  in  shape,  and  surround- 
ed by  loose  areolar  tissue.  (Herbst  JJ. 
Gastroesophageal  reflux.  J Pediatr 
1981;98:860;with  permission.) 


Two  basic  mechanisms  are  considered  to  be 
responsible  for  the  pulmonary  manifestations  of 
GER  (see  Fig.  2).®  The  most  common  mechanism 
is  pulmonary  aspiration  of  refluxed  gastric  con- 
tents. This  causes  insidious  damage  to  terminal 
bronchioles  and  alveoli,  leading  to  respiratory 
symptomatology  and  pathologic  changes.  These 
may  include  bronchiectasis  and  fibrosis.  When 
the  basic  mechanism  for  the  pulmonary  changes 
is  aspiration  of  refluxed  gastric  contents  produc- 
ing acid-induced  injury  and  infection,  the  associ- 
ation is  more  obvious. 


548 


Del  Med  Jrl,  Oct.  1989-Vol.  61,  No.  10 


Gastroesophageal  Reflux  - Padman 


Curtis  Mendelson  in  1945  described  an 
asthma-like  syndrome  with  aspiration  of  liquid 
gastric  contents  during  obstetrical  general 
anesthesia/®  Animal  experiments  indicated 
that  hydrochloric  acid  (HCI)  is  responsible  for 
bronchiolar  spasm  and  peribronchiolar  conges- 
tive and  exudative  reactions. 

However,  less  well-elucidated  mechanisms  in- 
clude reflex  bronchospasm  and  laryngospasm 
from  the  presence  of  acid  in  the  distal  esophagus. 
This  neurally  mediated  reflex  bronchoconstric- 
tion  was  first  hypothesized  by  Bray  in  the 
1930s.^  Babb  and  colleagues  suggested  that  in- 
trapulmonary  aspiration  of  refluxed  gastric  con- 
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tents  could  stimulate  irritant  receptors  in  the 
trachea  and  bronchi  producing  bronchospasm.^^ 
Bray’s  theories  were  extensively  tested  by  Mans- 
field. Mansfield  and  Stein  postulated  that  bron- 
choconstriction  is  induced  by  neurogenic  reflexes 
originating  from  esophageal  receptors  and  pos- 
sibly mediated  by  the  vagus  nerve.^^  In  their 
work  with  dogs,  Mansfield  and  Stein  demonstrat- 
ed the  role  of  the  tenth  nerve  in  airway  narrow- 
ing in  post-induction  esophagitis.  A fall  in 
conductance  adjusted  for  lung  volume  was  seen 
with  instillation  of  HCI  into  the  esophagus. 
These  responses  disappeared  with  bilateral  inter- 
ruption of  the  vagus  nerve. Spaulding,  et  ah, 
more  recently  showed  that  acid  reflux  symptoms 
could  cause  a bronchoconstrictive  response  in  cer- 
tain asthmatic  patients;  such  increase  in  airway 
resistance  was  reduced  with  the  use  of  ant- 
acids.^® However,  it  remains  to  be  proven  that 
microaspiration  does  not  take  place  and  produce 
the  observed  bronchospasm. 

Studies  conducted  by  Ducolore  and  coworkers 
reveal  that  asthmatic  patients  with  GER  have  a 
far  higher  number  of  reflux  episodes  with  a 
definitive  pH  of  less  than  5,  a shorter  mean  du- 
ration, and  a shorter  duration  of  the  longest 
reflux-induced  respiratory  symptoms.  Martin,  et 
ah,  showed  25  pediatric  patients  with  histories 
of  nocturnal  asthma.^®  Linear  regression  analy- 
sis revealed  a highly  significant  positive  correla- 
tion between  the  severity  of  GER  and  the 
frequency  of  nocturnal  asthma.  Davis  and 
associates^®  similarly  showed  this  association  of 
nocturnal  asthma  with  GER.  They  found  that 
during  sleep,  the  presence  of  acid  in  the  distal 
esophagus  can  trigger  bronchoconstriction  in 
asthmatic  children  with  a positive  Bernstein  test 
or  esophagitis.^® 

As  a result  of  altered  lung  mechanics  secondary 
to  airway  obstruction  from  bronchospasm,  the 
intra-abdominal  pressure  becomes  higher  than 
the  mean  intrathoracic  pressure.  In  patients  with 
chronic  obstructive  pulmonary  disease,  a more 
negative  intrapleural  pressure  at  tidal  volume 
associated  with  a diminished  positive  abdominal 
pressure  causes  a pressure  gradient  across  the 
gastroesophageal  junction  that  favors  reflux. 
An  impairment  of  lung  function  then  augments 
the  pressure  gradient,  further  increasing  the 
severity  and  frequency  of  reflux. 

In  patients  with  obstructive  pulmonary  dis- 
ease, several  factors  promote  GER  (see  Table  II). 

549 


Gastroesophageal  Reflux  - Padman 


TABLE  II 

Factors  Promoting  Reflux  in 
Chronic  Pulmonary  Disease 

1.  Alteration  of  the  thoracoabdominal  pressure 
gradient: 

a.  hyperinflation 

b.  forced  exhalation  maneuvers  (cough,  wheeze) 

c.  forced  inspiration  maneuvers  (stridor,  cough) 

2.  Drug  induced  - use  of  xanthines  and 
B-adrenergic  agonists: 

a.  relaxes  the  LES 

b.  increase  gastric  acidity 

3.  Nasogastric  tube 

4.  Chest  physiotherapy 


Hyperinflation,  forced  inspiration  (i.e.,  stridor, 
hiccups),  and  forced  expiration  (i.e.,  coughing  or 
wheezing)  promote  GER  by  creating  a thoraco- 
abdominal pressure  gradient.  Treatment  for  ob- 
structive pulmonary  disease,  such  as  theophyl- 
line, decreases  lower  esophageal  sphincter 
pressure  and  increases  gastric  acidity. The 
nasogastric  intubation  utilized  to  insure  ade- 
quate nutritional  intake  promotes  GER  and  can 
result  in  changes  that  promote  stricture  forma- 
tion.^® Chest  physiotherapy  similarly  results  in 
provocative  positioning  and  forced  exhalation 
maneuvers  that  worsen  GER.^®  All  of  these 
studies  demonstrate  a clear  relationship  between 
GER  and  CPD.  However,  a distinct  cause  and  ef- 
fect sequence  remains  to  be  shown. 

NATURAL  HISTORY  AND  SYMPTOMATOLOGY 

According  to  Carre’s  study,  the  incidence  of 
pathological  reflux  is  about  one  per  500  in- 
fants however,  the  incidence  is  probably  much 
higher.  GER  is  most  commonly  associated  with 
disorders  of  the  central  nervous  system  and,  as 
such,  is  often  seen  among  patients  who  are  in- 
stitutionalized, mentally  retarded,  or  have 
trisomy?^ 

Infants  with  GER  will  show  symptoms  by  6 
weeks  of  life.^°  If  no  treatment  is  initiated,  ap- 
proximately 60%  will  be  asymptomatic  by  18 
months,  but  30%  will  continue  to  have  symptoms 
up  to  4 years  of  age.  Of  those  not  receiving  thera- 
py 5%  die,  and  5%  develop  esophageal  strictures, 
necessitating  extensive  medical  and  srurgical  care 
(see  Fig.  3).®  It  is  important  to  note,  however, 
that  the  preceding  figures  would  be  altered  sig- 
nificantly in  patients  who  develop  chronic  lung 


disease.  The  respiratory  symptoms  of  GER  will 
persist  until  therapy  is  initiated  and  pathologi- 
cal reflux  is  prevented  from  occurring. 


DEATH 5% 

5% 

STRICTURE-^  SYMPTOMS  PERSISTENT 

>4  YEARS 

\ 30% 


Fig.  3.  Natural  history  of  gastro- 
esophageal reflux  in  children.  Symptoms 
are  present  by  3 months  in  98%  of  pa- 
tients. (Herbst  JJ.  Gastroesophageal 
reflux.  J Pediatr  1981;98:861;  with  per- 
mission.) 


The  major  clinical  problems  associated  with 
GER  include  vomiting,  choking,  bleeding  secon- 
dary to  esophagitis,  dysphagia,  odynophagia,  pul- 
monary disease,  and  failure  to  thrive.  Some  of  the 
symptoms  and  signs  attributable  to  reflux  are 
listed  in  Table  III. 


TABLE  III 

Symptoms  and  Signs  Associated 

Vomiting 

with  Reflux 

Failure  to  thrive 

Fever 

Chronic  congestion 

Tachypnea 

Cough 

Cyanosis 

Stridor 

Apnea 

Wheezing 

Bradycardia 

Rales/Rhonchi 

Vomiting  is  the  most  common  symptom  of 
GER,  occurring  in  approximately  90%  of  cases. 
This  vomiting  is  often  quite  forceful  and  is  easi- 
ly confused  with  the  vomiting  of  pyloric  steno- 
sis.® It  usually  begins  at  birth  and  varies  from 
effortless  regurgitation,  which  misleads  parents 
to  consider  it  a normal  phenomenon  after  feed- 
ings, to  dramatic  projectile  vomiting  that  can  sig- 
nificantly impair  growth. 

GER  has  been  thought  to  contribute  to  recur- 
rent pneumonia  and  severe  esophageal  stric- 
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tures.  Strictures  develop  as  a result  of  chronic 
reflux  and  lead  to  difficulty  in  swallowing.  Pain- 
ful swallowing  develops  following  episodes  of 
esophagitis  and  spasms  from  reflux. 

An  earlier  study  indicated  that  47%  to  63%  of 
children  with  CPD  have  associated  GER.^^  The 
clinical  evaluations  of  these  patients  have  shown 
that  in  some  instances,  the  clinical  course  and 
progression  of  the  lung  disease  may  be  affected 
by  continued  aspiration.  Severe  respiratory  com- 
plications can,  however,  occur  in  the  absence  of 
frank  vomiting.  Chronic  nocturnal  vomiting  and 
aspiration  most  likely  lead  to  the  development  of 
pulmonary  infiltrates.  The  presence  of  rales, 
rhonchi,  and  wheezes  may  mimic  symptoms  of  al- 
lergic bronchitis  or  asthma.  A coughing  bout  dur- 
ing an  episode  of  asthma  creates  changes  in 
intrathoracic  pressure  resulting  in  a stress- 
induced  reflux;  this  sets  up  a cyclical  relationship 
of  reflux,  asthma,  and  further  reflux. 

Clinical  apnea  is  defined  as  a cessation  of 
breathing  for  20  seconds  or  less,  if  such  is  accom- 
panied by  bradycardia.  Instillation  of  0.5  ml  of 
O.IN  HCI  into  the  esophagus  provides  a simple 
method  of  demonstrating  that  the  presence  of 
acidic  material  in  the  esophagus  could  induce 
asthma  (see  Fig.  4).^  Frequent  reflux  and  severe 
esophagitis  may  sensitize  receptors  along  the 
esophageal  wall,  causing  an  exaggerated  reflex 
response. 
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Fig.  4.  Tracing  of  vital  signs  of  a patient 
demonstrating  that  apnea  follows  a 
decrease  in  esophageal  pH.  From  top  to 
bottom,  the  tracings  record  the  im- 
pedance pneumotachogram,  tracing  of 
thermistor  measuring  air  flow  at  the  nos- 
tril, electrocardiogram,  and  esophageal 
pH.  (Herbst  JJ,  Minton  SD,  Book  LS.  Gas- 
troesophageal reflux  causing  respirato- 
ry distress  and  apnea  in  newborn  infants. 
J Pediatr  1979;95:765;  with  permission.) 


Failure  to  thrive  has  been  described  in  about 
34%  of  children  with  GER  and  could  be  attribut- 
ed to  a number  of  social  and  medical  problems 
related  to  the  GER.  However,  documentation  of 
poor  weight  gain  from  GER  alone  is  lacking,  and 
the  problem  is  usually  multifactorial. 

DIAGNOSIS 

A number  of  tests  are  available  to  aid  in  the 
diagnosis  of  GER.  A battery  of  tests  can  be  per- 
formed, including  a five-channel  pneumogram 
(see  Fig.  5),  manometric  pressure  readings,  pH 
probing,  barium  swallow,  scintiscanning,  and  en- 
doscopic visualization.  These  tests  evaluate  for 
the  presence  of  reflux.  The  esophageal  acid  per- 
fusion test  of  Bernstein,  the  presence  of  lipid- 
laden macrophages,  double  contrast  barium 
esophagogram,  direct  endoscopic  visualization  of 
mucosa,  and  biopsy  of  mucosal  samples  to  demon- 
strate esophagitis  are  tests  used  to  evaluate  the 
varying  consequences  of  reflux.  Documentation 
of  a temporal  relationship  between  GER  and 
respiratory  symptoms  is  possible  with  the  pH 
probe  and  clinical  observation  for  cough,  wheeze, 
or  stridor.  pH  probe  with  pneumocardiogram  will 
demonstrate  associated  apnea  and  bradycardia. 
These,  however,  are  time  consuming,  and  a nega- 
tive result  at  the  time  of  the  test  does  not 
eliminate  the  possibility  of  an  association. 
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Fig.  5.  The  arrangements  of  recording  as 
in  Figure  4 (A)  apnea  induced  by  instilla- 
tion of  0.1N  HC1  into  the  midesophagus. 
(B)  No  effect  with  instillation  of  milk. 
(Herbst  JJ,  Minton  SD,  Book  LS.  Gas- 
troesophageal reflux  causing  respirato- 
ry distress  and  apnea  in  newborn  infants. 
J Pediatr  1979;95:766;  with  permission.) 
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The  finding  of  lipids  in  alveolar  macrophages 
has  been  associated  with  lipid  aspiration  pneu- 
monia in  animals  and  humans.""  "^  The  aspira- 
tion of  gastric  contents  with  animal  or  vegetable 
fats  may  cause  inflammatory  pulmonary  dis- 
eases."^ However,  these  lipids  present  intracellu- 
lai'ly  in  alveolai'  macrophages  ai'e  not  necessarily 
exogenous.  They  may  be  products  of  endogenous 
lipids  released  following  breakdown  of  tissue  ele- 
ments such  as  cholesterol,  surfactant,  phos- 
pholipids, triglycerides,  and  free  fatty  acids. 
Contrasting  studies  by  Corwin  and  Irwin  show 
that  the  presence  of  these  macrophages  in  the 
lower  respiratory  tract  aspirate  is  a nonspecific 
marker  of  parenchymal  pulmonary  disease."® 
The  lipid-laden  macrophage  index  may,  however, 
be  helpful  in  excluding  aspiration  as  a cause  of 
lung  disease.  An  index  of  less  than  100  makes  the 
diagnosis  of  aspiration  extremely  unlikely.  In 
their  study,  Colombo  and  Hallberg  found  a much 
higher  degree  of  specificity  for  aspiration  from 
quantitative  estimates  of  lipid-laden  macro- 
phages."' The  difference  in  the  above  studies 
probably  lies  in  patient  population  age  and 
dietaiy  intake,  with  Corwin’s  studies  being  done 
in  adults  and  Colombo  and  Hallberg’s  study  be- 
ing done  in  childi’en.  The  actual  number  of  lipid- 
laden macrophages  considered  significant  has 
been  variable"®'^®  from  2 in  at  least  1 high-pow'er 
field  to  4 per  6 high-pow^er  field.  All  studies  con- 
sider the  findings  an  important  adjunct  in  the  di- 
agnosis of  recurrent  aspiration. 

The  barium  esophagogram  show's  the  least 
specificity  and  least  reliability  in  patients  wuth 
GER.  In  addition,  this  test  has  a high  false  posi- 
tivity in  most  asymptomatic  subjects. 

Scintiscanning  allow's  clear  visualization  of  a 
reflux  episode.  It  is  simple  and  sensitive  and  does 
not  require  esophageal  catheterization.  A disad- 
vantage is  that  the  1-hour  recording  pejriod  is  in- 
sufficient for  definitive  diagnosis.  It  becomes 
necessary  to  perform  delayed  imaging  in  6 to  12 
hours. 

Esophagoscopy  is  invasive,  and  its  disadvan- 
tage lies  in  the  difficulty  in  repeating  the  same 
procedure  for  follow'-up  information. 

The  acid  perfusion  test  of  Bernstein  is  a sensi- 
tive test  for  reflux,  but  is  not  useful  in  infants  and 
children  because  it  requires  cooperation  and  de- 
pends on  the  ability  of  the  subject  to  verbalize 
symptoms.  WTien  used  to  reproduce  respiratory 
symptoms  or  derangement  in  lung  function,  a 
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modified  Bernstein  test  can  verify  a temporal 
relationship  betw'een  GER  and  lung  diseases. 

Numerous  studies  on  the  above  modalities 
show'  variable  results.®®®^  Prolonged  pH  probe 
monitoring  and  scintiscanning  show'ed  a 639?^ 
reliability  in  studies  by  Malfroot  and  associ- 
ates.®^ Behar  show’ed  a positive  result  in  88%  of 
patients  w'ith  reflux  using  acid  perfusion,  92%  us- 
ing the  pH  probe,  and  94%  w'ith  reflux  changes 
on  esophageal  biopsy.®®  These  results  indicated 
that  tests  performed  in  combination  may  provide 
greater  reliability  than  any  single  test  and  pro- 
vide a more  precise  means  of  establishing  a diag- 
nosis. A protocol  for  the  w'orkup  of  GER  and  CPD 
in  a stepw'ise  fashion  needs  to  be  developed. 

MANAGEMENT 

Depending  on  the  clinical  condition  of  the  pa- 
tient, the  main  modalities  of  treatment  include 
feeding  modification  as  a conservative  initial  ap- 
proach, follow'ed  by  pharmacotherapy  and  surgi- 
cal anti-reflux  measures  as  indicated. 

The  conservative  approach  includes  thickened 
formula  in  frequent  small  feedings  with  frequent 
in-betw'een  burping.  Postural  therapy  includes 
head  positioning  in  a 30-degree  inclined  plane  in 
a prone  position;  a harness  may  be  needed  to 
maintain  the  position.®^  ®®  Avoiding  unnecessary 
chest  physiotherapy  and  nasogastric  feedings  is 
important,  as  these  modalities  promote 
GER.i®-^® 

Drug  therapy  includes  various  agents  such  as 
cholinergics  (Bethanechol),  prokinetics 
(metoclopramide,  cisapride),  antisecretory 
agents,  and  antacids  (see  Table  IV).  Agents  such 
as  anticholinergics,  chlordiazepoxide,  phentoloa- 
mine,  isoproterenol,  theophylline  and  other  xan- 
thines, prostaglandins,  progesterone,  dopamine, 
nitrites,  and  calcium  channel  blockers  promote 
GER  and  should  be  avoided.^®"*^ 

Sui'gical  anti-reflux  procedures  are  advised  if 
a six-w'eek  trial  of  intensive  medical  manage- 
ment has  failed  to  decrease  symptoms.  Primary 
indications  are  respiratory  complications  such  as 
apnea  and  choking,  recurrent  pneumonias, 
chronic  cough,  and  nonrespiratory  complications 
such  as  persistent  vomiting,  failure  to  thrive, 
esophagitis,  and  strictures.®®  Vomiting  has  been 
reported  to  cease  in  95%  of  cases  follow'ing  a Nis- 
sen  fundoplication.^®  How'ever,  experience  indi- 
cates that  relief  from  GER  is  short-lived  in  most 
cases. 
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TABLE  IV 

Medical  Management  of 
Gastroesophageal  Reflux 

CATEGORY 

EXAMPLE 

ACTION 

COMMENT 

Cholinergics 

Bethanechol 

1.  increase  LES  pressure 

2.  decrease  vomiting 

3.  improve  lower  esophageal 
motility 

1.  causes  tremor, 
irritability,  diarrhea 

2.  potential  for 
bronchospasm 

Prokinetics 

Metoclopramide 

Cisapride 

1.  increase  LES  pressure 

2.  increase  esophageal 
contractibility 

3.  improve  gastric  motility 

4.  accelerate  gastric  empyting 

5.  improve  small  bowel  transit 

1.  needs  to  be  given 
before  feeds  - impractical 
since  infants  are  fed  so  often 

Antacids  and 
Antisecretory 
Agents 

Antacid 

Cimetidine 

1.  decrease  permeability  of 
esophageal  epithelineum 
to  acid 

2.  decrease  gastric  acid 
secretion 

1.  poorly  tolerated 
because  of  taste  and 
consistency 

2.  to  be  effective,  needs 
to  be  given  frequently 

3.  colic  to  gas 

SUMMARY 

There  exists  an  important  association  between 
GER  and  pulmonary  disease  in  infants  and  chil- 
dren. Whether  this  mechanism  is  through  direct 
aspiration  or  neurally  mediated,  or  both,  remains 
open  for  discussion.  Tests  currently  available  to 
document  reflux  and  associated  pulmonary  dis- 
ease are  less  than  ideal  for  several  reasons  when 
considered  individually;  therefore,  the  diagnosis 
of  clinically  significant  reflux  requires  positive 
results  using  more  than  one  test.  The  need  re- 
mains for  development  of  a more  specific,  more 
sensitive,  less  invasive  test.  Identifying  the  sig- 
nificantly at-risk  child  earlier  may  alter  the  mor- 
bidity and  mortality  attributed  to  GER  and  CPD. 
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A New  Risk  of  Anaphylaxis 


Richard  F.  Brams,  M.D. 


For  many  years  it  has  been  known  that  the 
beta-blocker  drugs  may  have  an  adverse  effect  on 
patients  with  bronchospasm.  There  is  increasing 
evidence  that  patients  on  beta-blockers  may  be 
susceptible  to  exceptionally  severe  anaphylaxis. 
These  episodes  of  anaphylaxis  are  characterized 
by  profound  shock,  bronchospasm,  heart  block, 
urticaria  and  angioedema.  It  is  of  utmost  concern 
that  these  patients  have  severe  anaphylaxis  and 
they  do  not  respond  well  to  the  usual  therapeu- 
tic measures  for  this  condition.  It  now  appears 
that  all  allergic  individuals  on  beta-blockers  have 
this  susceptibility,  not  only  the  patients  with 
bronchospasm  as  was  previously  thought.  These 
episodes  can  be  triggered  by  allergic  reactions  to 
foods,  drugs  (such  as  Penicillin  and  aspirin)  as 
well  as  insect  stings  and  radiocontrast  media.  It 
is  also  evident  that  patients  with  glaucoma 
receiving  timolol  eyedrops  can  have  a predispo- 
sition to  refractory  anaphylaxis. 

The  pathogenesis  of  this  reaction  is  multifac- 
torial, thus  making  the  prediction  of  the  risk 
difficult.  The  beta-blocker  drugs  interfere  with 
the  systems  that  produce  the  mediators  of 
anaphylaxis  as  well  as  the  mechanisms  that 
modulate  these  mediators.  This  results  in  an  in- 
crease in  both  mediator  synthesis  and  release.  Pa- 
tients will  vary  in  the  way  they  handle  beta- 
blockade,  therefore  even  small  amounts  of  a beta- 
blocker  drug  can  cause  problems  in  a susceptible 
individual.  In  addition,  the  beta-blockers  appear 
to  alter  the  action  of  adrenalin  in  a way  that 
increases  mediator  release,  resulting  in  more 
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brochospasm  and  bradycardia. 

In  a position  paper  the  American  Academy  of 
Allergy  has  suggested  that  allergists  avoid  test- 
ing as  well  as  immunotherapy  of  patients  on  beta- 
blocking drugs.  The  Academy  is  requesting  fur- 
ther documentation  from  all  practitioners  in  ord- 
er to  determine  the  actual  risks  involved.  From 
current  information  it  appears  that  the  risk  of 
refractory  anaphylaxis  is  three  times  greater  for 
patients  who  are  on  beta-blockers. 

The  degree  of  atopy  appears  to  make  little 
difference  as  to  the  susceptibility  of  patients  to 
this  kind  of  reaction.  It  is  possible  that  patients 
with  bronchospasm  have  a somewhat  greater 
risk.  It  is  suggested  to  patients  when  it  is  not  pos- 
sible to  withdraw  from  beta-blockers,  that  strong 
consideration  be  given  to  discontinuing  im- 
munotherapy. Alternative  methods  of  treatment 
can  be  given  to  relieve  the  patient’s  allergy  symp- 
toms. For  patients  who  present  for  allergy  evalu- 
ation and  testing,  the  East  tests  sould  be  utilized 
rather  than  subject  them  to  the  potential  dangers 
of  skin  testing.  However,  skin  testing  is  far  superi- 
or to  the  Rast  tests  in  both  sensitivity  and  cost 
and  should  be  used  whenever  possible.  One 
category  of  patients  for  whom  the  risk  of  this 
reaction  is  twofold,  is  the  patient  with  hymenop- 
tera  sensitivity  who  is  also  on  beta-blockers.  If 
this  patient  is  stung,  the  reaction  may  be  one  of 
severe  refractory  anaphylaxis  in  a condition  that 
may  already  be  life  threatening.  If  this  patient  is 
undergoing  immunotherapy  there  is  a greater 
risk  of  more  severe  reaction  to  the  treatment 
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program.  This  patient  must  be  re^noved  from  the 
beta-blocker  drug.  The  treatment  of  choice  for 
hymenoptera  sensitivity  is  immunotherapy. 

It  is  therefore  suggested  that  patients  in  this 
risk  group  be  removed  from  beta-blocking  drugs 
whenever  possible.  Understandably  there  will  be 
reluctance  to  withdraw  patients  from  a treat- 
ment program  that  is  already  successful. 
However,  with  the  knowledge  of  this  risk,  strong 
consideration  must  be  given  to  withdrawal  of  the 
drugs.  Patients  must  be  evaluated  on  an  individu- 
al basis,  as  it  is  recognized  that  withdrawal  in  cer- 
tain situations  may  have  risks  for  patients. 

Treatment  of  this  potentially  more  dangerous 
anaphylaxis  is  the  same  as  treatment  of  any  type 
of  anaphylaxis.  Epinephrine  is  still  the  treatment 
of  choice  along  with  an  H-1  Antihistamine,  and 
IV  steroids.  In  addition,  there  is  often  the  need 
for  atropine,  inhaled  oxygen,  dopamine,  or  other 
vasoconstrictors.  Patients  may  require  higher 
dosages  of  these  drugs  and  may  not  respond  as 
promptly  to  treatment.  Physicians  should  review 


the  records  of  allergic  patients,  especially  those 
receiving  immunotherapy.  In  addition,  physi- 
cians should  review  the  records  of  other  patients 
in  these  risk  groups.  You  may  help  prevent  a 
potentially  catastrophic  reaction  from  occurring. 
In  addition  the  beta-blockers  should  be  avoided 
in  any  allergic  patient  or  the  patient  that  has  a 
vague  history  of  anaphylaxis. 
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PREVENTING  CONFLICTS  OF  INTEREST  IN  PHYSICIAN 
REFERRALS 


Sweeping  legislation  to  prohibit  physician  self- 
referrals is  not  the  way  to  prevent  conflicts  of  in- 
terest, says  an  article  in  the  Journal  of  the  Ameri- 
can Medical  Association.  Laws  that  would  prevent 
physicians  from  referring  patients  to  facilities  in 
which  they  have  a financial  interest  are  unneces- 
sary and  undesirable,  writes  E.  Haavi  Morreim, 
Ph.D.  of  the  University  of  Tennessee  College  of 
Medicine,  Memphis.  Existing  principles  of  com- 
mon law  are  available  to  protect  both  patients 
and  payers-although  some  legislation  may  be 
necessary  so  that  relevant  common  law  rules  can 
be  applied  to  cases  where  conflicts  of  interest 
threaten  either  patient  or  payers,  Morreim  says. 

Morreim’s  article  is  accompanied  by  a commen- 
tary by  Rep.  Fortney  Stark  (D-Calif.),  who  has  in- 
troduced a bill  (HR939)  that  would  prohibit,  in 
most  cases.  Medicare  payment  for  services 
provided  by  facilities  in  which  the  referring  phy- 
sician has  an  ownership  interest.  In  a second  ac- 
companying commentary,  James  S.  Todd,  M.D., 
and  Janet  K.  Horan,  J.D.  of  the  AMA,  argue  that, 
while  the  patient’s  best  interest  must  always  be 
uppermost,  it  is  not  in  itself  unethical  for  physi- 
cians to  own  interest  in  a commercial  venture 
with  the  potential  for  abuse. 

“Self-referral  endangers  both  payers  and  pa- 
tients with  the  possibility  of  unnecessary  or  poor 
quality  care,”  Morreim  writes.  “While  only  some 
of  these  arrangements  literally  constitute  ‘kick- 
backs,’  in  which  the  physician  is  paid  solely  for 
the  referral  and  not  for  any  professional  service, 

Reprinted  from  AMA  News  Release,  July  20.  1989. 
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all  can  tempt  the  physician  to  consider  his  own 
income  above  the  patient’s  medical  interest  and 
to  tap  payers  for  excessive  outlays.” 

“Although  investment  conflicts  pose  profound 
ethical  challenges,  I believe  that  sweeping  legis- 
lative prohibitions  are  undesirable,”  Morreim 
says.  “Patients  are  better  protected  by  existing 
common-law  principles  that  honor  patients’ 
rights  to  self-determination,  full  information, 
and  a high  standard  of  medical  care  and  that  are 
less  intrusive  on  the  fragile  physician-patient 
relationship.”  Payers  also  would  be  “better  pro- 
tected by  careful  utilization  review  and  quality 
assurance  than  by  broad  prohibitions  that  could 
restrain  trade  and  perhaps  even  deter  the  de- 
velopment of  better  and  more  cost-effective  ways 
of  providing  care,”  she  says. 

Common  law,  which  is  much  more  flexible  than 
statutes,  already  embraces  sufficient  principles 
that  can  provide  needed  protection,  Morreim 
writes.  A strict  ban  on  self-referral  could  limit  the 
patient’s  access  to  care  and  could  also  ham.per 
quality  of  care  by  sharply  limiting  the  physician’s 
influence  over  the  quality  of  ancillary  services. 
Sweeping  bans  are  not  even  necessary  to  protect 
private  payers  or  to  protect  Medicare  and 
Medicaid  funds,  she  says.  “Such  a ban  would 
probably  be  an  (overly  broad)  restraint  of  trade, 
possibly  even  occasioning  antitrust  concerns,  be- 
cause it  would  prohibit  referrals  for  necessary 
and  good-quality  care  right  alongside  the  medi- 
cally dubious  referrals... If  anything  should  be 
flatly  prohibited,  it  is  simplistic  answers.  Neither 
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a morally  simplistic  ‘avoid  all  conflicts’  nor  a 
legally  simplistic  ‘prohibit  all  conflicts’  can  begin 
to  address  the  moral  complexities  that  are 
arising  in  a health  care  system  amid  an  economic 
restructuring  that  is  nothing  short  of 
revolutionary,”  she  concludes. 

In  his  accompanying  commentary,  Stark  says 
that  he  “cannot  buy  the  argument”  that  existing 
common  law  can  effectively  deal  with  the 
problem.  “It  seems  clear  that  if  the  common  law 
were  capable  of  doing  such  a good  job,  we  would 
not  now  be  debating  ‘the  best  way’  to  put  a stop 
to  these  abuses,”  he  writes.  “It  is  just  as  clear  that 
we  would  not  be  having  this  debate  if  the  cost  of 
medical  care  in  the  United  States  would  show 
even  the  slightest  sign  of  slowing  its  current  rate 
of  growth.”  Stark  says  that  the  nation  spent  11.1 
percent  of  its  gross  national  product  on  health 
care  in  1987  and  that  spending  for  physicians’ 
services  has  grown  at  an  annual  rate  of  10.7  per- 
cent since  1982.  “We  now  have  hard  evidence 
that,  in  1987,  physician-owned  clinical  laborato- 
ries alone  chewed  up  28  million  Medicare  dollars 
in  excess  utilization  compared  with  their  non- 
physician-owned  counterparts.” 

Stark  says  he  has  no  problem  with  Morreim’s 
depiction  of  a common-law  world  where  well- 
informed  patients  make  well-reasoned  choices 
based  on  well-documented  evidence.  “The  trou- 
ble is,  it  ain’t  happening:  I can  still  go  to  my  lo- 
cal bookstore  and  find  out  more  about  the 
Oakland  Athletics’  shortstop  than  I can  about  my 
own  doctor,”  he  writes.  “Dr.  Morreim  places  a 
great  deal  of  faith  in  the  ability  of  the  consumer 
to  make  informed  choices.  I would  submit  that 
the  federal  government,  through  the  Medicare 
program,  is  such  a purchaser,  and  the  Ethics  in 
Patient  Referrals  Act  (HR939)  is  an  informed 
choice:  It  says  in  essence  that,  as  far  as  Medicare 
is  concerned,  the  self-referral  business  is  not  good 
business,  so  we  are  not  going  to  pay  for  it.” 

Expressing  the  AMA’s  view,  Todd  and  Horan 
write  that  physician  exploitation  of  patients  for 
any  reason  is  reprehensible.  “While  some  abuses 
have  been  identified,  and  others  suspected, 
specific  data  on  the  nature  and  extent  of  these  are 
lacking.”  They  point  out  the  Department  of 
Health  and  Human  Services  Office  of  Inspector 
General  said  it  found  no  evidence  that  the  $28 
million  in  projected  Medicare  costs  for  increased 
utilization  at  physician  owned  facilities  in  1987 
were  for  “unnecessary”  services.  “Many  of  these 
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‘additional’  services  may  be  a consequence  of  the 
increased  availability  of  laboratory  services  and 
may  represent  a higher  standard  of  care  for  these 
Medicare  patients,”  they  write. 

Todd  and  Horan  list  a number  of  guidelines 
proposed  by  the  AMA  that  they  say  would  allow 
physician  ownership  and  referrals,  but  would 
help  prevent  conflicts  of  interests.  Outright  pro- 
hibition of  physicians  having  financial  interests 
in  medical  facilities  “aside  from  being  anticom- 
petitive, overlooks  the  benefits  of  physician  in- 
vestments being  used  to  broaden  access  to  care, 
introduce  new  technology  to  a community,  im- 
prove quality,  and  reduce  costs.”  Furthermore,  an 
outright  ban  on  physician  ownership  could  cre- 
ate serious  access  problems  for  patients  by  requir- 
ing them  to  travel  further  to  reach  a medical 
facility  for  treatment,  they  write. 

“All  the  evidence  points  to  the  fact  that  physi- 
cians do  not  abuse  their  patients,  that  physician 
investment  has  been  of  considerable  value  in 
providing  new  technologies  and  facilities  not 
otherwise  available,  and  that  patients  wish  to  be 
free  to  pursue  their  physician’s  recommenda- 
tions...History  has  repeatedly  shown  that  the  in- 
herent conflicts  of  any  physician-patient 
relationship  have,  in  the  main,  been  decided  in 
favor  of  the  patient.  The  AMA  has  every  confi- 
dence that  this  will  continue  to  be  so  in  the  fu- 
ture,” they  conclude. 
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RE-ASSESSING  THE  CODE  BLUE 

Recently,  there  has  been  increasing  attention 
to  the  application  of  cardiopulmonary  resuscita- 
tion (CPR).  This  can  be  attributable  to  several  de- 
velopments: 

1.  the  “graying”  of  the  population, 

2.  consumerism  in  medicine,  in  which  patients 
are  demanding  as  their  right  the  ability  to  deter- 
mine their  care,  and 

3.  the  concern  about  cost-effectiveness  in 
medicine. 

For  a journal  club  meeting,  I had  the  opportu- 
nity to  review  several  articles  discussing  cardi- 
opulmonary resuscitation  and  its  application. 
Several  important  points  are  now  well  estab- 
lished, and  should  be  brought  to  the  attention  of 
as  many  doctors  as  possible: 

1.  Too  few  patients  are  being  asked  about  their 
preferences  concerning  the  question  of  CPR  - 
most  CPR  “code”  decisions  are  being  made  in- 
dependent of  the  patient. 

2.  CPR  decision-making  cannot  wait  for  an 
acute  medical  problem,  a situation  in  which  the 
patient  is  likely  to  be  incompetent. 

3.  Patients  of  all  types,  particularly  elderly  pa- 
tients, can  understand  what’s  involved  and  dis- 
cuss the  subject  of  CPR  with  their  physicians,  at 
low  risk  of  decompensation  of  their  emotional  or 
physical  status. 

4.  CPR  is  valuable  in  the  setting  of  cardiac  dis- 
ease, particularly  myocardial  infarction,  but  also 
congestive  heart  failure  and  rhythm  disorders.  It 
is  also  helpful  in  the  setting  of  drug  overdose  or 
adverse  drug  reaction  (e.g.  anaphylaxis  or 
anaphylactoid  reaction). 


5.  CPR  is  nearly  useless,  and  probably  cruel 
and  costly  in  other  settings,  particularly  in  pa- 
tients who  are  elderly,  in  patients  who  have  cai  Ji- 
opulmonary  arrest  in  the  setting  of  malignancy, 
renal  failure,  sepsis,  respiratory  disease,  or  neu- 
rological disease. 

There  does  seem  to  be  a willingness  by  patients 
to  allow  us  (physicians)  to  make  the  de«.ioion 
them.  In  a study  (Wagner)  of  152  women  in  a 
nursing  home,  only  seven  percent  of  them  want- 
ed CPR  after  being  educated  about  it.  Fifty-one 
percent  declined  CPR,  and  the  remainder  (42%) 
preferred  that  their  physicians  decide.  Physi- 
cians, therefore,  must  know  when  the  risks  of 
CPR  outweigh  the  benefits  (Moss). 

For  elderly  patients  who  do  not  have  a primary 
cardiac  problem  (i.e.  coronary  artery  disease 
and/or  arrhythmia)  discussions  between  physi- 
cian and  patient  about  CPR  should  take  place  in 
the  office  setting,  and  should  be  heavily  weighed 
on  the  side  of  the  grim  reality  of  what  meager 
benefit  CPR  affords  in  these  patients.  For  other 
patients,  particularly  the  very  elderly  or  patients 
with  chronic,  progressive  conditions,  the  issue  of 
CPR  may  be  best  not  discussed.  Rather,  education 
of  interested  patients  or  family  about  the  lack  of 
utility  of  CPR  in  these  situations  might  be  the 
best  approach. 
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QUO  VADIS,  DOC? 

It  is  agreed  that  a crisis  in  medical  care  is  upon 
us.  A recent  three-nation  poll  revealed  that  an  ex- 
traordinary 89  percent  of  Americans  were  unhap- 
py with  the  medical-care  system,  a far  greater 
proportion  than  of  Canadians  or  of  British,  Ris- 
ing costs  for  all  and  inaccessibility  of  care  for  the 
poor  were  identified  as  major  reasons  for  the 
widespread  dissatisfaction. 

Every  year  for  more  than  a decade,  inflation  for 
“health  care”  has  exceeded  inflation  in  the  over- 
all U.S.  economy,  so  that  currently  health-care 
costs  consume  12  percent  by  the  year  2000,  an  un- 


thinkable price  which  no  society  could  sustain  or 
tolerate. 

The  seeds  of  discord  were  sown  long  ago,  but  the 
bitter  fruits  are  now  apparent.  Although  Ameri- 
cans pay  more  for  health  care  than  any  nation  in 
history,  the  poorest  10-15  percent  get  almost  no 
medical  care  except  on  an  emergency  basis  - 
sometimes.  Through  rising  deductibles  and  in- 
surance premiums  the  benefits  of  Medicare  and 
Medigap  are  eroding.  Parenthetically,  it  could  be 
argued  that  increased  life  expectancy  is  at- 
tributable to  cost-of-living  adjustments,  which 
make  possible  improved  nutrition,  housing  and 
recreation,  rather  than  to  more  adequate  medi- 
cal care.  In  fact,  study  after  study  suggests  that 
all  too  frequently  the  elderly  suffer  from  over- 
exposure to  the  so-called  health-care  system,  bi- 
ologically, as  well  as  financially.  Time  will  tell 
whether  diversion  of  once  discretionary  income 
to  mandatory  increases  in  medical  costs  will 
reverse  the  trend  of  increasing  longevity. 

Poverty  grievously  impairs  the  well-being  of  the 
very  young.  Why  not  the  very  old? 

As  for  the  working  middle  class,  despite  the 
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prevalence  of  two  wage  earners  per  family,  the 
cost  of  health  care  diverts  an  ever-increasing 
proportion  of  income  from  child  care,  college  edu- 
cation and  other  necessities. 

American  industry  and  business  now  spend 
about  $2,000  per  year  per  worker  for  medical-care 
benefits.  Our  foreign  competitors  spend  a fraction 
of  that  sum.  This  imposes  a distinct  disadvantage 
upon  America  in  the  global  marketplace. 

Despite  excessive  cost,  the  U.S.  compares 
shamefully  with  other  major  industrial  nations 
in  those  parameters  which  measure  the  health 
of  nations:  child  and  maternal  mortality, 
venereal  disease,  etc. 

Just  as  the  majority  of  the  public  is  disenchant- 
ed with  American  “health  care,”  so  too  are  most 
physicians  in  clinical  practice. 

Older  physicians,  under  financial  pressure  and 
intolerant  of  a system  which  makes  adherence  to 
the  best  traditions  of  their  profession  nearly  im- 
possible, retire  years  before  they  had  planned. 
Younger  physicians,  beleaguered  and  harassed  by 
an  unending  spate  of  dictates  and  restrictions  im- 
posed by  government  and  insurers,  embittered  by 
public  suspicion  to  which  these  impositions  often 
give  rise,  plan  to  retire  by  age  55.  At  first  glance, 
it  is  puzzling  that  people  who  are  in  the  upper  2 
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percent  income  bracket  and  engaged  in  such  a no- 
ble and  exciting  enterprise  plan  an  early  escape. 
But  I believe  it  reflects  a deep-seated,  uncon- 
scious yearning  for  that  era  when  physicians 
were  the  most  respected  members  of  the  community, 
not  the  wealthiest. 

If  this  yearning  is  to  become  reality,  two  things 
must  happen.  First,  the  current  system  of  financ- 
ing and  providing  medical  care  must  be  revised 
from  top  to  bottom  so  that  it  is  both  equitable  and 
affordable.  Secondly,  physicians  must  lead  in 
demanding  and  working  to  effect  this  change. 

For  decades,  practicing  physicians  have  surren- 
dered leadership  to  the  politicians,  the  politicians 
in  government  and  the  politicians  who  run  the  hi- 
erarchical American  medical  organizations.  But 
it  is  those  physicians  in  the  trench  warfare  of  clin- 
ical practice  who  know  what  the  day-to-day 
problems  are  and  which  closets  hide  the  skele- 
tons. It  is  time  to  open  the  closets  and  give  the 
skeletons  a decent  burial. 


H.  S.  Rafal,  M.D. 


S'. 

A nursing  center  so  nice, 
he  still  calls  it  Giandma!s  house. 


Living  in  a nursing  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that's  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they’ve 
always  enjoyed. 

But  it's  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It's  the  attitude  which  flourishes  in  such 
a pleasant  environment.  Our  residents  develop  a more  positive 
outlook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  recovery  time. 

Visit  a Leader  Nursing  Center  soon. 

It's  a place  so  special  even  a child 
can  see  the  difference. 


ER 

NURSING  .AND  REHABILITATION  CENTER 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)  764  0181 

® 1985  Manor  Healthcare  Corp. 
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FIRST,  WE  HELPED 
ATLANTIC  AVIATION  TAKE  OFF. 
THEN  WE  SHOWED  THEM 
HOW  TO  FLY 

Right  around  the  time  the  B17s  were  returning 
from  Europe,  we  were  helping  Atlantic  Aviation 
spread  its  corporate  wings. 

That  was  in  the  1940s,  when  business  aviation  was 
just  beginning.  Now,  Atlantic’s  wideranging  expertise 
in  servicing,  refurbishing  and  maintaining  private 
and  corporate  aircraft  have  made  it  a highly  successful 
company. 

And  we’re  still  Atlantic  Aviation’s  bank.  Still  totally 
involved.  Still  suggesting  new  ways  for  them  to  take 
advantage  of  an  ever-changing  marketplace. 

Working  together,  our  team  of  commercial  lending 
specialists  and  cash  management  experts  develop 
financial  strategies  that  work  hand  in  hand  with  every 
aspect  of  their  business. 

And  we  can  do  exactly  the  same  for  you. 

If  you’d  like  your  company  to  really  fly,  call 
Linda  N.  Outlaw  today.  In  New  Castle  County,  the 
number  is  429-1349;  in  Kent  and  Sussex  Counties  call 
toll  free  at  1-800-292-9603. 


^ BANCOF  DEIAWAI^^ 

Delaware’s  Bank 

An  Equal  Opportunity  Lender  Member  FDIC 


From  Left:  Malcolm  S.  Graham,  President  & CEO  Atlantic  Aviation  and  Linda  N.  Outlaw; 
VP  & Regional  Manager  of  Commercial  Loans  Bank  of  Delaware. 
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Letters  To  The  Editor 


ILLICIT  DRUGS,  A MEDICAL  PROBLEM 

Delaware  physicians  cannot  ignore  the  growing 
epidemic  of  drug  abuse  in  our  country.  We  used 
to  say  that  it  was  a disease  of  the  big  cities,  and 
not  a problem  in  Delaware.  But  now  we  know 
better. 

We  all  know  that  the  profits  from  the  drug  trade 
are  incalculable.  Hence  the  growing  power  of  the 
organized  drug  cartels.  Efforts  at  control  are 
aimed  at  stopping  the  dealers  in  this  country, 
stopping  the  transport  into  this  country,  and  stop- 
ping the  production  at  the  source  in  foreign 
countries. 

All  of  these  efforts  are  destined  to  fail.  Dealers 
who  are  arrested  return  to  their  activities,  or  are 
replaced  by  others.  International  borders  are 
porous,  and  drug  enforcement  personnel  insuffi- 
cient to  stop  the  flow.  The  war  against  the  grow- 
ers too  can  never  be  won.  The  drug  lords  are 
powerful  enough  and  rich  enough  to  corrupt  and 
or  intimidate  the  police,  government  and 
judiciary,  and  to  replace  burned  out  growing 


fields  continuously.  Even  sending  U.S.  troops  into 
Colombia  and  other  source  countries  will  not  be 
effective.  The  drug  lords  are  prepared  to  wage 
guerilla  war  in  their  home  territory. 

Physicians  must  face  the  problem  squarely  and 
initiate  and  participate  in  public  discussion  of  the 
alternatives.  One  possible  alternative  is  to 
decriminalize  the  use  of  drugs,  and  allow  them 
to  be  sold  under  controlled  conditions,  such  as  in 
state  stores.  That  will  immediately  take  the  huge 
profits  out  of  the  drug  trade,  and  cancel  out  the 
power  of  the  drug  lords.  Use  of  drugs  will  not  be 
condoned  as  moral;  some  of  the  vast  sums  of 
money  saved  on  drug  law  enforcement  can  be 
used  effectively  on  education  against  the  use  of 
drugs,  and  treatment  of  those  already  trapped. 

Now  is  the  time  for  Delaware  physicians  to  be 
in  the  forefront  to  help  initiate  a public  discus- 
sion of  some  effective  alternative  to  our  present 
failing  drug  policies. 

David  Platt,  M.D. 


TOUGH  CHOICES? 

Your  decision  in  choosing  your  medical  equipment  supplier 
depends  on  priorities.  At  IVLciBerCciTtj  our  number  one 
priority  is  your  patient.  ^From  daily  living  to  their  most 
specialized  needs . . .you  can  depend  on  us. 
we’re  finding  products  for  the  patient . . . not  ^^atients  for 
the  product. 

• IV  Equipment*  Apnea  Monitors*  Ventilator  Programs  * Oxygen 

Showroom:  Old  Baltimore  Pike  Ind.  Pk. 

83  Albe  Dr.,  Newark,  DE  19702 

Call  the  CARE  LINE  302  • 368  • 5300 


MEDICAL  EQUIPMENT  AND  SERVICES 
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PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian  Medical  Center 


Cardiology 
Update  ^ 


designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology. . . 


Wednesday,  November  1,  1989  3:00-5:00  PM 

Cardiac  Imaging: 

For  Whom  & Why  - Current  Advances 

Moderator 

Ami  E.  Iskandrian,  M.D. 

3:00-3:30  Diagnostic  techniques  in  patients  with 
chronic  coronary  heart  disease 
3:30-4:00  Cardiac  Ultrasound:  conventional  and 
newer  techniques 

4:00-5:00  Case  Presentations  - Stable  and  unstable 
angina  pectoris 
Panel  Discussion 

Terry  Langer,  M.D. 

Gary  J.  Vigilante,  M.D. 

■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

*The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 
"The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  to  sponsor  continuing  medical  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine 
designates  this  Continuing  Medical  Education  activity  for  2 credit  hours  per  session  in  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association." 


Ami  E.  Iskandrian,  M.D. 

JanR.  Weber,  M.D. 

Phillip Koren,  M.D. 

Charles  Gottlieb,  M.D. 

J.  David  Ogilby,  M.D. 


DEATHS 


I 


LIDIA  ROBERTSON  BALES,  M.D. 


Lidia  R.  Bales,  M.D.,  formerly  of  Wilmington, 
died  of  cancer  at  the  age  of  60  in  Burbank, 
California  where  she  practiced  psychiatry.  Her 
death  on  August  12,  1989  came  more  than  12 
years  after  her  breast  cancer  was  diagnosed  and 
treated. 

Dr.  Bales  was  a native  of  Argentina.  She  was 
born  on  January  14,  1929  in  Buenos  Aires  and 
received  her  pre-medical  education  at  the  Nues- 
tra  Senora  de  la  Misericordia  College,  graduat- 
ing with  a bachelor’s  degree  in  1945.  She  received 
her  M.D.  degree  from  Buenos  Aires  University 
Medical  School,  Argentina  in  1954.  Following 
graduation  she  served  an  internship  at  the  Na- 
tional Neuropsychiatric  Hospital  in  Buenos 
Aires  from  1954  to  1955.  From  1956  to  1957  she 
had  a year  of  psychiatric  residency  at  the  Long- 
view Hospital  in  Cincinnati,  Ohio. 

From  1957  to  1959  she  completed  two  more 
years  in  psychiatric  residency,  the  third  year 
devoted  primarily  to  child  psychiatry.  From  Sep- 
tember 1959  to  May  1960,  she  held  a fellowship 
in  child  psychiatry  at  the  Mount  Sinai  Hospital 
in  New  York  City.  From  1960  to  1962  she  did  pri- 
vate practice  of  psychiatry  in  Perth  Amboy,  New 
Jersey,  and  held  the  position  of  Director  of  the 
Middlesex  County  Mental  Health  Clinic  in  Perth 
Amboy.  She  became  a naturalized  U.S.  citizen 
and  received  a Delaware  license  in  September 
1963  when  she  was  appointed  clinical  director  of 
Wilmington’s  Mental  Hygiene  Clinic  by  Dr.  Tkru- 
mianz  who  was  then  head  of  Delaware’s  Mental 
Health  Division. 

While  in  New  York  she  married  Davis  Court- 
ley  Bales  by  whom  she  would  have  three  children 


before  becoming  divorced.  She  decided  to  remain 
in  Delaware  and  to  go  into  the  private  practice  of 
psychiatry.  After  joining  the  New  Castle  County 
Medical  Society,  the  American  Medical  Associa- 
tion and  the  American  Psychiatric  Association, 
she  applied  in  1964  for  staff  positions  at  the  three 
Wilmington  hospitals,  prior  to  the  formation  by 
merger  of  the  Wilmington  Medical  Center. 

Dr.  Bales  continued  in  psychiatric  practice  un- 
til 1983  when  she  left  Wilmington  to  pursue  clin- 
ical psychiatric  practice  in  California.  Her  years 
of  practice  in  Wilmington  were  rewarding  in 
many  ways  and  never  dull.  She  had  a strong  per- 
sonality, was  extremely  assertive  and  single 
minded  in  the  care  of  her  patients,  sometimes  to 
the  extent  that  she  clashed  with  other  profession- 
als and  paraprofessionals  which  created  what 
might  be  described  as  unnecessary  tensions  that 
often  led  to  strong  verbal  confrontations  in  pub- 
lic places.  Nothing  was  ever  dull  with  Dr.  Bales 
in  her  inter-personal  relationships  with  her  pa- 
tients. None  of  this  diminished  her  professional 
qualifications,  but  the  overt  emotive  overtones  to 
the  conduct  of  her  profession  particularly  within 
the  hospital  setting  made  relationships  more 
difficult;  she  did  things  her  way  and  damn  the 
torpedoes.  Dr.  Bales  was  a unique  person  - beau- 
tiful, musical  and  charming  when  she  wanted  to 
be.  Those  who  knew  her  best  were  aware  of  her 
broad  medical  and  psychiatric  competence  and 
considered  her  an  asset  to  her  profession. 

Dr.  Bales  is  survived  by  her  three  grown  chil- 
dren, two  sons,  Davis  and  Edward,  and  a daugh- 
ter, Patricia. 

Norman  L.  Cannon,  M.D. 
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Deaths 


EDWARD  M.  BOHAN,  M.D. 

Dr.  Edward  M.  Bohan,  former  Chief  of  Staff  at 
St.  Francis  Hospital  and  past  president  of  the 
Delaware  Diabetes  Association,  died  Sunday,  Au- 
gust 13  of  heart  failure  and  pulmonary  compli- 
cations at  Wilmington  Hospital  of  the  Medical 
Center  of  Delaware.  He  was  81.  Dr.  Bohan  was 
born  in  St.  John,  New  Brunswick,  Canada  and 
received  his  medical  training  in  Canada  at  the 
Queen’s  University  School  of  Medicine  where  he 
graduated  in  1931.  He  then  came  to  Wilmington 
where  he  interned  at  the  Delaware  Hospital  (now 
the  Wilmington  Hospital)  from  1931  to  1932.  The 
following  year  he  spent  in  post-graduate  study  at 
the  Rotunda  Hospital  in  Dublin,  Ireland.  Other 
post-graduate  work  took  him  to  Vienna,  Austria, 
to  Boston  and  to  Philadelphia  for  additional 
training  and  education  in  special  areas  during 
his  years  of  practice. 

He  began  practice  in  Wilmington  in  1933,  en- 
couraged to  return  here  by  several  of  his  precep- 
tors whom  he  met  while  interning.  He  continued 
in  private  practice  until  he  retired  in  1983.  Dur- 
ing his  years  of  practice.  Dr.  Bohan  developed  a 
great  interest  in  diabetes  and  helped  found  the 
Delaware  Diabetes  Association.  He  specialized  in 
internal  medicine,  metabolic  diseases  with  par- 
ticular interest  in  diabetes.  He  served  as  Chief  of 
the  Metabolic  Disease  section  at  St.  Francis 
Hospital.  He  wrote  numerous  articles  on  the  sub- 
ject of  diabetes  which  were  published  in  the  Dela- 
ware State  Medical  Journal.  He  also  was  research 
associate  in  the  Jay  Hughes  Memorial  Research 
Foundation  in  Wilmington. 

Dr.  Bohan  was  a member  of  Sacred  Heart 


Catholic  Church  and  sang  tenor  in  its  choir.  He 
was  very  musical  and  was  often  called  to  sing  at 
a number  of  community  and  church  affairs.  He 
was  a member  of  several  local  choral  societies.  He 
was  also  a member  of  the  Delaware  Academy  of 
Medicine  and  of  the  New  Castle  County  Medical 
Society.  Dr.  Bohan  is  survived  by  his  wife,  Mary 
A.  Bohan,  whom  he  met  in  Wilmington  after  he 
decided  to  remain  here  to  practice,  two  sons  and 
three  daughters.  The  two  sons,  Michael  E.  and  J. 
Stephen  are  physicians  inPortsmouth,  Virginia 
and  Newport,  Rhode  Island  respectively,  as  is  also 
their  daughter,  Juliane  Bohan  Pottinger  of  Albu- 
querque, N.M.  One  daughter,  June  Kuniewica 
lives  in  Haddonfield,  New  Jersey.  She  is  a nurse 
working  at  Children’s  Hospital  in  Philadelphia. 
Another  daughter,  Paula  A.  Monk,  lives  in 
Chatham,  Ontario,  Canada.  There  are  13  grand- 
children. 

There  are  two  things  I remember  about  Ed  Bo- 
han. One,  he  played  a mean  game  of  squash  and 
was  a regular  user  of  the  courts  at  the  Wilming- 
ton YMCA,  where  he  played  regularly  with  the 
late  Dr.  David  King.  Secondly,  he  was  a warm  and 
devoted  physician  who  was  always  available  to 
his  patients  whose  diabetes  required  a lifetime 
commitment  to  care.  His  death  came  suddenly, 
and  he  was  spared  a lengthy  period  of  suffering. 

A Mass  of  Christian  Burial  was  offered  on  Wed- 
nesday, August  15  at  Sacred  Heart  Catholic 
Church  wdth  burial  in  the  Cathedral  Cemetery 
on  Lancaster  Avenue  that  same  day. 

Norman  L.  Cannon,  M.D. 


r. 


Complete  Dictation 
System  For  Oniy  $550 

Here’s  a Norelco®  professional  dictation  system  at  a 
price  you’ll  love.  The  compact  Norelco  585  pocket-size 
recorder  and  the  reliable  Norelco  205  transcriber  - an 
economical  package  from  the  inventors  of  cassette 
recording.  This  time-saving  mini-cassette  system  can 
grow  with  your  future  needs. 

For  demonstration  or  trial  call: 

Graffen  Business  Systems 

(302)  478-6464 
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Report  of  the  President 


The  year  1989  was  a standout  one  for  the 
Medical  Society  of  Delaware.  Many  significant 
changes  concerned  with  times  past,  an  exciting 
present,  and  a far  reaching  future  took  place,  and 
I was  very  proud  to  have  served  as  president  dur- 
ing this  time.  The  list  includes  the  celebration  of 
the  200th  anniversary  of  our  Society,  a new,  very 
effective  Legislative  Action  Committee,  a change 
in  direction  in  Professional  Liability  Insurance, 
the  computerization  of  the  Society  office,  a new 
I executive  director,  and  finally,  recommended 
changes  in  our  Bylaws  to  establish  the  perma- 
nent office  of  Speaker  of  the  House  of  Delegates. 

I attended  approximately  75  meetings 
throughout  the  state,  including  seminars,  Society 
board  and  committee  meetings,  political  and 
I legal  action  meetings  with  representatives  of 
state  and  local  government,  members  of  Con- 
I gress,  the  State  Legislature,  members  of  the 
Delaware  Bar  Association,  and  the  local 
newspaper  editorial  and  medical  staff. 

The  most  gratifying  aspect  of  the  entire  year 
was  to  see  the  active,  wholehearted  participation 
of  many  dedicated  members  of  the  Medical  Socie- 
ty who  were  willing  to  give  of  their  time  and 
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energies  to  further  all  sorts  of  needs  of  the 
citizens  of  Delaware.  Physicians  are  often  accus- 
ed of  being  calloused,  uncaring,  uninterested  - 
but  not  these  members;  most  of  these  in- 
volvements go  unnoticed,  and  to  all  of  you,  I say 
thank  you  very  much. 

The  200th  anniversary  of  the  Society  has  been 
exciting.  In  May  a reenactment  of  the  first 
meeting  of  the  “Medical  Society  of  the  Delaware 
State”  was  held  in  the  old  Court  House  in  Dover, 
with  colonial  costumes,  carriages,  and  a recep- 
tion at  Woodburn  after  the  meeting.  This  has 
been  preserved  on  videotape  so  future  genera- 
tions will  be  able  to  see  how  we  respected  our 
past.  There  was  a historical  display  in  the  Mor- 
ris Library  at  the  University  of  Delaware.  Mr. 
Peter  Norton  has  written  an  updated  version  of 
the  history  of  the  Medical  Society  and  this  is  be- 
ing published  by  the  Society.  Finally,  some  co- 
lonial type  entertainment  will  be  presented  at 
the  annual  meeting  in  Wilmington  in  November. 

For  the  first  time,  this  year,  we  feel  the  Medical 
Society  had  some  significant  impact  on  the 
members  of  the  Delaware  State  Legislature.  Dr. 
Stephen  Permut  was  Chairman  of  the  Legislative 
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Action  Committee,  and  there  was  a physician  pres- 
ent in  Legislative  Hall  every  single  day  the 
Legislature  was  in  session.  Nothing  impresses 
legislators  more  than  sincere  participation  in 
their  deliberations  by  physicians  who  do  not  have 
a personal  axe  to  grind.  Our  presence  was  duly 
noted  by  most  members  of  the  Senate  and  House 
and  input  was  sought  on  many  issues.  As  a result, 
a new  law  concerned  with  the  Board  of  Medical 
Practice  was  developed  and  there  was  no  substan- 
tive change  in  the  Medical  Malpractice  Act.  To  all 
members  of  this  committee,  a heartfelt  thanks 
and  well  done. 

Many  meetings  were  held  about  Professional 
Liability  Insurance.  Several  new  companies  from 
New  Jersey  and  California  are  interested  in 
writing  malpractice  coverage  in  Delaware,  and 
discussions  continue  with  them.  A newer  concept 
of  an  Insurance  Purchasing  Group,  controlled  by 
local  physician  participants,  is  being  studied  at 
the  present.  Our  two  largest  companies,  CNA  and 
Phico,  have  continued  to  sell  insurance  in  our 
state.  CNA  held  formal  risk  management 
seminars  in  Wilmington  and  Dover,  and  par- 
ticipants were  given  a 5 percent  reduction  in 
premium  rates  for  each  of  the  next  three  years. 
In  addition,  CNA  did  not  raise  insurance 
premium  rates  for  the  coming  year.  Phico  met 
with  our  committee  in  August  and  announced  an 
11%  - 12%  reduction  in  the  premium  rates  across 
the  board  in  all  categories.  In  addition,  the  sur- 
charge program  has  been  dropped,  but  the  deduct- 
ible retained  only  in  a very  specific  instance. 
Also,  Phico  made  some  clearer  definitions  of  the 
“free  tail,”  agreed  to  retain  the  physician’s  right 
to  refuse  claim  settlement,  and  agreed  to  con- 
tinue to  pay  physicians  for  their  time  spent  in 
helping  Phico  develop  physician  defense  strategy. 

An  important  updating  and  expansion  of  the 
Medical  Society  office  was  completed  with  the 
computerization  of  our  facility,  in  conjunction 
with  the  New  Castle  County  Medical  Society. 
This  has  been  a long  time  coming  and  our  joint 
venture  this  year  has  not  been  without  some 
distressing  times,  but  we  are  now  better  able  to 
run  our  physician  referral  service,  the  CME  record- 
ing and  reporting  service,  management  of  the 
records  of  the  physicians’  health  insurance 
groups,  management  of  the  Society’s  fiscal  af- 
fairs, and  also  spreadsheet  and  word  processing 
projects  of  the  Society. 

One  of  the  potentially  most  difficult  items  I 


found  at  the  beginning  of  this  year  was  the  an- 
nounced intention  of  Mrs.  Anne  Bader  to  retire 
after  being  our  executive  director  for  25  years.  I 
tried  to  convince  her  to  delay  this  move  so  it 
would  become  a problem  for  a future  president, 
but  to  no  avail.  However,  the  transition  went  well 
because  the  Medical  Society  was  very  fortunate 
to  find  Mr.  Mark  Meister,  a young  executive  with 
a great  deal  of  experience  in  medical  society 
management  skills,  formerly  with  the  New 
Haven,  Connecticut,  County  Medical  Society,  a 
300-bed  community  hospital,  HMO  programs 
and  an  insurance  company  executive  staff  posi- 
tion in  Illinois.  Mark  Meister  and  his  family  have 
settled  into  life  in  Delaware  and  he  goes  about  his 
position  as  executive  director  with  much  con- 
fidence and  self-assurance.  Mrs.  Bader  is  still  ac- 
tive with  the  Society  in  her  role  as  insurance 
manager  with  MSDIS. 

This  year  the  House  of  Delegates  will  be 
presented  with  a recommended  Bylaws  change 
that  will  establish  the  permanent  office  of 
Speaker  of  the  House  of  Delegates.  Our  organiza- 
tion now  has  over  1,100  members  and  the  skills 
of  a good  parliamentarian  are  essential  to  the 
smooth  functioning  of  our  annual  assembly. 

Several  meetings  were  held  this  year  with 
members  of  the  News  Journal  staff.  I have  always 
felt  that  the  more  face-to-face  discussions  one  has 
with  others,  the  less  likely  problems  of 
misunderstanding  and  miscommunication  will 
occur.  Our  relationship  with  the  local  media  is 
very  important  to  us. 

In  summary,  I have  found  this  year  to  be  a very 
exciting  and  busy  one  for  me  and  the  Medical 
Society  of  Delaware.  The  office  of  President  of  this 
organization  demands  a great  deal  of  time,  effort 
and  participation;  for  their  understanding  of  all 
the  time  I had  to  be  away  from  home  and  work, 
I say  thank  you  very  much  to  my  wife  and  co- 
workers. To  all  members  of  the  Medical  Society 
of  Delaware  and  to  our  headquarters  staff,  I say 
thank  you  for  asking  me  to  serve  as  president  and 
for  all  the  help  you  gave  me  along  the  way. 

Respectfully  submitted. 


j2^ 


Henri  F.  Wendel,  M.D. 

President 
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PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian  Medical  Center 


■ Cardiology 
Update  ^ 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology.  . . 

Wednesday,  December  6,  1989  3:00  to  5:00  PM 

Syncope:  Cardiac  or  Non-Cardiac  Etiology 


MODERATOR: 

Leonard  N.  Horowitz,  M.D. 

3:00-3:30  Cardiac  syncope:  diagnosis  and  management  - 

Leonard  N.  Horowitz,  M.D. 

3:30-4:00  Non-cardiac  syncope  - Mildred  La  Fontaine,  M.D. 

4:00-5:00  Case  presentations  - The  symptom  of  syncope  in  the  cardiac 

patient David  L.  Scher,  M.D. 

Panel  Discussion Norman  Feinsmith,  M.D., 

Ancil  A.  Jones,  M.D.,  Steven  J.  Nierenberg,  M.D., 

William  J.  Untereker,  M.D. 

■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

’^The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania . 
"The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  to  sponsor  continuing  medical  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine 
designates  this  Continuing  Medical  Education  activity  for  2 credit  hours  per  session  in  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association.” 
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JSfo  one,  not  even  an  in-house  department,  offers  you 
faster  tum-around  on  all  your  work.  With  our  new 
FAX  Service  you  can  send  your  instructions  to  us  in 
the  afternoon,  we'll  produce  the  slides  or  illustrations 
that  evening  and  deliver  them  to  you  the  next  day! 
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P.O.Box  3332 
Wilmington,  DE 19804 
TEL  (302)  998  - 5580 
FAX  (302)  998  - 0144 


GRAND  ROUNDS 

MALIGNANCY  OF  UNKNOWN  ORIGIN 


Mark  Kimmel,  M.D. 


CASE  PRESENTATION 

Michael  Guarino,  M.D. 

C.  F.  is  a 76-year-old  black  male  who  presented 
in  February,  1989  with  abdominal  discomfort, 
nausea,  and  night  sweats.  He  was  found  on 
preliminary  outpatient  evaluation  to  have  renal 
insufficiency  and  left  supraclavicular 
adenopathy.  Abdominal  ultrasound  showed 
bilateral  hydronephrosis.  Cystoscopy,  attempted 
retrograde  urography,  and  prostatic  biopsy  were 
performed,  all  of  which  were  non-diagnostic.  A 
right  nephrostomy  tube  was  placed.  Subsequent- 
ly, abdominal  CT  scan  demonstrated  extensive 
para-aortic  and  pelvic  lymphadenopathy  as  well 
as  bilateral  hydronephrosis  relieved  on  the  right 
side  with  a tube. 

A left  supraclavicular  node  biopsy  thereafter 
revealed  an  undifferentiated  malignant 
neoplasm.  Immunohistochemical  stains  for 
S-100,  keratin,  and  common  leukocyte  antigen 
were  negative.  Tentatively  the  light  microscopy 
was  interpreted  as  a lymphoma,  but  some  of  the 
involved  pathologists  were  unsure  of  the 

Dr.  Kimmel  is  on  the  Provisional  Staff  in  the  Department  of  Medicine,  section 
of  oncology,  at  the  Medical  Center  of  Delaware. 

Dr.  Guarino  is  on  the  Associate  Staff  in  the  Department  of  Medicine,  section  of 
oncology,  at  the  Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware,  July  20,  1989. 
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diagnosis.  On  a second  biopsy  flow  cytometry 
studies  were  negative  for  T and  B cell  markers. 
These  studies,  however,  did  reveal  that  the  tumor 
had  a non  hematopoietic  origin,  and  repeat  im- 
munohistochemical stains  were  then  obtained. 

The  patient  had  coronary  artery  disease  and  a 
history  of  a transient  ischemic  attack.  He  smok- 
ed one  pack  of  cigarettes  per  day  until  20  years 
ago.  He  is  a retired  welder. 

On  physical  examination  he  was  a healthy  look- 
ing black  male  in  no  distress.  A 2 cm  left 
supraclavicular  lymph  node  was  noted.  The  ab- 
domen was  full  to  palpation  without  discrete 
masses  or  a fluid  wave.  Rectal  examinationshow- 
ed  a mildly  enlarged  prostate,  compatible  with 
age.  The  prostate  was  mobile,  non-tender,  and  not 
suspicious  for  tumor.  Stool  was  negative  for  occult 
blood.  There  was  a small  amount  of  pitting 
edema  in  the  lower  extremities.  Otherwise,  a 
complete  physical  examination,  including  ex- 
aminations of  the  thyroid,  breasts,  heart,  lung, 
and  testes  was  normal.  On  initial  laboratory 
studies,  the  hemoglobin  was  10.2  gm/dl, 
hematocrit  32%,  white  blood  count  8200/cu.mm., 
and  platelet  count  314,000/cu.mm. 

Park  Huntington,  M.D.:  A basic  stain  of  the 
supraclavicular  lymph  node  biopsy  revealed 
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large,  obviously  atypical  cells  involving  almost 
all  of  the  tissue.  They  had  prominent  nucleoli  in 
varying  sizes  and  shapes  and  were  solidly  pack- 
ed. The  usual  and  normal  architecture  of  the 
gland  was  obliterated.  The  lymph  node  capsule 
was  intact  without  infiltration  through  the  cap- 
sule to  the  extracapsular  or  external  tissue.  The 
latter  finding  speaks  against  the  diagnosis  of 
lymphoma.  The  cells  themselves,  however,  could 
represent  large  cell  lymphoma  cells.  With  a pat- 
tern like  this,  when  we  are  dealing  with  just  a 
lymph  node  and  don’t  know  of  any  other  possible 
primary  to  consider,  we  always  have  to  think  of 
lymphoma.  As  mentioned,  cell  markers  on  a sec- 
ond specimen  were  negative,  ruling  out  lym- 
phoma. Subsequently,  a prostatic  specific  antigen 
(PSA)  immunoperoxidase  stain,  specific  for  the 
prostate  as  a primary  site,  was  performed,  and 
was  remarkably  positive.  In  addition,  a restain- 
ing for  the  originally  negative  im- 
munohistochemical  stains  demonstrated  a 
positive  keratin  peroxidase  stain.  This  is  seen  in 
adenocarcinoma.  These  stains  suggest  that  the 
most  probable  diagnosis  is  that  of  a secondary  un- 
differentiated adenocarcinoma  from  the  prostate. 

Dr.  Guarino:  After  the  results  of  the  second  biop- 
sy were  known,  additional  serologic  marker 
studies  were  performed  including  carcinoem- 
bryonic  antigen  (CEA),  beta  human  chorionic 
gonadotropin  (hCG),  alpha-fetoprotein  (AFP), 
and  acid  phosphatase  levels.  The  beta  hCG,  AFP, 
and  CEA  levels  were  all  normal.  The  acid 
phosphatase  level,  however,  was  markedly 
elevated  as  was  a more  specific  radioim- 
munoassay for  prostatic  acid  phosphatase.  Subse- 
quently a bone  scan  revealed  multiple  bony  le- 
sions. Based  on  the  findings  of  the  elevated  acid 
phosphatase  and  the  strongly  positive  im- 
munohistochemical  staining  for  PSA,  the 
diagnosis  of  prostatic  adenocarcinoma  was  made, 
in  spite  of  his  normal  feeling  prostate  gland  and 
the  normal  prostate  biopsy. 

He  was  treated  with  leuprolide,  which  is  a lu- 
teinizing hormone  releasing  hormone  (LHRH) 
agonist.  Subsequently  his  supraclavicular 
adenopathy  has  regressed,  and  he  has  begun  to 
make  urine  not  only  through  his  nephrostomy 
tube,  but  also  through  the  other  previously 
obstructed  kidney  into  the  bladder.  His  prostatic 
acid  phosphatase  levels  after  one  month  of 
therapy  have  markedly  declined.  A CT  scan  has 
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not  been  repeated. 

A physician;  Why  was  orchiectomy  not 
considered? 

Dr.  Guarino:  It  was  considered  as  an  option  along 
with  LHRH  agonist  therapy.  He  was  not  a can- 
didate for  estrogen  therapy,  which  is  the  third 
equivalent  treatment,  because  of  his  history  of 
coronary  artery  disease.  The  options  were  ex- 
plained to  the  patient,  and  he  chose  leuprolide 
therapy.  LHRH  agonist  therapy  previously  not 
only  had  the  problem  of  cost  but  also  had  to  be 
given  by  daily  subcutaneous  injection.  However, 
now  it  is  available  in  depo  form,  and  shots  can  be 
administered  once  monthly.  Interestingly 
enough,  the  depo  form  is  paid  for  by  Medicare, 
whereas  the  subcutaneous  form  is  not. 

DISCUSSION 
Dr.  Kimmel 

Probably  most  of  you  in  this  auditorium  at 
some  time  have  been  involved  in  the  care  of  a pa- 
tient with  a malignancy  of  unknown  origin 
(MUO),  and  you  know  how  frustrating  the  cases 
can  be,  both  for  the  patient  and  the  physician.  In 
the  last  few  years  there  have  been  a number  of  ad- 
vances in  the  areas  of  medical  technology  and 
medical  oncology  which  in  some  cases  can  make 
the  diagnosis  and  management  of  these  patients 
easier. 

In  the  area  of  medical  technology,  new  stains 
in  immunohistology,  electron  microscopy,  and 
new  serum  tumor  markers  have  all  contributed 
to  the  evaluation  of  patients  with  MUO.  In 
medical  oncology  we  have  been  finding  that  there 
are  subsets  of  patients  who  may  be  curable  even 
if  they  present  with  advanced  disease.  Also  in  this 
era  of  cost  containment,  we  need  to  develop  an 
evaluation  for  MUO  which  is  cost  effective  yet 
thorough  enough  that  we  are  not  going  to  be  at 
risk  for  missing  treatable  disease.  These  are  the 
main  areas  that  I want  to  talk  about  today.  In  this 
context,  the  definition  that  I am  using  for  MUO 
is  that  of  a biopsy  proven  metastatic  tumor  with 
the  origin  of  the  malignancy  unknown  after  a 
complete  history  and  physical  examination, 
routine  blood  studies,  urinalysis,  chest  x-ray,  and 
histologic  evaluation  of  the  biopsy. 

About  5-10%  of  patients  with  cancer  will  pre- 
sent as  MUO.  Virtually  all  present  with  symp- 
toms of  their  metastatic  disease.  Their  median 
age  is  55-60  years.  Identifying  the  primary  site 
can  be  extremely  difficult  despite  an  extensive 
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diagnostic  work-up.  Only  10-25%  of  patients 
presenting  with  MUO  will  have  their  primary 
site  identified  during  their  lifetime  regardless  of 
the  extent  of  the  evaluation.  Even  after  autopsy, 
in  15-30%  of  patients  the  primary  cannot  be  iden- 
tified.^ There  are  three  factors  which  tend  to 
make  identification  difficult.  First,  the  primary 
tumor  can  remain  very  small  while  metastases 
can  grow  quickly.  It  is  unclear  whether 
metastatic  cells  have  a greater  malignant  poten- 
tial or  whether  they  seek  a more  favorable  en- 
vironment. Second,  the  pattern  of  dissemination 
is  often  atypical.  For  example,  when  we  think  of 
pancreatic  cancer  we  very  rarely  think  of  bone 
metastases.  Yet  when  a patient  presents  with 
MUO  and  is  found  to  have  a pancreatic  primary, 
over  30%  will  have  metastases  to  the  bone,  an 
unexpected  pattern  of  dissemination.  Finally,  in 
MUO,  the  expected  frequencies  are  often  skew- 
ed. Common  primaries  such  as  breast  cancer 
rarely  present  as  MUO,  while  some  of  the  less 
common  tumors,  such  as  hepatoma,  gastric 
cancer,  and  pancreatic  cancer,  occur  more  fre- 
quently in  these  patients.  In  a series  of  1082  pa- 
tients with  MUO  collected  at  five  different 
centers  over  about  a 10  year  period,  the  most  com- 
mon primaries  were  pancreas,  lung,  colon, 
hepatoma,  gastric  cancer,  and  renal  carcinoma. 
In  these  patients,  about  75%  of  primary  sites 
were  located  below  the  diaphragm.^ 

After  the  history,  physical  examination,  and 
routine  lab  studies,  what  diagnostic  studies  are 
available  to  help  us  locate  the  primary  site?  Here 
there  are  three  areas  that  I want  to  discuss  - the 
roles  of  histology,  serum  tumor  markers,  and 
radiologic  studies. 

A complete  histologic  evaluation  of  an  ade- 
quate tissue  specimen  is  the  single  most  impor- 
tant diagnostic  tool  in  the  evaluation  of  MUO, 
and  this  should  precede  any  extensive  diagnostic 
work-up.  The  initial  histology  will  reveal 
adenocarcinoma  in  about  55%,  undifferentiated 
carcinoma  in  about  30%,  and  squamous  cell  car- 
cinoma in  about  15%.^  This  information  alone  is 
sometimes  helpful  in  planning  the  rest  of  the 
work-up  because  we  will  often  look  for  squamous 
cell  and  adenocarcinomas  in  different  places.  The 
next  problem  is  in  deciding  where  the  squamous 
cell,  adeno-  or  undifferentiated  carcinoma 
originated.  Histology  can  sometimes  be  helpful 
in  this  area  also.  As  Drs.  Guarino  and  Hun- 
tington mentioned,  in  the  last  few  years  we  have 
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had  improvements  in  immunohistology  techni- 
ques which  make  these  studies  quite  useful  in 
MUO.  In  Table  1, 1 have  listed  some  of  the  more 
common  markers  and  the  suggested  origin  of  the 
malignancy  depending  on  the  marker. 

Table  1 

Immunohistological  markers  used  in 
determining  the  origin  of  malignancies 

Marker  Suggests 

Cytokeratin  Carcinoma 

Common  leukocyte  antigen  Hematopoietic 

malignancy 


Vimentin 

Sarcoma,  melanoma 

PSA 

Prostate 

AFP 

Germ  cell  malignancy. 

hepatoma 

Beta  hCG 

Germ  cell  malignancy 

HmB-45 

Pre-melanosomes 

(melanoma) 

S-100 

Melanoma,  neurogenic 

tumors 

Estrogen,  progesterone  Breast 
receptors 


Electron  microscopy  can  be  helpful  in  some  un- 
differentiated malignancies.^  In  cases  in  which 
the  malignant  cells  are  so  primitive  that  it  is  im- 
possible to  distinguish  between  adenocarcinoma 
or  squamous  cell  carcinoma,  the  tumor  is  label- 
led undifferentiated.  Sometimes  the  ultrastruc- 
tural  features  of  such  undifferentiated  cells  may 
be  helpful  in  pointing  us  in  one  direction  or 
another.  There  are  three  drawbacks  to  electron 
microscopy.  Special  tissue  fixative  is  required  so 
that  advance  planning  must  be  made  prior  to  the 
biopsy.  In  addition,  the  studies  are  expensive,  and 
a long  processing  time  is  involved. 

There  are  three  keys  to  getting  the  most  from 
the  histology.  The  first  is  to  talk  with  the 
pathologist  so  that  he  knows  what  you  are  think- 
ing in  the  case.  If  you  tell  him  the  pattern  of 
metastasis,  whether  the  patient  has  a previous 
history  of  malignancy,  and  what  your  differential 
diagnosis  is,  he  will  often  be  able  to  do  stains 
which  look  for  those  specific  possibilities.  Second, 
it  is  important  to  make  sure  that  you  have  ade- 
quate tissue  for  analysis.  There  is  nothing  more 
frustrating  for  the  pathologist  than  to  have  a 
needle  aspirate  with  only  three  or  four  malignant 
cells.  If  you  have  a non-diagnostic  needle  aspirate 
without  adequate  material,  you  must  consider  an 
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open  biopsy  to  obtain  more  definitive  tissue  for 
analysis.  Last,  it  is  important  to  make  sure  that 
the  histologic  analysis  is  complete.  In  the  case  Dr. 
Guarino  presented,  extra  stains  were  required  to 
provide  all  of  the  needed  information. 

Two  clear  benefits  can  be  gained  from  a com- 
plete analysis  of  the  histology.  One,  obviously,  is 
that  you  may  identify  the  primary  site.  Equally 
as  important,  you  can  often  use  the  histology  to 
rule  out  treatable  diseases.  For  example,  you  will 
sometimes  have  an  undifferentiated  malignan- 
cy with  the  question  of  whether  it  could  be  a 
curable  lymphoma.  A negative  common 
leukocyte  antigen  stain  makes  lymphoma 
unlikely.  Similarly,  a negative  PSA  stain  would 
make  prostate  carcinoma,  also  potentially 
treatable,  less  likely. 

How  helpful  are  serum  markers  in  the  evalua- 
tion of  patients  with  malignancy  of  unknown 
origin?  Acid  phosphatase  is  a non-specific  marker 
which  can  be  elevated  in  a large  number  of  con- 
ditions. In  addition  to  prostate  cancer,  it  can  be 
elevated  by  prostatic  surgery,  urinary  retention, 
or  the  presence  of  a urinary  catheter.  Bone 
disease  including  bone  metastasis  can  cause  an 
elevated  acid  phosphatase  as  can  renal  or  biliary 
disease.  Recently  studies  have  suggested  that 
PSA  is  much  more  sensitive  and  specific  than  the 
acid  phosphatase  as  a marker  for  prostatic  car- 
cinoma, and  in  my  opinion,  this  is  the  serum 
marker  of  choice  when  looking  for  prostate 
cancer.'*  PSA  levels  should  be  measured  in  men 
who  have  adenocarcinoma  or  undifferentiated 
carcinoma  of  unknown  primary  because  prostate 
cancer  is  so  treatable. 

Beta  hCG  is  a serum  marker  which  is  elevated 
in  70%  of  patients  with  nonseminoma  testicular 
cancer.  However,  it  is  also  elevated  in  patients 
with  ovarian  cancer,  lung  cancer,  breast  cancer, 
and  melanoma,  so  again  we  see  that  it  is  not  a 
specific  marker.  It  is  often  used  in  conjunction 
with  AFP  levels,  which  are  also  elevated  in  most 
patients  with  nonseminoma  testicular  cancer. 
However,  AFP  is  also  a non-specific  marker,  and 
can  be  elevated  with  hepatoma,  pancreatic 
cancer,  gastric  cancer  or  with  benign  liver 
disease.  Beta  hCG  and  AFP  should  be  used  to 
look  for  extragonadal  germ  cell  malignancies  in 
patients  who  have  undifferentiated  carcinomas. 

CEA  is  often  used  in  the  evaluation  of  patients 
with  MUO.  However,  there  are  a large  number  of 
malignancies  which  can  cause  elevation  of  CEA, 
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including  colon,  lung,  pancreas,  gastric,  liver, 
breast,  several  gynecological  malignancies,  and 
thyroid  cancers.  In  addition,  a variety  of  non- 
malignant  diseases,  including  colonic  polyps, 
pancreatitis,  liver  disease,  and  inflammatory 
bowel  disease  can  cause  an  elevation  of  CEA.  If 
the  CEA  is  elevated  in  the  patient  with  MUO,  you 
really  don’t  know  the  origin  of  the  primary. 
Because  of  this  lack  of  specificity,  in  my  opinion, 
CEA  does  not  have  a role  in  the  evaluation  of 
these  patients. 

CA-125  is  a relatively  new  marker,  touted  as 
helpful  for  diagnosing  and  managing  patients 
with  ovarian  carcinoma.  However,  there  are  also 
a large  number  of  other  malignancies  which  can 
cause  elevation  of  CA-125  including  cancers  of  the 
ovaries,  pancreas,  lungs,  breast,  and  colon.  Eleva- 
tion can  also  be  seen  in  non-malignant  diseases 
(pelvic  inflammatory  disease,  cirrhosis,  pericar- 
ditis, endometriosis).  Again,  this  lack  of  specifici- 
ty speaks  against  its  usefulness  in  the  evaluation 
of  the  patient  with  MUO. 

In  general,  radiologic  studies  have  a limited 
role  in  trying  to  determine  the  primary  site  of  a 
MUO.  One  study  recently  looked  at  the 
usefulness  of  chest  x-rays  (CXR),  barium  enemas 
(BE),  upper  gastrointestinal  series  (UGI),  and  in- 
travenous pyelograms  (IVP)  in  locating  the 
primary  tumors  in  patients  with  MUO.®  Sixty- 
four  patients  with  MUO  and  abnormal  CXR  were 
studied.  All  64  ultimately  went  to  autopsy.  The 
CXR  was  not  a good  predictor  in  most  patients  of 
whether  the  abnormality  was  primary  or 
metastatic. 

The  above  study  also  demonstrated  that  con- 
trast studies  can  be  misleading  or  unhelpful  as 
well.  There  were  more  false  studies  than  true 
positives.  Looking  at  BE,  UGI,  and  IVP  contrast 
studies,  of  the  603  studies  done,  there  were  only 
22  true  positives,  a true  positive  rate  of  3%. 

Another  study  examined  the  utility  of  a thyroid 
scan  because  thyroid  carcinoma  is  treatable  with 
fiai  6q£  2Q2  patients,  45  had  thyroid  scans,  13  of 
which  were  felt  to  be  indicative  of  primary 
thyroid  carcinoma.  At  autopsy,  however,  only  four 
of  these  13  turned  out  to  have  primary  thyroid 
carcinoma.  Again  the  utility  of  the  study  is 
seriously  called  into  question. 

There  have  been  two  studies  that  I could  find 
looking  at  the  role  of  abdominal  CT  in  diagnosing 
patients  with  MUO.^®  In  combining  the  two 
studies,  of  144  patients  tested,  the  primary  was 
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felt  to  be  identified  in  46  patients  or  30  percent. 
At  autopsy  37  of  these  46  patients  were  correct- 
ly diagnosed,  true  positives,  and  nine  were  false 
positives.  Clearly  this  is  the  best  single  radiologic 
study  for  evaluating  MUO  and  can  pick  up  the 
primary  in  a fair  number  of  cases  without  a large 
number  of  false  positives. 

In  summary,  for  all  patients  with  MUO,  CXR 
and  abdominal  CT  scan  can  be  helpful 
diagnostically.  They  can  also  be  useful  prog- 
nostically  because  they  can  demonstrate  liver  or 
lung  metastases.  All  other  radiologic  studies,  I 
think,  are  indicated  only  in  situations  where 
symptoms,  physical  findings,  or  routine  lab 
studies  suggest  the  need  for  further  evaluation. 

In  identifying  the  primary  site  in  MUO,  we 
clearly  should  try  to  emphasize  finding  the 
treatable  primaries  (Table  2).  There  are  also  a few 
special  settings  peculiar  to  MUO  in  which 
disease  can  be  treatable  despite  the  facts  that  the 
etiology  is  unknown  and  the  disease  is  very  ad- 
vanced at  presentation. 


Table  2 

Metastatic  cancers  which  can  be 
treated  effectively 

1.  Curable  despite  advanced  disease 

a.  Germ  cell  malignancies 

b.  Lymphoma 

c.  Trophoblastic  tumors 

2.  Long-term  survival  or  cure  possible  in  certain 
settings 

a.  Adenocarcinoma  in  women  with  axillary 
lymph  node  metastases 

b.  Adenocarcinoma  in  women  with  peritoneal 
metastases 

c.  Squamous  cell  carcinoma  in  cervical 
lymph  nodes 

d.  Poorly  differentiated  carcinoma  in  young 
patients  with  midline  and  nodal  disease 

e.  Melanoma  in  lymph  nodes 

3.  Effective  chemotherapy  available 

a.  Breast  carcinoma 

b.  Ovarian  carcinoma 

c.  Small  cell  lung  carcinoma 

4.  Hormonally  responsive 

a.  Breast  carcinoma 

b.  Prostate  carcinoma 

c.  Endometrial  carcinoma 

5.  Responsive  to 

a.  Thyroid  carcinoma 
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Adenocarcinoma  of  unknown  origin  comprises 
about  45-65%  of  cases  of  MUOs.  About  60% 
originate  in  the  GI  tract,  and  20%  in  the  lungs.® 
Response  to  treatment  with  chemotherapy  is 
generally  dismal  regardless  of  which  regimen  is 
used,  with  response  rates  of  only  15-30%,  a dura- 
tion in  responders  of  approximately  four  months, 
and  an  average  life  expectancy  of  three  to  six 
months.®  However,  there  are  two  special  set- 
tings of  adenocarcinoma  in  which  the  outcome 
can  be  much  better  than  this.  In  a female  who 
presents  with  adenocarcinoma  only  in  her  ax- 
illary nodes,  no  breast  mass,  and  a normal  mam- 
mogram, estrogen  and  progesterone  receptors 
should  be  looked  for  in  the  lymph  node  biopsy.^ 
The  treatment  generally  recommended  is 
mastectomy  on  the  side  where  the  axillary  nodes 
are  present.  An  occult  primary  is  found  in  about 
40-65%  of  such  patients.  Patients  in  whom  an  oc- 
cult breast  primary  is  found  should,  of  course, 
have  a complete  lymph  node  dissection  on  the  af- 
fected side  and  followup  adjuvant  therapy  for 
stage  II  breast  cancer.  The  five  year  survival  is 
about  60%  if  cancer  is  found  in  the  mastectomy 
specimen.®  The  other  special  setting  is  a female 
with  adenocarcinoma  involving  only  peritoneal 
metastases  with  no  primary  tumor  found  at 
laparotomy.  One  group  has  treated  these  patients 
with  cytoreductive  surgery  and  platinum  based 
therapy,  as  if  they  had  ovarian  cancer,  a treatable 
and  occasionally  even  curable  disease.^®  Of  18 
patients  treated  in  this  fashion,  seven  achieved 
a clinical  complete  remission  and  three  remain- 
ed disease  free  with  a long  follow-up  of  four  to 
seven  years.  Again  I think  this  is  a special 
category  to  keep  in  mind  when  searching  for 
potentially  treatable  disease. 

Squamous  cell  carcinoma  of  unknown  primary 
is  usually  found  in  the  cervical  nodes.  Work-up 
should  include  endoscopy  of  the  oropharynx, 
nasopharynx,  and  esophagus,  and  chest  x-ray. 
The  primary  site  is  usually  the  head  and  neck  if 
the  lymph  nodes  are  in  the  upper  or  middle  cer- 
vical chains  and  most  often  lung  if  the  nodes  are 
in  the  lower  third  of  the  cervical  chain.  Treat- 
ment if  the  primary  site  is  not  discovered  general- 
ly should  include  a lymph  node  dissection  follow- 
ed by  radiation  therapy  to  include  most  of  the 
potential  head  and  neck  primary  sites.  With  this 
treatment  approach  there  is  a 25-35%  five  year 
survival,  and  some  of  these  patients  may  be  cured 
of  their  disease.  Squamous  cell  carcinoma  in  in- 
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guinal  lymph  nodes  in  females  generally  comes 
from  the  vulva,  vagina,  cervix  or  anorectal  area 
and  in  males  usually  comes  from  the  penis  or 
anorectal  area.  Squamous  cell  carcinoma 
presenting  other  than  in  cervical  or  inguinal 
nodes  is  usually  due  to  a lung  primary. 

Patients  with  poorly  differentiated  carcinoma, 
in  which  the  malignant  cells  are  too  undifferen- 
tiated for  classification,  have  historically  tended 
to  present  with  very  advanced  disease  and  to 
have  a very  poor  prognosis.  However,  a recent 
study  from  Vanderbilt,  not  yet  confirmed  by  other 
centers,  is  more  hopeful. Sixty-eight  very 
selected  patients  with  poorly  differentiated  car- 
cinoma of  unknown  primary  were  treated  with 
platinum  based  chemotherapy  similar  to  that  us- 
ed in  patients  with  testicular  cancer.  There  was 
a 22%  rate  of  complete  remission  and  a 34%  rate 
of  partial  remission.  Thirteen  percent  of  the  pa- 
tients remained  disease  free  at  five  years  and  are 
probably  cured  of  their  disease.  This  is  much  bet- 
ter than  the  historical  data  would  lead  us  to 
believe  in  patients  with  poorly  differentiated  car- 
cinoma. The  patients  who  achieved  a complete 
remission  tended  to  be  younger  and  to  have 
disease  in  the  mediastinum  and  retroperitoneum 
and  in  lymph  nodes.  This  raises  the  question  of 
whether  they  had  occult  germ  cell  tumors,  which 
are  of  course  very  treatable.  However,  the 
pathology  did  not  reveal  typical  germ  cell  tumors, 
none  of  the  patients  had  testicular  masses,  and 
only  two  of  the  15  who  achieved  complete  remis- 
sion had  an  elevation  of  AFP  or  beta  hCG,  both 
of  which  are  elevated  in  most  patients  with  germ 
cell  malignancies.  Based  on  this  preliminary 
data,  it  is  worth  considering  a trial  of  platinum 
based  chemotherapy  for  selected  patients  who 
have  undifferentiated  carcinoma  of  unknown 
primary. 

Table  2 summarizes  the  metastatic  diseases 
which  can  be  treated  effectively.  We  should  make 
a special  effort  to  find  these  potentially  treatable 
cancers  in  our  evaluation. 

Finally,  I want  to  conclude  by  discussing  my 
recommended  work-up  for  patients  who  present 
with  MUO  (Table  3).  It  is  based  on  the  usefulness 
of  the  various  diagnostic  tests  which  we  have 
discussed  and  emphasizes  finding  treatable 
primaries.  I have  tried  to  make  it  as  cost  effective 
as  I could  yet  thorough  enough  to  hopefully  not 
miss  treatable  disease.  Obviously  you  must  start 
with  a thorough  history  and  physical  examina- 
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tion  with  special  attention  to  the  thyroid,  breast, 
pelvic  examination,  prostate,  testes,  skin  exam 
for  melanoma,  and  rectal  exam  with  stool  for  oc- 
cult blood.  Laboratory  studies  should  include 
CBC,  chemistries  and  urinalysis.  If  the  histology 
shows  a poorly  differentiated  cancer,  you  should 
get  AFP  and  beta-hCG  levels  to  look  for  a germ 
cell  malignancy.  If  you  have  a male  who  has  an 
adenocarcinoma  or  poorly  differentiated  car- 
cinoma, then  a serum  PSA  should  be  obtained. 
The  complete  histological  evaluation  of  adequate 
tissue  is,  again,  the  most  important  part  of  the  , 
work-up.  Most  patients  should  have  a chest  x-ray  i 
and  an  abdominal  CT  scan;  and  in  addition  mam- 
mograms and  pelvic  CT  scans  are  indicated  in 
women  with  adenocarcinoma  or  poorly  differen-  i 
tiated  carcinoma.  Otherwise,  radiographic 
studies  should  be  performed  only  if  indicated  by  i 
the  work-up  discussed  above. 

Table  3 

Recommended  Diagnostic  Studies  For 
Patients  With  MUO 

1.  History  and  physical  examination 

- Attention  to  thyroid,  breasts,  pelvic,  prostate, 
testes,  skin,  rectal  with  stool  guiaic 

2.  Laboratory  studies 

- CBC,  chemistries,  UA 

- AFP  and  Beta  hCG  (if  poorly  differentiated 
cancer) 

- PSA  (men  with  adenocarcinoma  or  poorly  dif- 
ferentiated cancer) 

3.  Complete  histologic  evaluation  of  adequate 

tissue 

4.  Radiologic  studies 

- CXR 

- Abdominal  CT 

- Mammograms  and  pelvic  CT  (women  with 
adenocarcinoma  or  poorly  differentiated 
carcinoma) 

- Other  studies  only  if  indicated  by  work-up 
listed  above 

5.  General  guideline 

- Expend  greatest  effort  to  find  treatable 
disease  in  treatable  patients 


As  a general  guideline,  I think  we  should  be  ex- 
pending the  greatest  effort  to  look  for  treatable 
disease  in  treatable  patients.  If  we  have  a 90-year- 
old  with  malignancy  of  unknown  origin,  and  we 
find  that  he  has  metastatic  sarcoma,  that  may  be 
intellectually  rewarding,  but  it  doesn’t  help  the 
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patient. 

A physician:  In  the  patient  under  discussion, 
wouldn’t  ultrasound  of  the  prostate  have  been  of 
value? 

Dr.  Kimmel:  In  retrospect,  it  may  have  been.  In- 
itially before  the  special  stains  were  done,  the  in- 
volved physicians  were  probably  not  thinking  of 
prostate  carcinoma  because  it  looked  like  an  un- 
differentiated malignancy,  and  his  prostate  felt 
fairly  normal  on  exam.  After  they  had  made  the 
diagnosis,  an  ultrasound  may  have  disclosed  the 
primary. 

Dr.  Guarino:  A major  problem  is  that  we  don’t 
have  the  capability  of  doing  transrectal  ultra- 
sound yet.  Second,  when  ordering  studies,  con- 
sideration should  be  given  to  the  question  of 
whether  the  results  of  the  test  will  effect  the 
management  of  the  patient.  In  this  situation  the 
answer  is  no,  although  the  results  would  have 
been  interesting. 

A physician:  I feel  that  CEA  and  CA-125  levels 
should  be  ordered  for  three  reasons.  If  both  are 
positive  and  high,  you  think  of  carcinoma  of  the 
ovary.  Second,  CA-125  at  least  tells  you  that  you 
are  dealing  with  an  undifferentiated  adenocar- 
cinoma. Third,  if  you  are  going  to  use 
chemotherapy,  these  are  good  markers  of  the  pa- 
tient’s response  to  treatment. 

Dr.  Kimmel:  Obviously  there  are  many  different 
approaches  to  MUO  because  every  case  is  dif- 
ferent and  needs  to  be  approached  individually. 
I think  you  can  make  perhaps  an  argument  for 
CA-125  because  ovarian  carcinoma  is  potential- 
ly curable.  On  the  other  hand  you  have  to  realize 
that  there  are  many  malignancies  that  can 
elevate  it.  CEA  levels  do  not  help  me  personally 
because  of  the  wide  number  of  malignancies  in 
which  CEA  is  elevated  and  the  fact  that  most  of 
these  are  adenocarcinomas  which  are  very  dif- 
ficult to  treat. 

A physician:  CEA  is  not  an  adenocarcinoma 
marker  but  an  epithelial  carcinoma  marker,  and 
there  are  some  squamous  cell  carcinomas  in 
which  it  will  be  elevated,  too.  If  CEA  levels  are 
highly  elevated,  it  tells  you  that  you  are  not  deal- 
ing with  a sarcoma  or  lymphoma.  If  this  informa- 
tion is  helpful  to  you,  that  may  be  a reason  to  do 
it. 

Dr.  Kimmel:  You  could  learn  the  same  data  on  the 
immunohistochemical  studies  also. 

A physician:  Agreed. 

A physician:  Did  the  women  with  adenocar- 
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cinoma  limited  to  the  peritoneum  have  ascites? 
Dr.  Kimmel:  As  I recall,  the  answer  is  yes.  In  pa- 
tients with  ascites,  ovarian  carcinoma  can  be 
cured  in  about  10%,  so  ascites  in  this  setting 
would  not  prevent  me  from  treating  for  ovarian 
carcinoma. 

A physician:  In  community  hospital  or  universi- 
ty settings  how  often  do  these  big  work-ups  yield 
a diagnosis? 

Dr.  Kimmel:  I think  that  in  general  the  work-ups 
tend  to  be  frustrating  and  not  very  helpful.  As  I 
previously  mentioned,  during  the  patient’s 
lifetime,  no  matter  how  aggressive  the  diagnostic 
work-up,  only  10-25%  of  the  primary  sites  are 
found.  In  general,  the  emphasis  should  be  plac- 
ed on  finding  the  treatable  primaries. 

A physician:  As  an  oncologist,  I often  see  patients 
who  have  had  multiple  non-diagnostic  barium 
studies.  I fully  agree  that  barium  studies  are  not 
required  unless  there  is  a finding  that  suggests 
the  GI  tract.  It  is  helpful  when  I see  these  pa- 
tients to  tell  them  right  from  the  beginning 
before  more  tests  are  done  that  there  is  a high 
probability  that  theirs  will  be  a tumor  of 
unknown  primary  which  in  its  own  right  is  a 
diagnosis  and  not  an  excuse.  Part  of  the  frustra- 
tion for  patients  occurs  when  physicians  are 
unable  to  find  the  source  of  their  primary  after 
multiple  tests.  When  you  quote  them  the 
statistics  of  the  percentage  of  undefined 
primaries  and  the  reason  they  stay  that  way,  then 
I think  they  are  much  more  accepting  of  the 
diagnosis. 

A physician:  When  you  do  strike  out  with  your 
work-up,  are  these  people  just  winding  up  on  a cis- 
platinum  regimen  of  some  kind? 

Dr.  Kimmel:  For  adenocarcinoma  of  unknown 
primary,  as  we  said,  if  you  have  ruled  out  the 
treatable  subsets,  then  the  results  are  poor  with 
chemotherapy.  If  you  have  an  undifferentiated 
malignancy  in  a young  patient,  then  I think  in 
general  a trial  of  cis-platinum  should  be  given. 
If  you  have  a squamous  cell  carcinoma,  as  we 
mentioned,  those  in  the  head  and  neck  are  poten- 
tially curable.  I think  you  have  to  individualize 
the  treatment  depending  on  the  patient,  where 
the  disease  presented,  and  what  the  evaluation 
has  revealed. 

A physician:  Sometimes  in  barium  studies,  when 
we  do  not  see  an  intrinsic  lesion  of  the  bowel,  we 
may  see  distortion.  I presume  the  abdominal  CT 
scan  delineates  the  type  of  lesion  which  is  caus- 
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ing  the  distortion.  Therefore  barium  studies 
might  be  helpful. 

Dr.  Kimmel:  Sometimes  the  barium  contrast 
studies  may  be  helpful  for  showing  extrinsic  com- 
pression of  the  bowel  and  helping  us  in  that  way 
to  realize  that  there  may  be  a mass  present.  The 
abdominal  CT  scan  probably  yields  the  same  in- 
formation. It  is  much  more  likely  to  lead  you  to 
the  primary  site,  much  less  likely  to  give  you  a 
false  positive,  and,  I believe,  is  the  exam  of  choice. 
It  has  made  the  need  for  barium  studies  very  rare 
except  in  patients  who  have  guiaic  positive  stools 
or  symptoms  referable  to  the  bowel. 
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YOCON' 

YOHIMBINE  HCI 


Oemlptitti:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-c^- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubai^ae  and  related  trees. 
Also  in  Rauwoffia  Serpentina  (L)  Bentti.  Yohimbine  is  an  indolall^lamine 
alkaloid  with  chemical  similarly  to  reserpine.  It  is  a crystalline  povvder, 
odorless.  Each  compressed  tablet  aintains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Actiwi;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  bloid  vessels  resembles  ttiat  of  reserpine,  though  it  is 
weaker  arid  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
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IDENTICAL  ACHONDROPLASTIC  TWINS  BORN  TO 

NORMAL  PARENTS: 


A CASE  REPORT  AND  REVIEW  OF  THE  LITERATURE 


Thomas  M.  Fox,  D.O. 
Dan  E.  Mason,  M.D. 


INTRODUCTION 

Achondroplasia  is  the  best  known  and  most 
common  type  of  congenital  short-limbed  dwarf- 
ism. This  condition  has  been  described  from  ear- 
ly times  in  scriptures,  and  evidence  suggests 
achondroplastic  dwarfs  were  recognized  as  far 
back  as  5,000  years  ago.^^ 


Dr.  Mason  is  an  orthopedic  surgeon  in  the  Department  of  Orthopedics  at  the 
Alfred  I.  DuPont  Institute. 


CASE  REP^ORT 

These  identical  twin  girls  were  the  products  of 
a 34-week  pregnancy  to  a 29-year-old  mother  and 
a 28-year-old  father  (Figs.  lA  & B).  There  were 
minimal  problems  with  pregnancy;  delivery  by 
C-section  was  required  because  of  failure  to  pro- 
gress. Twin  A weighed  5 pounds,  14  ounces,  and 
Twin  B weighed  4 pounds,  7 ounces.  The  post- 
natal period  was  complicated  by  a “placental 
steal”  syndrome.  Twin  A had  a hemoglobin  of  28, 
and  Twin  B had  a hemoglobin  of  3 at  delivery. 
Plasma  exchange  was  necessary.  The  twins  were 
discharged  home  at  14  days.  The  diagnosis  of 
achondroplasia  was  not  made  until  approximate- 
ly 6 months  of  age. 
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INHERITANCE 

Achondroplasia  is  an  inheritable  condition 
with  an  autosomal  dominant  mode  of  genetic 
transmission.  This  means  that  any  achon- 
droplastic child  born  to  parents  of  normal  stature 
is  a mutant;  there  is  only  a very  low  probability 
of  this  couple  having  another  achondroplastic 
child.  If  the  mutation  involved  more  than  1 
gamete  in  one  of  the  parents,  the  couple’s  risk 
would  be  greater  than  that  of  the  general  popula- 
tion. When  an  achondroplastic  mates  with  a non- 
achondroplastic,  the  probability  with  each 
pregnancy  of  the  child  being  achondroplastic  is 
50  percent.  When  both  parents  are  achon- 
droplastic, the  probability  of  having  an  achon- 
droplastic child  is  75  percent  with  each  pregnan- 

Cy_9,10,12 

Statistical  studies  have  shown  a significant 
parental  age  effect.  Sporadic  occurrences  of 
achondroplasia  tend  to  occur  more  frequently 
when  the  father’s  age  is  more  than  36  years.“ 
The  unaffected  parents  of  achondroplastic  dwarfs 
have  essentially  no  chance  of  producing  another 
affected  child.  In  the  chance  occurrence  of  a very 
rare  genetic  event,  a new  mutation  is  thought  to 
be  the  cause  in  over  80  percent  of  cases. The 
majority  of  affected  individuals  have  average  size 
unaffected  parents  and  siblings,  as  well  as  a 
negative  family  history  for  dwarfism. 


Figure  1.  (A  and  B):  These  achondroplastic 
identical  twin  girls  were  the  product  of  a 
34-week  pregnancy  to  normal  parents. 
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INCIDENCE 

The  reported  incidence  of  achondroplasia  is 
around  1 per  25,000  to  40,000  individual  births. 
The  incidence  of  homozygous  twin  occurrence  is 
approximately  1 per  200  births.  The  incidence  of 
homozygous  achondroplastic  twin  occurrence  is 
therefore  approximately  1 per  5,000,000  to 
8,000,000  births.'  ® '° 

CLINICAL  FEATURES 

These  twin  girls  display  most  of  the 
characteristic  clinical  features  of  achondroplasia. 
The  facial  appearance  typically  reveals  a small 
maxillary  area,  with  a low  nasal  bridge,  frontal 
bossing,  and  bulbous-type  nose  (Fig.  2). 


Figure  2.  This  figure  demonstrates  the 
characteristic  features  of  achondroplasia:  small 
maxillary  area,  low  nasal  bridge,  frontal  boss- 
ing, and  bulbous-type  nose. 

Approximately  70  percent  of  achondroplasts 
have  tongue  thrusts  or  other  speech  defects  prob- 
ably related  to  dysplastic  bone  structure.  These 
problems  usually  resolve  spontaneously  by 
school-age. The  trunk  is  almost  normal  length. 
Thoracolumbar  kyphosis  occurs  when  the  patient 
begins  sitting  and  usually  resolves  spontaneous- 
ly when  the  patient  begins  to  stand  and  am- 
bulate. Proximal  segments  of  the  extremities 
reveal  rhizomelic  shortening.  The  chest  is  broad 
and  flat.  The  abdomen  and  buttocks  are  pro- 
tuberant,^^ probably  due  to  hypotonia,  a fairly 
common  feature  of  the  disorder,  at  least  early  in 
life. 

Although  the  hands  and  feet  are  large  in  rela- 
tion to  the  limbs,  the  digits  are  in  fact  short, 
broad,  and  stubby.  The  so-called  “trident”  hand 
is  a useful  diagnostic  sign  (Fig.  3).'  ®'^^'^^ 
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Figure  3.  The  so-called  “trident”  hand  is  a 
useful  diagnostic  sign.  The  digits  are  short, 
broad,  and  stubby. 


Developmental  milestones  based  on  average  size 
children  are  not  appropriate  for  the  evaluation  of 
children  with  achondroplasia.  Gross  motor  skills 
are  often  delayed  because  of  the  physical  dif- 
ficulties of  short  limbs  and  the  afore  mentioned 
hypotonia.  This  tends  to  improve  by  2 years  of 
age.  Cognitive  skills  are  usually  obtained  at  the 
expected  ages.  These  little  people  maintain  nor- 
mal intelligence. 

RADIOGRAPHIC  FEATURES 

The  most  characteristic  features  radio- 
graphically are  located  in  the  skull,  spine,  and 
pelvis.  The  skull  radiograph  reveals  a small  area 
of  facial  bones  compared  with  the  vault.  Only  en- 
dochondral bone  is  involved,  and  membranous 
bone  formation  continues  in  the  normal  manner 
(Fig.  4).^ 


Figure  4.  This  skull  radiograph  reveals  a small 
area  of  facial  bones  compared  to  the  vault. 


The  spine  reveals  short  pedicles  throughout, 
with  narrowing  of  the  interpedicular  distances  as 
you  proceed  caudally  (Fig.  5 A).  The  vertebral 
body  exhibits  a scalloped  appearance  posterior- 
ly (Fig.  5B).  The  overall  appearance  of  the  pelvis 
is  short  and  broad.  The  iliac  wings  are  square, 
with  horizontal  acetabular  roofs.  The  pelvic  in- 
let reveals  classic  “champagne  glass”  ap- 
pearance. The  upper  femoral  metaphysis  is 
splayed. 


Figure  5A.  The  spine  radiograph  reveais  short 
pedicles  throughout,  with  narrowing  of  the  in- 
terpedicular distances  proceeding  caudally. 


Figure  5B.  The  vertebral  body  exhibits  a 
scalioped  appearance  posteriorly. 
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In  approximately  one-half  of  the  cases,  trident 
hands  are  present  with  metacarpals  of  almost 
equal  length  (Fig. 


Figure  6.  Radiographs  of  the  trident  hand 
show  metacarpals  of  almost  equal  length. 

The  inverted  “V‘-shaped  (chevron)  growth  plate 
of  the  distal  femur  is  characteristic  (F ig.  7).  Genu 
valgum  may  be  present  initially  followed  by  genu 
varum. 


Figure  7.  The  characteristic  “V‘-shaped 
(chevron)  growth  plate  of  the  distal  femur  is  in 
evidence  in  this  radiograph.  Genu  valgum  or 
genu  varum  may  be  present. 

COMPLICATIONS 

Although  developmental  delay  is  common  ear- 
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ly,  these  children  develop  normally.  Because  head 
size  increases  rapidly  in  infancy,  hydrocephalus 
may  easily  be  overlooked,  if  it  develops.  A dif- 
ferent set  of  normals  has  been  developed,  and 
should  be  used  for  monitoring.  Another 
manifestation  of  abnormal  bone  growth  and 
development  may  be  narrowing  of  the  foramen 
magnum,  and  CT  screening  is  recommended  to 
evaluate  its  size.°  Close  monitoring  of  the  upper 
cervical  spine  for  instability  and  foramen 
magnum  stenosis  is  very  important  to  prevent 
sudden  death  due  to  constriction  of  the  cervical 
cord.  There  may  be  other  complications  in  these 
patients  related  to  spinal  stenosis.  Paralysis  oc- 
curred in  1 1 percent  in  one  series  reported  by  But- 
ter in  1977.^  ®Recurrent  otitis  media  is  very  com- 
mon in  these  children,  often  requiring  drainage 
tubes.^^’^^ 

The  scalloping  often  apparent  posteriorly  in  the 
vertebral  bodies,  along  with  thickened  vertebrae 
often  make  decompressive  laminectomy 
necessary.  This  typically  occurs  in  the  mid-30s 
age  range.  Spinal  complications  may  be  com- 
pounded by  persistent  thoracolumbar  k5q)hosis. 

Gtenu  varum  may  occur  due  to  disproportionate 
growth  of  the  tibia  and  fibula,  resulting  in 
mechanical  problems  at  the  knee  and  ankle, 
which  may  require  an  osteotomy  for  correction. 
Degenerative  arthritis  is  not  usually  a feature  of 
this  disease,  provided  normal  limb  alignment  is 
maintained. 

DISCUSSION 

Review  of  the  literature  reveals  few  articles  on 
the  subject  of  achondroplastic  twins.  In  1982, 
Hughes  reported  on  monozygotic  twins  discord- 
ant for  what  appeared  to  be  achondroplasia.® 

Another  study  in  1983  out  of  Belgium‘S 
reported  three  siblings  with  achondroplasia 
believed  to  represent  a unique  example  of  ger- 
minal mosaicism  in  humans. 

In  1974,  Peter  Bowen  reported  two  achon- 
droplastic sisters  with  normal  parents.®  These 
girls  were  different  in  age.  One  of  the  daughters 
subsequently  had  two  children,  one  of  whom  was 
also  achondroplastic. 

CONCLUSION 

In  order  to  insure  proper  management,  prog- 
nosis, and  genetic  counseling  among  patients 
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with  skeletal  dysplasia,  a specific  diagnosis  is 
critical.  Achondroplasia  is  the  most  common  in- 
trinsic bone  dysplasia  that  results  in  short- 
limbed  dwarfism.  Because  of  its  frequency,  it  is 
the  most  completely  documented  and  understood 
of  these  conditions. 

Emphasis  has  been  given  in  this  discussion  to 
the  various  characteristics  that  allow  an  exact 
diagnosis.  Differentiating  achondroplasia  from 
other  forms  of  dwarfism  is  important  in  order  to 
provide  proper  care,  prognosis,  and  genetic 
counseling  to  these  patients. 

Standard  skeletal  age  assessment  techniques 
cannot  be  applied  to  achondroplastic  individuals 
because  of  their  peculiar  bony  morphology.  Motor 
development  in  these  patients  is  delayed, and 
standard  screening  tests  such  as  the  Denver 
Developmental  screening  test  do  not  apply.  It  is 
more  appropriate  to  compare  the  development  of 
achondroplastic  children  to  their  achondroplastic 
peers. 

Kyphosis  and  spinal  stenosis  in  achon- 
droplastic dwarfs  is  a well-documented  cause  of 
spinal  cord  damage.®  These  patients  need  con- 
tinual clinical  follow-up  to  avoid  neurologic  com- 
plications, to  correct  existing  bony  abnormalities, 
and  to  prevent  others  from  occurring.  It  will  be 
of  interest  to  see  if  they  develop  similar  problems 
and  complications  in  the  years  ahead. 
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YOUR  HEART'S  IN  THE  RIGHT  PLACE 


A.  2D  Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 


to  OCL  for  evaluation  of  a systolic  murmur,  unmasks  a jet  of  mitral  regurgitation, 

that  appears  essentially  normal. 


C.  This  2D  image  is  from  a patient  referred  to 
OCL  for  the  evaluation  of  shortness  of  breath. 


D.  Same  patient  with  color  Doppler,  reveals  an 
easily  appreciated  jet  of  aortic  insufficiency. 


The  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography,  is  now  proud  to  be  the  first  to 
introduce  the  128  Channel  Computed  Sonography  System  from  Acuson.  128  channels  effectively 
double  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
in  other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 


When  your  career  has  taken  off; 
you  need  someone  to  help  keep  both 
feet  planted  firmly  on  the  gmund. 


it's  been  a long  time  coming,  but  you  have 
finally  arrived.  You  beat  out  the  competition  and 
made  your  own  way. 

As  a result  of  your  accomplishments,  you 
have  acquired  a degree  of  affluence  at  the  cost  of 
precious  time.  So  to  protect  your  interests,  you 
need  someone  to  manage  your  money. 

Someone  who  will  not  only  handle  your 
immediate  banking  needs,  but  who  can  orches- 
trate your  entire  financial  future. 

Someone  who  will  be  there  when  you 
need  him. 

What  you  need  is  a private  banker. 

At  Delaware  Trust,  our  Private 
Banking  Officers  provide  distinguished 
clients  with  banking  attention  beyond 


the  ordinary.  They  are  seasoned  professionals 
available  to  handle  your  financial  needs  24-hours 
a day;  over  the  phone,  at  your  office,  or  wherever 
you  happen  to  be. 

Your  private  banker  will  become  completely 
familiar  with  your  financial  situation  and  long- 
term objectives.  Additionally,  he'll  provide 
immediate  and  confidential  access  to  a blend  of 
financial  services  tailored  to  your  personal 
needs  for  a lifetime  financial  plan. 

You've  come  a long  way  and  Delaware  Trust 
wants  to  help  take  you  even  further. 

For  more  information  regarding  Private 
Banking,  call  F.  Samuel  Wilcox,  III, 
Senior  Vice  President,  Private  Banking 
Division  at  421-7450. 


DELAWARE  TRUST 

Member  FDIC 
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AID  FOR  INTERNATIONAL  MEDICINE,  INC.  (AIM) 

OUR  FIRST  25  YEARS 


John  M.  Levinson,  M.D. 


At  the  city  limits  of  Newark,  Delaware,  are  signs  which  say  in  part,  "Welcome  to  Newark,  a city 
rich  in  history,  past  end  present."  That  sounds  strange  to  our  ears,  but  it  does  serve  to  point  out  that 
history  is  being  made  all  the  time  - every  day.  Part  of  the  medical  history  in  Delaware  being  "made 
every  day"  concerns  AIM,  Aid  for  International  Medicine,  Inc.  a Delaware  corporation  started  in  1964, 
largely  through  the  efforts  of  our  own  John  M.  Levinson.  In  the  following  article  he  records  the 
chronology  and  accomplishments  of  this  unusual  organization.  This  is  so  different  from  our  usual 
articles  that  I had  some  misgivings  about  publishing  it.  I sent  it  out  to  all  members  of  our  editorial 
board.  The  response  was  overwhelmingly  and  enthusiastically  in  favor  of  publishing  it,  so  here  it 
is,  AIM  as  seen  through  Jack  Levinson's  eyes.  I hope  you  enjoy  it  as  much  as  our  editorial  board  did. 

E.W.M. 


Many  physicians  from  Delaware  have  been 
identified  with  international  medicine.  This 
report  narrates  the  activities  of  the  organization 
Aid  for  International  Medicine,  Inc.  (AIM)  and 
how  Delaware  health  professionals  have  brought 
medical  assistance  throughout  the  world  in  the 
past  25  years. 

On  March  29,  1638,  Dr.  Hans  Janeke  disem- 
barked from  the  Kalmar  Nyckel  in  New  Sweden. 
With  the  arrival  of  this  well-qualified  “barber- 
surgeon”  the  medical  profession  of  Delaware  was 
born.  Our  profession  grew  with  immigrant  physi- 
cians and  later  with  those  trained  in  our  country. 
Delaware  doctors  volunteered  and  served  with 
distinction  in  all  of  our  wars,  and  following  World 
War  II,  Delaware  physicians  with  a more  global 
outlook  took  advantage  of  the  expanding  oppor- 
tunities of  air  travel  and  began  giving  their  ex- 
pertise to  the  developing  world. 

In  1949,  Dr.  Davis  G.  Durham  and  his  wife, 
Harriett  F.  Durham,  an  orthoptic  technician,  did 
volunteer  medical  work  with  the  Eskimos  in 

Dr.  Levinson  is  the  president  and  founder  of  AIM.  He  is  an  Honorary  Associate 
Professor  in  the  Department  of  Obstetrics  and  Gynecology  at  the  Jefferson  Medical 
College  of  Thomas  Jefferson  University  in  Philadelphia,  Pennsylvania.  He  is  an 
Honorary  Senior  Attending  at  the  Medical  Center  of  Delaware  and  Emeritus  At- 
tending Chief  at  St.  Francis  Hospital  in  Wilmington,  Delaware. 

Presented  February  9,  1989. 

Addendum:  The  names  of  individuals  and  numerous  other  medical  expeditions 
have  been  curtailed  in  order  to  report  the  highlights  of  the  project 


Alaska.  In  1955  Drs.  Elizabeth  and  Edgar  R. 
Miller,  Sr.  went  to  the  Kingdom  of  Nepal  to  work 
for  nine  years.  They  were  literally  the  second  and 
third  western-trained  physicians  in  that  remote 
Himalayan  kingdom.  In  1957  the  Durhams  went 
to  Samoa  to  treat  unusual  eye  diseases.  In  1960 
Dr.  Durham  was  the  first  ophthalmologist  with 
Project  HOPE  and  sailed  on  that  epic  voyage  to 
the  South  Pacific,  finishing  his  voyage  by  going 
to  work  with  the  Millers  in  Nepal. 

Since  medical  school  days,  this  author  had 
dreamed  of  practicing  in  the  South  Pacific.  Fur- 
ther inspired  by  the  work  of  his  fellow 
Delawareans,  the  Durhams  and  the  Millers,  he 
first  did  volunteer  surgery  in  South  Vietnam  in 
1963.  By  early  1964  monies  were  being  raised  at 
lectures  for  those  medical  needs  and  Aid  for  In- 
ternational Medicine,  Inc.  (AIM)  was  born.  On 
January  18, 1965,  AIM  was  incorporated  “for  the 
purpose  of  extending  help  through  areas  where 
one  or  more  members  of  the  board  have  personal- 
ly served  and  documented  a need.”  Our  board  of 
directors  has  consisted  primarily  of  physicians 
and  other  health-care  oriented  Delawareans.  Ad- 
ditional help  from  both  medical  and  non-medical 
personnel  in  the  United  States  and  abroad  have 
made  our  projects  possible.  Although  our  earliest 
efforts  were  directed  to  medical  needs  in  South 
Vietnam,  we  rapidly  expanded  throughout  the 
world. 
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During  our  25  years  we  have  provided  over  $6.4 
million  of  material  aid.  No  figures  have  been 
assigned  for  the  many  thousands  of  hours  of  pro- 
fessional expertise  given.  Although  we  are  a tax- 
exempt,  private,  voluntary  organization,  we  do 
not  actively  solicit  funds.  We  function  out  of  the 
author’s  office  and  do  not  have  a separate 
telephone.  We  self-fund  our  medical  expeditions, 
and  with  gifts  in  kind  and  donated  funds  we  are 
able  to  address  medical  needs  on  a global  basis. 
Money  is  accepted  from  donors  for  specific  proj- 
ects that  meet  the  criteria  established  by  our 
board  of  directors.  AIM  boasts  the  lowest  percent- 
age of  expenses  of  any  agency  that  has  been 
registered  with  the  Advisory  Committee  on 
Voluntary  Aid  of  the  U.S.  Department  of  State. 

Dollar- wise,  our  major  thrust  has  been  medical 
education.  Through  the  generosity  of  one  of  our 
vice  presidents.  Jack  D.  Lange,  M.D.,  of  Lange 
Medical  Publications  in  California,  we  have  pro- 
vided 350,000  medical  textbooks  to  many  hun- 
dreds of  schools,  hospitals  and  clinics  worldwide. 
Dr.  and  Mrs.  Lange  have  personally  visited  most 
all  of  these  sites  to  assess  the  need  for  and  the 
utilization  of  these  books.  In  addition,  we 
established  the  second  largest  medical  library  in 
South  Vietnam  at  Da  Nang  Medical  Center  in 
memory  of  our  board  member.  Dr.  Bernard  B. 
Fall,  the  noted  author  and  expert  on  Indochina 
who  died  covering  that  war.  We  made  major  con- 
tributions to  the  medical  libraries  at  the  Univer- 
sity of  Saigon,  the  University  of  Hue  School  of 
Medicine,  the  Nursing  School  of  Hue,  and  helped 
to  rebuild  the  medical  library  at  the  Bach  Mai 
Hospital  in  Hanoi. 

On  over  100  medical  expeditions,  dentists, 
nurses,  physicians  and  various  types  of  medical- 
technician  specialists  working  with  AIM  have 
provided  bedside  and  operating-room  teaching, 
formal  lectures  and  service  in  many  dozens  of 
locations. 

In  South  Vietnam  we  established  and  sup- 
ported the  first  chemotherapy  center  for 
trophoblastic  disease,  gave  thousands  of  im- 
munizations for  the  childhood  diseases  and  fund- 
ed two  village  clinics  for  several  years  in  the  Cen- 
tral Highlands  of  South  Vietnam.  We  purchased 
several  tons  of  rice  for  orphanages,  donated  in- 
struments and  sutures  to  hospitals,  provided  four 
incubators  for  newborns  at  the  Tay  Ninh 
Hospital,  donated  thousands  of  dollars  for  plastic 
surgical  rehabilitation  of  children  injured  in  the 
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war,  and  funded  refugee  feeding  centers.  On  two 
separate  occasions  we  provided  the  funds  and  ex- 
pertise to  rebuild  the  Nursing  School  of  Hue 
destroyed  by  war.  During  those  years,  a number 
of  physicians  and  a nurse  working  through  AIM 
provided  critical  help  to  the  Vietnamese 
hospitals  in  both  a service  and  teaching  capaci- 
ty. After  the  conflict,  we  helped  the  “boat  people” 
that  arrived  here  in  Delaware. 

In  1982  and  1983  field  research  was  done  in 
Vietnam  on  the  “Agent  Orange”  question. 
Amerasian  children  were  provided  with  soap  and 
clothing  and  birth  certificates  to  make  their  ex- 
it possible.  Specialized  medical  equipment  and 
medical  books  were  taken  to  Hanoi. 

Medical  equipment  has  been  taken  to  Cam- 
bodia and  Laos,  and  following  the  invasion  of 
Cambodia,  eight  expeditions  have  been  under- 
taken by  board  members  of  AIM  to  assist  in  care 
of  the  sick  and  wounded  at  the  Kampuchean-Thai 
border. 

We  established  a number  of  nursing  scholar- 
ships in  Vietnam,  Nepal,  as  well  as  for  the  Navajo 
Indians  in  the  USA. 

In  addition  to  medical  supplies  sent  to  Nepal, 
we  have  established  a family  practice  clinic,  and 
expeditions  there  have  sent  family  practitioners, 
surgeons,  nurses,  a neurosurgeon,  and  a 
gynecologist.  All  of  the  radium  in  the  Kingdom 
of  Nepal  was  provided  through  AIM  and 
radiotherapists  sent  there  to  teach  them  to  use 
this  new  technique.  When  an  earthquake  struck 
Nepal,  we  responded  with  a generous  financial 
contribution. 

In  the  neighboring  Kingdom  of  Bhutan  we  pro- 
vided the  first  dermatome  in  that  remote  coun- 
try. In  a cooperating  project  with  The  Explorers 
Club,  AIM  physicians  were  invited  guests  to  the 
Kingdom,  and  we  provided  a teaching  program 
to  re-train  the  medical  assistants.  In  follow-up  we 
provided  basic  health  kits  and  medical  textbooks 
for  all  of  those  practitioners. 

In  1979  we  made  the  first  of  many  trips  to 
China.  Initially,  we  concentrated  on  furthering 
our  work  with  their  medical  libraries  and 
established  the  first  laparoscopy  clinic  in  Peking. 
The  following  year  as  official  guests  of  the 
Ministry  of  Health  we  gave  lectures  on 
laparoscopy  and  vascular  surgery  at  the  Chinese 
Academy  of  Medicine  - having  the  opportunity  to 
lecture  to  over  1000  Chinese  physicians. 
Laparoscopic  clinics  were  established  in  Canton 
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and  Shanghai;  the  equipment  donated  to  the 
Chinese  was  provided  to  us  by  UNICEF. 
Ophthalmological  surgeons  have  gone  to  teach 
and  perform  the  latest  techniques  in  cataract 
surgery,  and  through  our  efforts  three  of  the  first 
ophthalmological  operating  microscopes  have 
been  provided  for  the  Chinese.  An  ongoing 
progi’am  is  training  a Chinese  ophthalmologist 
at  the  Temple  University  Medical  Center,  who 
will  soon  be  returning  home  to  share  these  new 
techniques  with  his  colleagues. 

Several  teaching  expeditions  have  gone  to 
Taiwan  where  neurosurgery  has  been  taught  and 
many  thousands-of-dollars’  worth  of  instruments 
donated. 

Throughout  most  of  Southeast  Asia  AIM  physi- 
cians have  established  laparoscopic  clinics,  often 
providing  equipment  at  the  sites  from  AIM. 

At  the  University  of  Papua  in  New  Guinea  an 
orthopedic  surgeon  and  a nurse  started  ar- 
throscopic surgery  and  through  AIM  provided  all 
the  equipment  including  TV  monitors  where 
they  are  used  in  an  ongoing  program. 

In  India  we  have  given  money  to  hospitals,  in 
Samoa  funds  for  eye  surgery  and  in  Thailand 
ophthalmological  teaching.  Support  has  been 
given  to  the  Red  Cross  of  Bali,  and  recently  the 
entire  medical  support  for  an  expedition  of  ex- 
ploration by  tiny  boats  under  sail  from  Bali,  In- 
donesia, to  Darwin,  Australia.  On  this  latter  ex- 
pedition, we  encountered  an  epidemic  of  whoop- 
ing cough,  and  many  lives  were  saved  on  a remote 
island  by  our  medical  intervention.  Teaching  sup- 
plies have  been  sent  to  Malaysia,  a mobile  clinic 
in  Bangladesh  was  supported,  and  in  Australia 
we  have  supported  two  clinics  for  the  Aborigines. 

Six  doctors  and  nurses  from  AIM  have  worked 
and  taught  in  the  Fiji  Islands. 

Looking  further  to  the  West,  we  have  had  ties 
with  Afghanistan  for  many  years.  An 
ophthalmologist  from  AIM  established  the 
teaching  service  at  the  Department  of 
Ophthalmology  at  the  School  of  Medicine  in 
Jalalabad,  teaching  materials  were  provided  to 
the  Medical  School  in  Kabul,  medical  textbooks, 
and  physician  teaching  has  been  given  in  that 
country  for  many  years.  In  1986  a team  of  three 
physicians  and  a medical  technician  working  in 
the  border  area  in  Pakistan  helped  establish  the 
surgical  capability  at  the  first  Afghanistan 
hospital  for  obstetrics  and  gynecology.  A 
laparoscopy  clinic  was  started,  and  over  $20,000 
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worth  of  medical  instruments  donated  to 
hospitals  for  the  Afghans.  For  one  year  we  provid- 
ed the  funding  for  a major  infant  feeding  program 
for  Afghan  refugees. 

Exciting  opportunities  surface  at  the  most 
unexpected  times.  We  have  been  asked  to  return 
to  Afghanistan  for  medical  teaching  once  the  con- 
flict is  resolved.  Currently,  we  are  preparing  to 
bring  selected  Afghan  war-wounded  to  Delaware 
hospitals  for  surgical  rehabilitation.  We  have 
been  negotiating  for  several  years  about  medical 
teaching  in  Tibet. 

Moving  on  to  the  Middle  East  we  have  sup- 
ported eye  research  in  Lebanon,  supplied  books 
to  medical  schools  in  the  entire  area,  and  AIM 
physicians  have  been  well-represented  by  giving 
medical  lectures. 

One  of  our  first  projects  in  Africa  was  giving  a 
major  grant  to  the  Library  of  the  Dresser  School 
at  the  Haile  Mariam  Mamo  Memorial  Hospital 
at  Nazareth,  Ethiopia. 

Our  most  prominent  and  longest-running  proj- 
ect in  Africa  has  been  at  the  Addis  Ababa  Fistula 
Hospital  in  Ethiopia.  AIM  has  contributed  a ma- 
jor portion  of  the  funds  to  build  the  only  hospital 
in  the  world  dedicated  to  the  care  of  genital-tract 
fistulae  caused  by  childbirth.  Well  over  a year  of 
surgical  teaching  has  been  done  there  by  one  of 
our  board  members.  In  1985  when  the  great 
drought  and  famine  hit  Ethiopia  we  provided 
$4,000  for  an  infant  feeding  program. 

In  Tanzania  we  have  contributed  equipment 
and  medicine  to  the  Kilimanjaro  Christian 
Medical  Center;  funds  have  gone  to  the  Flying 
Doctor  Service  in  Kenya;  we  have  helped  fund 
and  provide  instruments  for  three  hospitals  in 
Nigeria;  we  provided  funds  for  an  eye  clinic  and 
provided  gynecological  teaching  in  Tunisia;  one 
of  our  members  has  taught  fistula  surgery  in 
Malawi  for  some  months  and  many  supplies  have 
been  provided  for  that  institution. 

The  hospital  of  Kangu-Mayumbe  in  Zaire  has 
been  supported  for  many  years.  This  institution, 
in  additon  to  their  excellent  medical  and  surgical 
care,  has  made  great  strides  in  educating  their 
paramedical  personnel,  patients  and  their 
families  by  authoring  and  printing  excellent 
handbooks  on  subjects  such  as  communicable 
diseases,  nutrition,  etc.  It  has  been  exciting  to  be 
a part  of  one  of  the  great  clinical  advances  in 
Africa. 

Some  years  ago  the  author  received  a most  in- 
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teresting  phone  call  asking  if  we  could  handle  “a 
small  request”  - funds  to  be  donated  to  the  Ham- 
mersmith Hospital  in  London  for  a cyclotron  unit. 
We  met  with  the  director  of  that  hospital  on  a 
visit  to  New  York,  and  two  of  our  board  members 
on  a self-funded  trip  to  London  further  verified 
the  need.  The  hospital  was  presented  with  a 
check  for  $26,000!  (There  is  more  to  the  story,  but 
our  generous  donor  wishes  to  remain 
anonymous.) 

The  American  Medical  School  in  Vienna, 
Austria,  has  a long  tradition  of  providing 
graduate  studies  to  physicians  from  the  develop- 
ing world.  Because  of  the  high  quality  of  this 
educational  experience  at  a relatively  low  dollar 
figure,  we  provided  four  scholarships  for 
postgraduate  training. 

We  have  had  a long  interest  in  St.  Lucia  where, 
in  addition  to  general  supplies  for  the  hospital, 
there  has  been  a special  emphasis  on  eye  medica- 
tions and  ophthalmological  teaching.  Family- 
planning supplies  have  been  given  and  surgical 
techniques  in  family  planning  taught  at  the 
hospital  in  Castries.  On-site  dental  service  and 
family  practitioner  help  has  been  given.  A small 
public  library  was  established  in  an  outlying 
community,  Anse  La  Raye,  on  that  island. 

In  Jamaica  we  funded  a mobile  clinic,  have  sent 
a large  number  of  medical  supplies  and  funded 
a medical  clerkship  for  a student  from  the  United 
States. 

In  Haiti  we  have  provided  drugs  and  equipment 
and  service  by  a family  practitioner  and  his  wife, 
a medical  technician. 

In  the  Dominican  Republic  we  established  the 
first  hydrocephalic  valve  bank  and  provided  the 
expertise  for  this  sophisticated  service. 

During  this  past  year  a radiological  technician 
and  three  physicians  from  AIM  served  in  Hon- 
duras to  help  the  Nicaraguans  displaced  there  by 
the  war.  A Nicaraguan  girl  was  brought  to  the 
Medical  Center  of  Delaware  for  lifesaving  cardiac 
surgery.  In  Paraguay  we  have  provided  medical 
teaching  and  vascular  grafts  to  a hospital,  and  in 
Bolivia  we  have  worked  with  another  organiza- 
tion to  bring  eye  surgeons  to  Florida  for  training 
and  help  provide  an  ophthalmological  microscope 
for  ongoing  surgery  in  their  country. 

A medical  helicopter  airlift  for  Costa  Rica  was 
designed  by  a member  of  our  board  of  directors. 
Our  doctors  have  traveled  on  remote  rivers  off  of 
the  Amazon  giving  medical  aid  to  the  native 
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populations.  Medical  lectures  have  been  given  in 
Chile  and  Peru.  Radium  was  provided  for  theNa-  ^ 
tional  Cancer  Institute  in  Lima,  Peru,  which  was 
desperately  needed  for  their  large  caseload  of 
pelvic  malignancy.  ^ 

Frequently  people  say,  “Why  don’t  you  help  ^ 
here  at  home?”  Rest  assured,  we  have!  Here  in 
Delaware  we  provided  funds  for  a training  film 
for  adolescents  through  the  Delaware  Depart- 
ment of  Correction,  and  scholarships  have  been 
provided  for  educational  courses  for  prison  in- 
mates. At  the  Southbridge  Medical  Clinic  in  | 
Wilmington,  Delaware,  we  provided  the  original  ' 
clinical  laboratory,  several  of  our  board  members  ? 

manned  the  clinic  in  the  early  days,  and  funds 
have  been  given  to  that  institution.  Instruments 
and  medications  were  also  donated  to  that  clinic 
as  well  as  to  the  Delaware  Correctional  Institu- 
tion. We  funded  and  gave  the  expertise  to 
establish  the  Spina  Bifida  Association  of 
Delaware,  provided  the  equipment  for  an 
acupuncture  anesthesia  study  at  the  Delaware 
Curative  Workshop,  funded  a medical  sym- 
posium at  the  University  of  Delaware  and  provid- 
ed books  for  the  Chinese-American  Library  in 
Newark,  Delaware. 

Jefferson  Medical  College  and  The  Children’s 
Hospital  at  Stanford  University  have  been  pro- 
vided with  funds  for  clinical  facilities.  A number 
of  individuals  working  with  AIM  have  provided 
medical  service  at  US.  Indian  reservations.  A 
young  patient  from  South  Vietnam  and  one  from 
St.  Lucia  were  brought  to  the  A.  I.  duPont  In-  ] 
stitute  for  specialized  care.  i 

Funding  has  been  donated  to  the  Rotary  Inter- 
national Polio  Plus  Campaign  to  provide  10,000 
immunizations  in  their  worldwide  program 
against  polio  and  the  childhood  diseases. 

Neurological  research  has  been  funded  and 
stipends  provided  for  lectureships  in  Delaware 
and  in  California. 

Although  we  have  not  worked  in  Canada,  we  J 
did  donate  to  the  medical  museum  in  Toronto  an 
unusual  collection  of  early  Chinese  intrauterine 
devices  obtained  from  some  of  our  early  field 
work. 

A careful  reader  may  think  we  forgot  the 
seventh  continent  - Antarctica.  But,  that  is  not 
really  so.  Medical  texts  were  given  to  a ship  ply- 
ing those  waters  down  below  the  Antarctica  Cir- 
cle. Therefore,  I think  it  is  reasonable  to  say  that 
AIM,  in  its  25  years,  has  really  worked  all  over 
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the  world! 

Many  thousands  of  sutures  and  surgical  in- 
struments, radium  sources,  and  large  quantities 
of  medicine  have  been  provided.  The  Medical 
Center  of  Delaware,  the  St.  Francis  Hospital,  the 
A.  I.  duPont  Institute,  and  Riverside  Hospital,  as 
well  as  physicians  in  private  practice,  have  all 
been  extremely  generous  in  providing  needed 
supplies.  Many  of  the  pharmaceutical  houses 
have  also  responded  with  gifts  in  kind. 

Funding  for  these  many  projects  could  not  have 
been  done  without  the  generous  donations  from 
family,  friends  and  corporations.  Transportation 
has  been  provided  by  Capitol  International  Air- 
ways, the  166th  Air  Transport  group  of  the 
Delaware  Air  National  Guard,  and  the  U.S.  Air 
Force  through  Dover,  Delaware.  Transportation 
costs  were  often  donated  by  corporations  and  by 
host  countries.  Although  AIM  is  a Delaware  idea, 
a Delaware  corporation,  and  truly  the  major 
organized  worldwide  medical  charity  from  our 
state,  we  owe  a debt  of  gratitude  to  the  many  non- 
professionals here  in  Delaware,  in  the  United 
States  and  throughout  the  world  that  have  made 
it  all  possible.  We  also  owe  a debt  of  gratitude  to 
our  professional  colleagues  in  distant  lands  who 
have  made  all  this  possible. 

The  following  is  a list  of  Delaware  dentists, 
nurses,  pharmacists,  physicians  and  medical 
technologists  who  have  worked  with  us  during 
these  first  25  years. 

Herbert  M.  Baganz,  M.D.;  Gerald  E.  Bunker, 
M.D.,  Ph.D.;  Carlo  A.  Cuccia,  M.D.;  Diana 
Dickson-Witmer,  M.D.;  Robert  A.  Doughty,  M.D., 
Ph.D.;  Davis  G.  Durham,  M.D.;  Harriet  F. 
Durham,  O.T;  Errol  Ger,  M.D.;  Carl  I.  Glassman, 
M.D.;  Robison  D.  Harley,  M.D.,  Ph.D.;  Charles  S. 
Horn,  D.D.S.;  Jeanne  Huang,  R.N.;  Peter  S. 
Huang,  M.D.;  Elizabeth  M.  Jenkins,  R.N.;  Jane 
Ward  Lefferts,  R.N.;  Gerald  M.  Lemole,  M.D.; 
Pierre  L.  LeRoy,  M.D.;  G.  Dean  MacEwen,  M.D.; 
Richard  H.  Margolin,  M.Sc.;  Edgar  R.  Miller,  Jr., 
M.D.;  Edgar  R.  Miller,  Sr.,  M.D.;  Jane  M.  Miller, 
R.N.;  Linda  M.  Onley,  R.T;  James  F.  Reamer, 
M.D.;  David  E.  Saunders,  M.D.;  Edward  Torvik, 
Sc.D.;  Robert  H.  Toulson,  R.Ph.;  Mervin  H.  Wahl, 
D.D.S.;  Robert  Wheeler,  R.Ph.;  Dennis  R.  Witmer, 
M.D. 

On  the  14th  of  May,  1971,  President  Nixon  in 
the  Rose  Garden  at  the  White  House  in 
Washington  presented  AIM  with  a commenda- 
tion for  our  work.  On  November  19, 1986,  at  the 


Hotel  duPont,  Susan  Eisenhower  presented  AIM 
the  Eisenhower  Award  “for  significant  contribu- 
tions to  the  advancement  of  international 
understanding.’  ’ 

Why  are  we  all  so  involved?  To  be  sure,  there  is 
the  excitement  of  distant  lands  and  the  challenge 
in  sharing  medical  knowledge  and  helping  with 
the  less  fortunate.  As  a group,  we  feel  that  we 
have  studied  clinical  problems  that  we  would 
never  have  encountered  here  in  Delaware  and 
have  professionally  matured  from  our  ex- 
periences. We  have  grown  through  these  cultural 
exchanges,  and  we  all  feel  that  we  are  better  peo- 
ple because  of  these  experiences.  Perhaps  ex- 
cerpts from  a recent  letter  from  Africa  explain  it 
best. 

“Your  kind  letter  has  just  come,  bringing  us 
wonderful  news  of  donations  from  AIM.  Our 
hearts  are  full  of  thankfulness  to  you,  for  your 
long-continued  support  for  our  work  here.” 

“You  might  like  to  hear  the  story  of  a patient 
upon  whom  we  operated  last  week.  She  is  a 
Somali  - tall  and  quite  beautiful.  Her  village  is 
in  the  desert  near  the  Somalia  border,  far  away 
from  us  to  the  North-East.  She  suffered  terrible 
childbirth  injuries  of  the  bladder  and  rectum  and 
her  incontinence  made  her  utterly  wretched,  so 
wretched  that  she  became  desperate  in  her  deter- 
mination to  reach  us  across  the  deserts  and  great 
distances.  With  her  sister  she  walked  four  days 
to  hire  a camel.  Accompanied  by  her  sister  on  foot 
who  led  the  camel,  she  traveled  on  the  camel’s 
back  for  twelve  days  until  they  found  the  first 
motor  road.  Then  they  begged  lifts  in  four  dif- 
ferent trader’s  trucks  to  Jijiga,  to  Harrar,  to  Dire 
Dawa,  to  Addis  Ababa.” 

“We  think  our  operation  will  cure  her  awful  in- 
juries. It  is  upon  such  brave  ever-so-deserving 
women  that  the  donations  from  AIM  will  be 
spent.” 

“With  Christmas  Greetings. 

“Most  sincerely, 

“Drs.  Reginald  and  Catherine  Hamlin 

“Addis  Ababa  Fistula  Hospital” 

Where  do  we  go  from  here?  Currently,  we  are 
co-sponsoring  an  educational  project  with  a group 
that  is  walking  to  the  North  Pole.  It  is  called  “Ice 
Walk”.  You  see,  there  are  still  a lot  of  challenges 
and  opportunities,  and  we  hope  to  be  there  when 
they  come  along. 
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For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humuliif® 

human  insulin 
[recombinant  DNA  origin] 
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In  Diabetes  Care 
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GAINING  ON 


THE  LOSS 


Thanks  to  the  participation  of  physicians 
from  throughout  Delaware  in  our  recent 
Risk  Management  Loss  Control  programs,  gains  are  being 
made  toward  reducing  liability  losses. 

The  results  speak  for  themselves.  The  effectiveness  of  loss  control 
programs  has  enabled  us  to  grant  a 5%  premium  credit  to  physicians  who 
attend  the  V2-day  sessions. 

That’s  because  physicians  are  learning  to  identify  potential  liability 
exposures  and  implement  control  measures  before  losses  occur. 

We  applaud  your  response  to  the  need  for  q 
risk  management.  Your  contributions  will 

continue  to  turn  losses  to  gains.  ( \ Joseph  s.Fiynn  ' 

For  liability  coverage  details,  please 
see  next  page. 


\ \ President 

J AAW  Physician  Plans,  Inc. 

Endorsed  by  the  Medical  Society  of  Delaware 


AAW  Physician  Plans,  Inc. 
Arthur  A.  Watson  & Company,  Inc. 
Financial  Action  Plans,  Inc. 
Watson  Financial  Services  Corp. 
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225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  5334539 


C¥A 


For  AN  the  Commitments  You  Make*^ 


Protecting  your  tomorrows. 


CNA’S  PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Medical  Society  of  Delaware 


Introduction 

As  malpractice  claims  against  professionals  become 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  now  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chance. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians'  professional  liability  insurance  market 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it's  important  for  the  company  to 
meet  the  following  objectives: 

• Provide  broad  coverage  to  meet  the  needs  of  practicing 
physicians. 

• Provide  insured  physicians  with  financial  protection. 
•Stabilize  rates  for  participants  in  the  program. 

• Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and.  in  that  time,  has 
become  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA's  programs  is  expert  claims 
handling,  CNA  recognizes  that  claims  handling  plays  a 
vital  role  in  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

“CNA  IS  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims." 

Standard  and  Poor’s  rates  CNA's  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  IS  one  of  America's  leading  financial  institutions. 
With  over  $19.6  billion  in  assets  and  $1 .9  billion  in  surplus, 
they  have  the  size  and  resources  to  adequately  finance 
professional  liability  programs.  You  can  count  on  them  to 
stay  in  the  market  and  be  there  when  you  need  them. 

CNA's  financial  standing  and  stability  have  not  gone 
unnoticed.  Continental  Casualty  Company,  CNA’s 
primary  professional  liability  underwriter,  has  an  A+ 
rating  — the  highest  rating  available  from  A.M.  Best, 
the  definitive  source  for  information  on  insurance 
organizations.  This  rating  represents  a very  significant 
barometer  for  CNA’s  financial  and  operating  strength. 


Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  coverage 
for  damages  arising  from  the  performance  of  or  failure 
to  perform  professional  services  in  your  capacity  as  a 
physician  or  surgeon,  or  the  performance  of  professional 
medical  services  by  any  person  or  organization,  including 
nurses,  nurse  anesthetists,  physician  assistants,  and 
others  for  whose  acts  or  omissions  you  are  legally  liable. 


Liability  limits  available 
Per  Claim  Limits 

1.  $1,000,000 

2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 

$3,000,000 

$4,000,000 

$5,000,000 

$4,000,000 

$5,000,000 


Extended  Reporting  Option  (TAIL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physician,  no  oharge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period 

A.  death  or  total  and  permanent  disability  occurs:  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60:  and 

C.  the  physioian  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  activity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  activity  is  within  the  scope 
of  the  committee’s,  panel’s  or  board's  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  I PA,  or  other  similar 
organizations  but  only  for  such  liability  as  is  attributable 
tothe  CNA-insured  physicians’  negligence. 


Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist 
Medical  Aide 
R.N. 

L PN. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 
Medical  Laboratory  Technician 
Research  PhD 


Optometrist 
Pharmacist 
O R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician's  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 
additional  premium  Limits  of  liability  must  equal  those  of 
the  Corporation  (individual)  and  shall  apply  separately  to 
each  individual. 


Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O R Technician 


Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


i Defendant  Reimbursement 

■ Defendant  Reimbursement  is  available  (up  to  $300  per 
, day.  $7,500  limit)  for  time  away  from  your  practice  for 
I court  appearances  for  a professional  liability  suit 

Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured's 
; medical  corporation  or  partnership  for  liability  arising 
I from  the  practice  of  medicine  by  the  member  physician(s). 
; provided  that  the  member  physician(s)  is  insured  by 

CNA: 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 

I additional  insured,  on  the  individual  physician's  policy. 

I at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  coverage. 

' Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 

with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program,  such  as  underwriting,  risk  assessment, 
coordination  with  The  Medical  Society  of  Delaware,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives 


KT&D.  Inc. 

PO  Box  9399 
507  Phiiaaelphia  Pike 
Wilmington  DE  19809 
302-764-9424 

Pratt  Insurance.  Inc. 

No  Four  Village  So 
Gamson  Lake 
Smv'^a  DE  ■'997^ 

302-653-668^ 

Harry  David  Zutz  Insurance.  Inc. 
300  Delaware  Avenue 
Wimmgton  DE  19899 

302-658-8000 


Medical  Society  of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 
1925  Lovering  Avenue 
Wilmington.  DE  19806 
302-658-7596 


Harry  S.  Wilson,  Inc. 
1020  Philadelphia  Pike 
Wilmingtpn  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 


pthe 

\raSON 

GROUP 


OVA 

For  .Ml  the  Comniit  ment.s  You  Make 


AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield.  CT  06109 
(203)  563-8111 
1 (800)  533-4539 


We  can  help  you 
get  to  the  heart 
of  the  problem 


When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 


We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


CONSULTANTS: 


Paul  C.  Pennock,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon,  M.D. 
•Arthur  W.  Colboum,  M.D. 
Michael  E.  Stillabower,  M.D. 
Barry  S.  Denenberg,  M.D. 


OIRDMC 

DIAGNOSTIC 

CENTER 


Suite  214 

Limestone  Medical  Center 
1941  Limestone  Road 
Wilmington,  DE  19808 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wilmington,  DE  19810 


Medical  Ethics 


LIVING  WILLS 


The  Ethics  Committee  with  the  concurrence  of 
the  Board  of  Trustees  of  the  Medical  Society  of 
Delaware  is  urging  physicians  to  encourage  their 
patients  to  take  advantage  of  Delaware’s 
legislative  acceptance  of  living  wills  and/or 
durable  power  of  attorney.  It  should  be 
understood  that  living  wills  do  not  automatical- 
ly guarantee  that  an  individual’s  requests  will  be 
honored.  The  avoidance  of  extraordinary 
measures  to  extend  respiratory  or  cardiac  func- 
tion, whenever  meaningful  recovery  from  an  ill- 
ness or  accident  is  not  considered  to  be  possible, 
is  reasonably  well  accepted,  but  there  are  many 
confounding  factors  such  as  an  episode  leading 
to  cardiopulmonary  resuscitation.  However,  in- 
stituting a living  will  and  discussing  one’s  desires 

Information  obtained  from  the  Division  of  Aging,  CT  Building,  1901  N.  Du- 
Pont Highway,  New  Castle,  Delaware  19720.  Introduction  by  Robert  W,  Frelick, 
M.D. 


with  family  and  physician(s)  is  an  important  step 
in  trying  to  avoid  unnecessary  prolonged  ar- 
tificial maintenance  of  cardiac  and/or  pulmonary 
function.  Note  that  there  is  a differentiation  be- 
tween “life”  and  cardio-pulmonary  function.  In 
brain  death  a respirator  keeping  up  oxygenation 
is  not  really  supporting  life. 

A living  will  is  especially  important  for  the 
frail  elderly  person  who  fears  a prolonged  nurs- 
ing home  stay  in  a vegetative  state.  To  avoid  the 
use  of  feeding  tubes,  if  in  a vegetative  state,  may 
be  more  difficult  to  control  because  of  some  cur- 
rent legal  and  societal  concerns  that  withholding 
nutrition  under  those  circumstances  could  lead 
to  the  legalization  of  euthanasia. 

DEATH  WITH  DIGNITY  ACT  AS  AMENDED 

The  Delaware  Death  with  Dignity  Act  (16  Del. 
C.,  Ch.  25)  gives  legal  force  to  so-called  “living 
wills,”  i.e.,  documents  stating  that  it  is  a person’s 
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DIRECTION  TO  WITHHOLD  MAINTENANCE  MEDICAL 
TREATMENT  IN  EVENT  OF  TERMINAL  ILLNESS 


TO:  Any  Physician  or  Any  Medical  Facility 
in  Whose  Care  I May  Be 

I,  (Name) of  (Address), 

, am  legally  adult  and  am  of  sound  mind. 

It  is  my  desire  and  intent  that  no  maintenance  medical  treatment  as  defined  in  16  Del. 
C.  § 2501(d)  be  used  in  the  event  that  I am  in  terminal  condition.  Therefore,  as  provided 
in  Section  2502(a)  of  the  Delaware  Death  with  Dignity  Act,  I direct  any  physician  or 
medical  facility  in  whose  care  I may  be  to  refiain  from  such  trreatment  in  a situation 
in  which  there  is  no  reasonable  hope  of  recovery.  I wish  to  have  comfort  care  and  measures 
to  relieve  pain. 


DATE  SIGNATURE 


WITNESSES: 

I have  read  16  Del.  C.  § 2503(b)  on  the  reverse  side  of  this  declaration,  and  1 hereby  state  that  I 
am  not  prohibited  by  this  section  of  the  law  from  being  a witness.  I am  over  18  years  of  age. 


DATE 


SIGNATURE 


I have  read  16  Del.  C.  § 2503(b)  on  the  reverse  side  of  this  declaration,  and  I hereby  state  that  I 
I am  not  prohibited  by  this  section  of  the  law  from  being  a witness.  I am  over  18  years  of  age. 


DATE 


SIGNATURE 


APPOINTMENT  OF  AGENT 


I 

I 

I 

I TO:  Any  Physician  or  Any  Medical  Facility 
in  Whose  Care  I May  Be 

I I,  (Name)  , of  (Address),  

: , am  legally  adult  and  am  of  sound  mind. 

I As  provided  in  Section  2502  (b)  of  the  Delaware  Death  with  Dignity  Act,  I hereby  appoint 

(Name)  , of 

(Address) , to  act  as  my  agent 

in  a situation  in  which,  as  the  result  of  illness  or  injury,  I am  incapable  of  making  a 
decision  in  the  exercise  of  the  right  to  accept  or  refuse  medical  treatment. 

I understand  that  this  authorization  includes  the  right  to  refuse  medical  treatment  which 
would  extend  my  life. 


DATE 


SIGNATURE 


WITNESSES: 

I have  read  16  Del.  C.  § 2503(b)  on  the  reverse  side  of  this  declaration,  and  I hereby  state  that  I 
am  not  prohibited  by  this  section  of  the  law  from  being  a witness.  I am  over  18  years  of  age. 


DATE  SIGNATURE 

I have  read  16  Del.  C.  § 2503(b)  on  the  reverse  side  of  this  declaration,  and  I hereby  state  that  I 
1 am  not  prohibited  by  this  section  of  the  law  fiom  being  a witness.  I am  over  18  years  of  age. 


DATE 


SIGNATURE 


Living  Wills 

desire  that  mechanical  or  heroic  life  support 
measures  not  be  used  to  maintain  the  life  of  a ter- 
minally ill  patient.  If  you  have  executed  such  a 
document  in  the  past  or  plan  to  do  so  in  the 
future,  you  should  make  sure  that  it  complies 
with  the  law  in  order  to  ensure  that  your  wishes 
will  be  carried  out. 

The  Act  permits  any  “adult  person  who  is  com- 
petent and  of  sound  mind”  to  make  a declaration 
directing  the  withholding  or  withdrawal  of 
maintenance  medical  treatment  when  the  person 
is  in  terminal  condition  as  confirmed  in  writing 
by  two  physicians.  Maintenance  medical  treat- 
ment is  defined  in  the  law  as  “any  medical  or 
surgical  procedure  which  utilizes  mechanical  or 
other  artificial  means  to  sustain,  restore  or  sup- 
plant a vital  function;  and  which  would  serve  on- 
ly to  artificially  prolong  the  dying  process.” 
Under  this  law,  you  may  also  make  a declara- 
tion naming  an  “agent,”  another  person  whom 
you  authorize  to  accept  or  reject  medical  treat- 
ment for  you  in  a situation  where  you  are  not 
capable  of  making  the  decision. 

The  declaration  must  be: 

1.  in  writing 

2.  signed  by  you  or  at  your  direction  and  in  your 

presence  by  another  person 

3.  dated 

4.  signed  in  the  presence  of  two  witnesses 

Those  witnesses  may  not: 

1.  be  related  to  you  by  blood  or  marriage 

2.  be  entitled  to  any  portion  of  your  estate  either 
by  your  will  or  by  the  operation  of  law 

3.  have  any  claim  against  your  estate 

4.  have  direct  financial  responsibility  for  your 
medical  care 

5.  be  an  employee  of  the  hospital  or  other  health 
care  facility  where  you  are  a patient 

Each  witness  must  state  in  writing  that  he  is 
not  prohibited  from  being  a witness.  Although 
the  law  does  not  state  this,  the  witnesses  should 
be  adults  to  further  ensure  that  your  wishes  be 
fulfilled. 

If  you  are  a resident  of  a sanatorium,  rest  home, 
nursing  home,  or  related  institution,  one  of  the 
witnesses,  in  addition  to  meeting  all  other 
qualifications,  must  be  a person  designated  by 
the  Division  of  Aging  or  the  Public  Guardian.  To 
arrange  for  such  a witness  call: 


Long  Term  Care  Ombudsman 
Telephone:  (302)  421-6791  New  Castle  County 
1-800-223-9074  State-wide  toll  free 
or 

Office  of  the  Public  Guardian 
Telephone:  (302)  571-2990 


Your  declaration  may  be  revoked  at  any  time  by 
destroying  it,  by  an  oral  declaration  in  the 
presence  of  two  adult  witnesses,  or  by  a written, 
signed  and  dated  revocation.  Unless  revoked,  it 
will  remain  in  effect  without  any  time  limit,  even 
if  you  become  incompetent.  It  is  not  valid  for  the 
duration  of  a pregnancy. 

You  should  make  sure  that  your  doctor  has  the 
copy  of  your  declaration.  The  law  requires  him  to 
make  it  a part  of  your  medical  record.  Hospitals 
also  have  this  obligation. 

Finally,  you  should  be  very  careful  to  ensure 
that  your  declaration  complies  with  all  the  pro- 
visions of  the  law,  particularly  as  to  witnessing. 

This  summary  of  Death  with  Dignity  Act  was 
prepared  in  cooperation  with  the  Office  of  the 
Public  Guardian  and  the  Department  of  Justice. 
It  does  not  cover  all  aspects  of  the  law.  For  the  full 
text,  see  16  Delaware  Code,  Chapter  25.  Questions 
of  interpretation  of  the  law  should  be  referred  to 
an  attorney. 


CHARTER 

MEDICAL 

CORPORATION 


PHYSICIANS  NEEDED 


INTERNAL  MEDICINE  FAMILY  PRACTICE 

ONCOLOGY 

GENERAL  SURGERY  NEUROSURGERY 

ENDOCRINOLOGY  NEUROLOGY 


Group  practice,  solo,  or  urgent  care  settings  available 
through  our  acute  care  hospital  network  located  in 
Macon  and  serving  all  of  middle  Georgia. 

Your  practice  will  be  located  30  miles  south  of  Atlan- 
ta in  a growing  family-oriented  community,  where  you 
can  avoid  traffic  and  enjoy  a rewarding  professional 
career. 

Please  contact  Stephen  Wofford  collect  at  912/741-6283 
for  a confidential  consultation  or  write  to:  Stephen 
Wofford, 

Director  of  Physician  Recruiting,  Charter  Northside 
Hospital,  P.O.  Box  4627,  Macon,  GA  31208. 
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Complete  Dictation 
System  For  Only  $550 

Here’s  a Norelco®  professional  dictation  system  at  a 
price  you’ll  love.  The  compact  Norelco  585  pocket-size 
recorder  and  the  reliable  Norelco  205  transcriber  - an 
economical  package  from  the  inventors  of  cassette 
recording.  This  time-saving  mini-cassette  system  can 
grow  with  your  future  needs. 

For  demonstration  or  trial  call: 

Graffen  Business  Systems 

(302)  478-6464 


HERE'S  ONE  DOCTOR 
WHO  WON'T 
PAY  HIS  MALPRACTICE 


PREMIUMS 
THIS  YEAR. 


The  Army  covers  that  for  him.  As  an  Army 
Physician,  there  are  a lot  of  worries  associated 
with  private  practice  that  he  wont  have  to 
contend  with,  such  as  excessive  paperwork, 
and  the  overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly 
rewarding  experience.  The  Army  offers  varied 
assignments,  chances  to  specialize,  to  further  your 
education,  and  to  work  with  a team  of  dedicated 
health  care  professionals,  plus  a generous  benefits 
package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your 
local  Army  Medical  Department  Counselor  for 
more  information. 


Call  Collect:  301-962-3033/3036 

ARMY  MEDICINE. 
BEALLYOUCANBE. 


e«  ‘ 33  « 
STO«(E>« 


The  waiting  is  over  for  you  and  followed  by  a full  written  report  and  Whaf  s more,  we  back  you  up 

your  patients.  Our  second  state-of-the-  hard  copy  images  for  your  files.  And,  if  with  all  of  our  resources—that  unique 

art  MRI  facihty,  dedicated  solely  to  you  have  access  to  a facsimile  machine,  blend  of  research  and  patient  care 

diagnostic  imaging,  now  stands  ready  we  can  send  you  the  report  even  faster,  expertise  which  typify  ^ services  at 

to  provide  you  with  the  information  Fox  Chase, 

you  need  when  you  need  it.  T A O \ T To  schedule  a patient,  or  to  talk 

Verbal  results  of  your  patient’s  M IT  tZ/  ^ radiologist  about  tailoring  MRI 

study  will  be  called  in  to  you  the  ^ \ i n studies  to  your  patients’  specific  needs, 

same  day  the  examination  is  read—  CANCER  CENTER  call  728-3563. 


DISCOVERY&HOPK 

7701  Biirholme  Avenue,  Philadelphia,  PA  19111 


THE  NATION'S  PUBLIC  HEALTH 
MAJOR  REPORT  FINDS 


SYSTEM  IS  IN  DISARRAY, 


! 

I 


Public  health  agencies  have  not  taken  a clear 
leadership  role  in  a number  of  health  problems 
including  the  AIDS  epidemic;  political  leaders  on 
all  levels  push  short-term  solutions  to  health 
crises  without  reference  to  the  information  base 
that  might  point  to  real  solutions;  and  clearly 
beneficial  public  health  activities  get  done  in 
some  political  districts,  but  not  in  many  others. 

These  were  some  of  the  conclusions  of  a recent 
report  on  public  health  in  the  US  from  the  In- 
stitute of  Medicine.  A 26-member  committee  of 
the  Institute  said  they  had  confirmed  their  suspi- 
cions that  the  public  health  system  is  in  disarray. 

PUBLIC  HEALTH  TAKEN  FOR  GRANTED 

The  “most  central”  problem,  the  panel  said,  is 
that,  “we  Americans  are  taking  our  public  health 
system  for  granted.”  “We  have  slackened  our 
public  health  vigilance  nationally  and  the  health 
of  the  public  is  unnecessarily  threatened  as  a 
result.” 

Public  health  has  had  many  great  triumphs 

Reprinted  with  permission  from  the  October-November  1988  issue  of  The  Na- 
tion’s Health,  the  official  newspaper  of  the  American  Public  Health  Association. 


and  has  many  dedicated  professionals,  the  panel 
was  careful  to  note. 

“We  found  much  to  commend  in  our  nation’s 
public  health  efforts,  but  unfortunately  we  found 
an  even  longer  list  of  problems,”  said  Richard  D. 
Remington,  chair  of  the  panel  and  a vice  presi- 
dent and  dean  at  the  University  of  Iowa. 

According  to  the  report,  the  causes  of  the  “shat- 
tered vision”  of  public  health  include  citizens’  ig- 
norance of  what  public  health  protection  does  for 
them;  the  difficulty  health  officials  have  in  com- 
municating the  urgency  of  preventive  and  other 
efforts  to  the  public  or  to  leaders;  and 
disorganization  within  and  lack  of  coordination 
among  agencies  that  carry  out  public  health 
work. 

Building  public  support  for  the  public  health 
system  is  going  to  take  all  elements  of  society, 
said  the  panel.  At  the  same  time  the  report  places 
special  responsibility  on  public  health  profes- 
sionals to  build  the  connections  and  visibility 
that  will  lead  to  public  support. 

REAL  DEFICITS  IN  HEALTH 

The  effects  of  the  weaknesses  in  the  public  Del 
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health  system,  the  committee  made  plain,  are  not 
only  pending  crises  but  current,  unnecessary 
deficits  in  people’s  health.  For  example,  the  na- 
tional campaign  to  reduce  high  blood  pressure 
has  undoubtedly  contributed  to  the  decrease  in 
stroke  deaths,  and  yet  up  to  two-thirds  of  high 
blood  pressure  cases  are  not  in  control  programs. 
Smoking  and  substance  abuse  put  enormous 
burdens  on  health  and  although  health  educa- 
tion has  helped  to  ease  the  burden,  a long-term 
effort  is  going  to  be  needed.  Other  areas  where 
far  greater  progress  is  clearly  needed,  the  report 
indicated,  are  access  to  health  care  for  the  in- 
digent, injuries,  teen  pregnancy,  toxic  substances 
and  care  for  Alzheimer’s  disease  patients. 

After  extensive  hearings,  site  visits  to  six 
states,  and  private  testimony,  the  committee 
stated,  “We  have  observed  disorganization,  weak 
and  unstable  leadership,  a lessening  of  profes- 
sional and  expert  competence  in  leadership  posi- 
tions, hostility  to  public  health  concepts  and  ap- 
proaches, outdated  statutes,  inadequate  financial 
support  for  public  health  activities  and  public 
health  education,  gaps  on  the  data  gathering  and 
analysis  that  are  essential  to  the  public  health 
functions  of  assessment  and  surveillance  and 
lack  of  effective  links  between  public  and  private 
sectors  for  the  accomplishment  of  public  health 
objectives.” 

COMMITTEE  FINDS  MYRIAD  PROBLEMS  IN  SYSTEM 

The  committee  found  an  overall  poor  image  of 
public  health  agencies  which  it  said  could  not  be 
ignored.  “...(T)he  legislators,  county  supervisors, 
and  citizenry  in  all  but  a few  locations  felt  that 
the  health  officers  were  often  unresponsive  to  the 
needs  and  desires  of  the  broader  society.” 

In  its  field  visits,  the  committee  found  that 
policy  development  for  public  health  at  all  levels 
of  government  is  often  ad  hoc  and  related  to  the 
issue  of  the  moment.  During  a visit  to  one  state, 
the  report  said,  “the  plight  of  an  uninsured 
woman,  in  need  of  a heart-lung  transplant  was 
monopolizing  the  public  dialogue,  while  severe 
stress-related  problems  among  the  state’s 
farmers  and  their  families  - alcoholism,  family 
violence,  accidents  - received  little  notice  even 
among  public  health  professionals. 

The  committee  found  that  although  assess- 
ment and  surveillance  of  the  health  and  disease 
problems  in  the  community  are  the  foundation 


stones  of  public  health,  many  areas  do  not  have 
a full  capacity  for  such  activities.  Only  half  the 
states  collect  morbidity  data  and  only  20  do 
health  interview  surveys,  the  report  said. 

Only  one  of  the  states  which  the  panel  visited 
did  substantial  research.  This  lack  of  research  at 
the  state  level,  the  panel  members  wrote  “may 
leave  undeveloped  the  function  of  applied 
research  as  a link  between  a generation  of  new 
basic  knowledge  and  its  application  in  field.” 

The  report  emphasized  that  for  public  health, 
as  for  clinical  practice,  it  is  essential  that  the  field 
be  enriched  by  basic  and  applied  research. 

The  role  of  state  and  local  health  departments 
in  educating  people  about  behavioral  risks  has 
been  relatively  minor,  even  though  much  of  the 
opportunity  for  improvement  in  health  today  is 
in  behavior  change,  the  committee  stated. 

And  beyond  intervention  in  individual 
behavior,  according  to  the  report,  public  health 
programs  need  to  deal  with  problems  in  the 
‘social  environment’  such  as  stress,  promotion  of 
hazardous  products  and  the  media’s  encourage- 
ment of  risk  taking. 

THE  PANEL'S  RECOMMENDATIONS 

Among  the  report’s  recommendations  were  the 
following: 

PUBLIC  HEALTH  AGENCIES  MUST  BUILD  SUPPORT 

The  report  emphasized  in  several  ways  that 
public  health  professionals  must  take  respon- 
sibility for  coalescing  a support  base  for  public 
health.  The  public  health  image,  it  said,  suffers 
from  an  association  with  welfare,  from  the 
perception  of  interference  with  personal 
freedoms,  from  lack  of  understanding  from  the 
medical  community  and  others,  and  from  other 
problems. 

But  public  health  professionals  must  work  to 
meet  that  image,  said  the  panel,  because,  “In  a 
free  society,  public  activities  ultimately  rest  on 
public  understanding  and  support,  not  on  the 
technical  judgment  of  experts.” 

“Too  frequently,”  said  the  panel,  “public  health 
professionals  view  politics  as  a contaminant 
rather  than  a central  attribute  of  democratic 
governance.” 

Instead,  the  report  said,  “Used  judiciously,  the 
knowledge  base  of  public  health  tempers  the  ex- 
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cesses  of  partisan  politics  and  encourages  just 
decisions.”  Technical  knowledge  is  best  used,  said 
the  report,  in  the  context  of  a positive  apprecia- 
tion of  the  democratic  process,  “by  professionals 
who  are  politically  as  well  as  technically  astute.” 

STATES  ARE  PRIMARY 

The  states  “are  and  must  be  the  central  force 
in  public  health,”  the  report  declared. 

Among  other  duties  the  states  must  assess 
statewide  health  needs,  assure  that  there  is  an 
adequate  statutory  base  for  action;  guarantee  a 
minimum  set  of  services;  and  support  local  ser- 
vice capacity. 

The  diffusion  of  health-related  functions  in 
various  agencies  and  their  submersion  under  in- 
come maintenance  has  gone  too  far  in  many 
states,  the  panel  asserted.  It  may  not  be  political- 
ly feasible  in  some  states  to  gather  all  health- 
related  functions,  the  group  noted,  but  the  health 
department  still  has  the  obligation  to  assure  that 
the  functions  are  done. 

STATE  HEALTH  COUNCILS  CALLED  FOR 

The  disbanding  of  nearly  half  the  state  boards 
of  health  over  the  last  25  years  has  been  a 
mistake,  the  panel  said.  State  health  councils 
should  exist,  with  a majority  of  lay  person 
members,  as  a framework  “within  which  com- 
munity values  and  professional  knowledge  can  be 
blended  to  reach  wise  policy  judgements.” 

STATES  SETTING  LOCAL  STANDARDS 

The  state  health  departments  should  set  stand- 
ards for  local  public  health  functions,  specifying 
the  minimum  services  to  be  offered,  the  unit  of 
government  to  offer  them  and  the  financing. 
States  should  hold  localities  responsible  for  these 
services,  using  the  Model  Standards  for 
Community  Preventive  Health  Services,  which  is 
produced  at  APHA,  as  a guide. 

INDIGENT  CARE 

Public  health  agencies  are  often  overwhelmed 
by  the  need  to  meet  the  health  care  needs  of  the 
indigent,  the  report  found  and  some  professionals 
feel  these  activities  detract  from  agencies’  efforts 
to  serve  community  health  needs,  the  report 
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found.  Indeed,  almost  three-quarters  of  state  and 
local  agency  funds  go  to  personal  care  services. 
Despite  these  problems,  the  committee  stated, 
“until  federal  action  is  forthcoming,  public  health 
agencies  must  serve  in  this  role  to  the  best  of 
their  abilities.”  But  the  panel  asserted  further: 
“Nevertheless  Americans  should  not  assume,  as 
they  now  appear  to,  that  the  public  health  system 
is  adequately  equipped  to  handle  these  needs, 
and  they  should  be  aware  that  this  responsibili- 
ty will  remain  a continuing  threat  to  the 
maintenance  of  crucial  disease  prevention  and 
health  promotion  efforts.” 

APHA  CALLS  FOR  IMPLEMENTATION 

In  a press  release,  APHA  called  the  report  both 
a farsighted  proposal  for  improvements  in  the 
public  health  system  and  a terrible  indictment 
of  the  current  status  of  public  health  services. 
The  Association  stated  that  it  is  firmly  commit- 
ted to  the  implementation  of  the  proposals. 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford.  Jr,  M.D 
Jay  D.  Luft,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


Near  Drowning  - Who's  Responsible  for  the 
Aftermath? 

A recent  presentation  on  Sixty  Minutes 
highlights  the  vexing  problems  that  physicians 
face  when  treating  patients  at  or  near  death.  The 
program  focused  on  young  children  resuscitated 
after  near-drowning  accidents.  Neurologically 
devastated  children  were  vividly  displayed;  most 
in  a semi-comatose  or  vegetative  state.  Parents 
were  interviewed  and  a physician  defensively  ex- 
plained why  he  had  resuscitated  a child  similar 
to  those  shown.  As  with  most  television  jour- 
nalism of  this  type,  the  emotional  aspects  over- 
whelmed the  facts.  Broader  issues  were 
addressed,  however,  that  touch  on  ethical,  social, 
delicate  and  difficult  medical  questions. 

An  overview  of  submersion  accidents  and  brief 
review  of  medical  treatment  options  will  show 
that  the  question  when  and  how  to  or  even 
whether  to  resuscitate  may  not  always  be  clear- 
ly defined;  contrary  to  what  was  referred  to  on 
Sixty  Minutes.  Drowning  is  the  second  leading 
cause  of  accidental  death  in  children;  it  follows 
motor  vehicle  accidents  Usually  between 
7,000  and  8,000  people  drown  in  the  United 
States  each  year.^  Although  more  difficult  to 
evaluate,  the  incidence  of  near-drowning  is 
estimated  to  be  2 to  20-fold  greater  than  reported 
cases  of  drowning.^  The  highest  drowning  rates 


are  recorded  for  children  under  the  age  of  5 years 
with  a peak  in  this  group  in  the  second  year  of 
life.®  Over  50%  of  drowning  and  near-drowning 
accidents  occur  in  swimming  pools.  Many  of  those 
involving  children  are  residential  pools  to  which 
they  have  immediate  access.^  75%  of  near- 
drowning accidents  in  children  require  that  they 
be  hospitalized.^  Quan  in  an  analysis  of 
pediatric  submersion  accidents  in  King  County, 
Washington  showed  that  all  infants  had  been  left 
unattended  by  an  adult,  moreover  only  18%  of  the 
incidents  involving  children  1-4  years  were 
witnessed  by  those  supervising  the  children.^ 
Clearly,  it  is  the  anoxia  that  often  leads  to  the 
irreversible  consequences  of  near  drowning;  5 
minutes  of  cerebral  anoxia  is  sufficient  to  cause 
brain  damage.®  While  data  from  the  literature 
varies,  it  is  estimated  that  one-third  of  all 
submersion  accident  victims  are  moderately  or 
severely  neurologically  impaired.^  Therapy  for 
the  near-drowning  patient  seeks  to  interrupt  or 
abbreviate  the  anoxic  insult  that  leads  to  central 
nervous  system  damage.  In  addition  to 
mechanical  ventilatory  support,  aggressive 
therapy  is  often  directed  at  cerebral  salvage  of  the 
comatose  nearly  drowned  child.  Treatment 
efforts  that  attempt  to  prevent  further  cerebral 
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injury  such  as  osmotic  diuretics,  hyperventila- 
tion, or  hypothermia  have  not  always  been  shown 
to  be  beneficial.  Their  use  remains 
controversial.^ 

A number  of  factors  affect  survival  and 
ultimately  morbidity  in  submersion  ac- 
cidents.^'^® These  include:  age,  associated 
medical  conditions,  other  injuries,  duration  of 
submersion,  water  temperature,  and  the  manner 
and  rapidity  of  resuscitative  efforts.®  The  best 
prognostic  indicators  are  probably  more  im- 
mediate spontaneous  respiration  after  revival 
and  continued  improvement  in  neurologic 
status.®'®  Shaw,  in  an  excellent  short  review  arti- 
cle on  submersion  injuries,  states  that  the  out- 
come in  the  individual  patient  cannot  be 
predicted  in  the  emergent  setting  and  that  “ag- 
gressive resuscitation  should  be  performed  in  all 
cases”.® 

Most  of  us  have  seen  newspaper  photos  of 
children  rescued  from  icy  rivers  or  ponds  and 
later  revived,  neurologically  intact.  While  these 
ice-water  submersion  cases  are  physiologically 
fascinating,  they  form  only  a small  subset  of  near- 
drowning incidents.®  They  are  important 
clinically,  however,  as  they  illustrate  that  seem- 
ingly lifeless,  comatose  children  (most  cases  in- 
volve children)  with  barely  perceptible  heart 
beats  can  be  revived.  Bolte  reported  a case  of  a 
child  submerged  in  5 degree  C water  for  66 
minutes  who  presented  with  a Glasgow  Coma 
Scale  of  3;  had  a core  temperature  of  19  degrees 
C;  had  fixed,  dilated  pupils  and  required  more 
than  2 hours  of  resuscitative  efforts  - the  child 
survived  neurologically  intact.®  From  dramatic 
cases  such  as  this  has  come  the  clinical  dictum 
that  a hypothermic  near-drowning  victim  should 
not  be  declared  dead  until  the  core  temperature 
is  32  degrees  C.®  ®’^ 

With  this  clinical  data  as  background,  it  is  diffi- 
cult to  understand  how  a physician  or  any 
medical  personnel  should  be  expected  to  predict 
the  outcome  of  treatment  of  a near-drowning  vic- 
tim. The  segment  on  Sixty  Minutes,  however,  in- 
timated that  the  physician  should  share  respon- 
sibility for  having  revived  a child  later  found  to 
be  neurologically  devastated.  The  parents  inter- 
viewed hinted  that,  had  they  known,  they  may 
not  have  wanted  their  child  resuscitated.  No 
parent  wants  to  see  or  face  the  tragic  outcome  of 
these  events.  Most  parents  though,  even  if  it  was 
possible  to  predict  a 50-50  chance  of  a good  out- 
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come,  would  want  to  see  their  child  resuscitated. 
While  physicians  may  sympathize  with  the  un- 
fortunate end  of  many  of  these  cases,  they  should 
not  be  asked  to  abrogate  the  Hippocratic  oath. 

Who,  then,  is  responsible  for  the  aftermath  of 
these  cases?  Ultimately,  we,  society  as  a whole; 
as  a consequence  of  the  social  contract  will  bear 
the  responsibility.  Sixty  Minutes  missed  its 
chance  to  be  socially  responsible.  It  surprisingly 
did  not  mention  both  parental  and  community 
responsibility,  nor  did  it  address  preventive 
measures. 

There  are  5 million  pools  in  the  United  States; 
2.4  million  inground  and  2.6  million  above 
ground.^  Many  of  these  pools  are  without  bar- 
riers or  fences,  particularly  residential  pools.  It 
has  been  estimated  that  the  installation  of  pro- 
per fences  or  barriers  about  pools  would  reduce 
submersion  accidents  by  60-80%.^’®  Although  it 
would  seem  prudent  to  extend  fencing  re- 
quirements to  residential  pools,  legislative  bodies 
have  frequently  found  this  to  be  unpopular 
because  of  cost  factors  and  the  intrusive  nature 
of  such  laws.  Public  awareness  and  educational 
programs  may  help,  but  until  more  widespread 
adoption  of  fencing  requirements  it  is  unlikely 
that  the  number  of  submersion  accidents  will 
decrease  in  children.  Society,  then,  will  continue 
to  see  and  be  responsible  for  the  aftermath  of 
these  tragic  accidents. 

James  F.  Laity,  M.D. 
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Effects  of  salt  water  vs.  fresh  water  submersion 
on  resuscitation  efforts 

It  could  be  added  to  Dr.  Tally’s  excellent 
editorial  that  part  of  the  unpredictability  of  the 
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outcome  is  related  to  uncertainty  about  what  ac- 
tually happened  during  the  submersion.  There 
is  variation  from  person  to  person,  but  in  general 
the  sequence  follows  one  of  two  or  three  patterns. 
A small  percentage  of  patients  promptly  develop 
laryngospasm  when  water  first  passes  the  glot- 
tis. For  these  patients  death  is  purely  asphyxia. 
If  they  are  rescued  there  may  be  considerable  dif- 
ficulty overcoming  the  laryngospasm  to  allow 
resuscitation.  Tracheotomy  or  intubation  may  be 
needed.  A second  group  starts  to  cough  as  water 
enters  the  throat,  and  in  the  involuntary  inspira- 
tion that  follows,  water  is  aspirated.  The  largest 
group  holds  the  breath  as  long  as  possible,  and  as 
the  limits  of  tolerance  are  reached,  starts  to  gulp 
water  in  huge  amounts.  The  capacity  of  the 
stomach  is  quickly  exceeded  and  the  person 
vomits,  followed  by  involuntary  aspiration  as 
with  the  second  group. 

To  make  the  matter  even  more  complex,  there 
is  a different  sequence  of  events  thereafter 
depending  on  whether  the  drowning  is  in  fresh 
water  or  salt  water.  The  lung,  of  course,  is  a semi- 
permeable  membrane  with  an  immense  absorp- 
tive surface.  If  the  drowning  is  in  fresh  water 
there  is  almost  instantaneous  absorption  of  huge 
quantities  of  water  into  the  blood  stream.  This 
causes  acute  overload  of  the  right  heart.  Of  course 
there  is  also  a drastic  change  in  the  electrolyte 
concentrations  - potassium,  sodium,  calcium. 
Ventricular  fibrillation  rapidly  ensues,  and  if  any 
amount  of  water  has  been  absorbed  it  is  almost 
impossible  to  get  blood  volume  and  electrolytes 
back  to  normal.  If  the  drowning  is  in  salt  water, 
on  the  other  hand,  water  is  drawn  from  the  cir- 
culating volume  and  the  patient  eventually  goes 
into  hypovolemic  shock.  Treatment  should  in- 
clude or  consist  primarily  of  hypotonic  fluids 
intravenously. 

Thus  resuscitating  efforts,  given  similar 
submersion  times,  are  more  likely  to  succeed 
after  salt  water  immersion  than  they  are  after 
fresh  water  immersion.  The  obvious  precaution 
of  course  would  be  to  add  sufficient  salt  to  fresh 
water  pools  to  make  them  isotonic.  This  would 
provide  the  best  possible  opportunity  for 
resuscitation.  The  salt  is  cheap.  There  is  a price 
in  corrosion  of  pumps  and  pipes,  but  it  is  a small 
price  to  pay  because  it  does  save  lives  in  those 
places  where  this  is  required  by  law. 
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INDICATIONS  AND  USAGE  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND  BLEEDING  WITH 
CDNTROLLED  RELEASE  PJ3TASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE 
PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVESCENT  POTASSIUM  PREPARATIONS  OR  FOR 
PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  the  treatment  of  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis  intoxication  and  in  pa- 
tients with  hypokalemic  familial  periodic  paralysis  If  hypokalemia  is  the  result  of  diuretic  therapy,  consideration  should  be 
given  to  the  use  of  a lower  dose  of  diuretic,  which  may  be  sufficient  without  leading  to  hypokalemia 

2 For  the  prevention  of  hypokalemia  in  patients  who  would  be  at  particular  risk  if  hypokalemia  were  to  develop,  e g . 
digitalized  patients  or  patients  with  significant  cardiac  arrhythmias 

The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hypertension  is  often  unnecessary 
when  such  patients  have  a normal  dietary  pattern  and  when  low  doses  of  the  diuretic  are  used  Serum  potassium  should  be 
checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potassium-containing  foods  may  be 
adequate  to  control  milder  cases  In  more  severe  cases,  and  if  dose  adjustment  of  the  diuretic  is  ineffective  or  unwarranted, 
supplementation  with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia  since  a further  increase  in 
serum  potassium  concentration  in  such  patients  can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  fol- 
lowing conditions:  Chronic  renal  failure,  systemic  acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue 
breakdown  as  in  severe  burns,  adrenal  insufficiency,  or  the  administration  of  a potassium-spanng  diuretic  (e  g.,  spironolac- 
tone. triamterene,  amiloride)  (see  OVERDOSAGE) 

Controlled  release  formulations  of  potassium  chloride  have  produced  esophageal  ulceration  in  certain  cardiac  patients 
with  esophageal  compression  due  to  enlarged  left  atrium  Potassium  supplementation,  when  indicated  in  such  patients, 
should  be  given  as  a liquid  preparation  or  as  an  aqueous  (water)  suspension  of  K-DUR  (see  PRECAUTIONS.  Information  for 
Patients,  and  OOSAGE  ANO  AOMINISTRATION  sections) 

All  solid  dosage  forms  of  potassium  chloride  are  contraindicated  in  any  patient  in  whom  there  is  structural,  pathological 
(e  g.,  diabetic  gastroparesis)  or  pharmacologic  (use  of  anticholinergic  agents  or  other  agents  with  anticholinergic  properties  at 
sufficient  doses  to  exert  anticholinergic  effects)  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract 
WARNINGS  Hyperkalemia  (see  OVERDOSAGE)-ln  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  commonly  in  patients  given 
potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal  hyperkalemia  can 
develop  rapidly  and  be  asymptomatic  The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condi- 
tion which  impairs  potassium  excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone,  triamterene  or  amiloride)  since  the  simultaneous  ad- 
ministration of  these  agents  can  produce  severe  hyperkalemia. 

Interaction  with  Angiotensin  Converting  Enzyme  Inhibitors-Angiotensin  converting  enzyme  (ACE)  inhibitors  (eg  . cap- 
topril.  enalapril)  will  produce  some  potassium  retention  by  inhibiting  aldosterone  production  Potassium  supplements  should 
be  given  to  patients  receiving  ACE  inhibitors  only  with  close  monitoring 
Gastrointestinal  Lesions-Solid  oral  dosage  forms  of  potassium  chloride  can  produce  ulcerative  and/or  stenotic  lesions 
of  the  gastrointestinal  tract  Based  on  spontaneous  adverse  reaction  reports,  enteric  coated  preparations  of  potassium  chlo- 
ride are  associated  with  an  increased  frequency  of  small  bowel  lesions  (40-50  per  100.000  patient  years)  compared  to  sus- 
tained release  wax  matrix  formulations  (less  than  one  per  lOO.OOO  patient  years)  Because  of  the  lack  of  extensive  marketing 
experience  with  microencapsulated  products,  a comparison  between  such  products  and  wax  matrix  or  enteric  coated 
products  IS  not  available  K-DUR  is  a tablet  formulated  to  provide  a controlled  rate  of  release  of  microencapsulated  potassi- 
um chloride  and  thus  to  minimize  the  possibility  of  a high  local  concentration  of  potassium  near  the  gastrointestinal  wall 
Prospective  trials  have  been  conducted  in  normal  human  volunteers  in  which  the  upper  gastrointestinal  tract  was  evaluat- 
ed by  endoscopic  inspection  before  and  after  one  week  of  solid  oral  potassium  chloride  therapy  The  ability  of  this  model  to 
predict  events  occurring  in  usual  clinical  practice  is  unknown  Trials  which  approximated  usual  clinical  practice  did  not  reveal 
any  clear  differences  between  the  wax  matrix  and  microencapsulated  dosage  forms  In  contrast,  there  was  a higher  inci- 
dence of  gastric  and  duodenal  lesions  in  subjects  receiving  a high  dose  of  a wax  matrix  controlled  release  formulation  under 
conditions  which  did  not  resemble  usual  or  recommended  clinical  practice  (i  e . 96  mEg  per  day  in  divided  doses  of  potassi- 
um chloride  administered  to  fasted  patients,  m the  presence  of  an  anticholinergic  drug  to  delay  gastric  emptying)  The  upper 
gastrointestinal  lesions  observed  by  endoscopy  were  asymptomatic  and  were  not  accompanied  by  evidence  of  bleeding 
(Hemoccult  testing)  The  relevance  of  these  findings  to  the  usual  conditions  (i  e , non-fasting.  no  anticholinergic  agent, 
smaller  doses)  under  which  controlled  release  potassium  chloride  products  are  used  is  uncertain,  epidemiologic  studies 
have  not  identified  an  elevated  risk,  compared  to  microencapsulated  products,  for  upper  gastrointestinal  lesions  in  patients 
receiving  wax  matrix  formulations  K-DUR  should  be  discontinued  immediately  and  the  possibility  of  ulceration,  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding  occurs 
Metabolic  Acidosis-Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an  alkalinizing  potassium 
salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or  potassium  gluconate 
PREiytUTIDNS  General:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokalemia  m a patient 
with  a clinical  history  suggesbng  some  cause  for  potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokalemia  in  the  absence  of  a deficit  in  total  body  potas- 
sium while  acute  acidosis  per  se  can  increase  the  serum  potassium  concentration  into  the  normal  range  even  in  the 
presence  of  a reduced  total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate  monitoring  of  serum  elec 
trolytes.  the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Laboratory  Tests:  When  blood  is  drawn  for  analysis  of  plasma  potassium  it  is  important  to  recognize  that  artifactual  eleva- 
tions can  occur  after  improper  venipuncture  technique  or  as  a result  of  in-vitro  hemolysis  of  the  sample 
Drug  Interactions:  Potassium-sparing  diuretics,  angiotensin  converting  enzyme  inhibitors  (see  WARNINGS) 
Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Carcinogenicity,  mutagenicity  and  fertility  studies  m animals 
have  not  been  performed  Potassium  is  a normal  dietary  constituent 
Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is  unlikely  that  potassium  sup- 
plementation that  does  not  lead  to  hyperkalemia  would  have  an  adverse  effect  on  the  fetus  or  would  affect  reproductive  capacity 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since  oral  potassium  be 
comes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  excessive,  the  contribution  of  potassium  chloride 
supplementation  should  have  little  or  no  effect  on  the  level  in  human  milk 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIDNS  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS,  WARNINGS, 
and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gasfrointestinal  condifions  including  obstruction, 
bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARNINGS) 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  flatulence,  abdominal  pain/discom- 
fort.  and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  diluting  the 
preparation  further,  taking  the  dose  with  meals  or  reducing  the  amount  taken  at  one  time 

OVERDOSAGE  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mechanisms  for  potassium  rare- 
ly causes  serious  hyperkalemia  However,  it  excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too  rapidly 
intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to 
recognize  that  hyperkalemia  is  usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  con- 
centration (65-80  mEg/L)  and  characteristic  electrocardiographic  changes  (peaking  of  T waves,  loss  of  P-waves,  depres- 
sion of  S-T  segment,  and  prolongation  of  the  OT-mterval)  Late  manifestations  include  muscle  paralysis  and  cardiovascular 
collapse  from  cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  tor  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  any  agents  with  potassium  sparing  properties. 

2 intravenous  administration  of  300  to  500  mL/hr  of  10%  dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1.000  mL 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on  digitalis,  too  rapid  a lowering  of 
the  serum  potassium  concentration  can  produce  digitalis  toxicity 
Caution  Federal  law  prohibits  dispensing  without  prescription 
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Kudos  to  AIM  on  Its  25th 

Few  of  us,  in  Walter  Mitty  fashion,  are  ever 
granted  the  fulfillment  of  the  dreams  or  ambi- 
tions of  our  youth.  Apparently,  Dr.  John  Levin- 
son, the  founder  of  Aid  for  International 
Medicine  (AIM),  has  done  just  that.  While  a 
young  medical  student,  he  had  dreamed  of  prac- 
ticing medicine  in  the  South  Pacific.  After  being 
stimulated  by  a surgical  sojourn  in  South  Viet- 
nam in  1963,  he  founded  AIM  in  1965.  As  he  re- 
counts in  this  issue  of  the  Journal,  he  and  his 
organization  have  provided  food,  medical  equip- 
ment, and  aid  to  a number  of  countries 
throughout  the  world.  Perhaps  equally  as  impor- 
tant, many  Delaware  physicians,  nurses,  techni- 
cians, and  allied  health  personnel  have  con- 
tributed generously  of  their  time  and  expertise 
to  this  organization. 

It  was  fitting  that  in  1986  AIM  was  presented 
with  the  Eisenhower  award;  for  it  was  Dwight  D. 
Eisenhower  who  said,  ‘America  is  great  because 
she  is  good,  and  if  America  ever  ceases  to  be  good 
she  will  cease  to  be  great.”  It  is  this  goodness,  this 
best  of  American  medicine,  that  hopefully  those 
in  the  small  outposts  of  the  global  village  will 
remember  about  America. 

We,  the  rest  of  the  Delaware  medical  communi- 
ty, can  only  admire  and  support  these  notewor- 
thy efforts.  Truly,  Dr.  Levinson  and  his  organiza- 
tion have  let  us  bask  in  reflected  pride.  Happy 
Silver  Anniversary! 

James  F.  Lally,  M.D. 
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Legalization  of  Drugs 

This  is  a reply  to  the  recent  editorial  by  John 
M.  Bader,  Esquire,  suggesting  the  legalization  of 
drugs  as  a way  of  combatting  the  drug  problem. 
Yes,  if  drug  trafficking  is  no  longer  against  the 
law,  the  whole  criminal  justice  system  is  reliev- 
ed of  an  expensive  and  frustrating  task. 

But  our  concerns  about  the  health  and  social 
problems  associated  with  drug  abuse  would  not 
be  resolved.  Repeal  of  Prohibition  (control  of 
alcoholic  beverages)  was  followed  by  immense  in- 
creases in  alcohol  abuse  and  the  concomitant  in- 
crease in  health  and  economic  consequences  in- 
cluding serious  “accidental”  injuries,  liver 
disease,  mental  deterioration,  disabilities  and 
other  morbidity.  These  have  affected  national 
productivity,  been  a drain  on  health  resources 
and  have  many  hidden  costs  to  society. 

No,  I am  not  advocating  a return  to  Prohibition. 
But,  there  is  no  reason  to  believe  that  decreasing 
the  impediments  to  drug  access  will  decrease  the 
consumption  of  drugs.  The  current  widespread 
abuse  of  drugs  is  not  due  to  the  “forbidden  fruit” 
appeal.  Even  if  not  outlawed,  many  drugs  would 
require  some  kind  of  regulation.  Many  of  our 
drugs,  such  as  morphine,  other  opiates,  certain 
stimulants,  etc.  require  regulated  use.  Should  we 
do  away  with  such  controls? 

We  recognize  that  drug  abuse  breeds  a se- 
quence of  serious  health,  behavioral  and 
economic  consequence  aside  from  the  obvious 
criminal  activity  in  marketing.  Unfortunately  we 
have  not  won  any  spectacular  victory  medals  in 
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solving  the  problems  of  drugs.  But,  in  my  view, 
dealing  with  the  criminal  aspect  nor  making 
drugs  more  readily  available  will  reduce  the  in- 
cidence of  drug  abuse.  Nor  is  lecturing  and 
preaching  to  youngsters  (the  educational  ap- 
proach) making  any  spectacular  gains  in  the 
“war.”  Perhaps  we  have  not  yet  arrived  at  the 
diagnosis  of  the  disorder.  My  hypothesis  is  that 
the  widespread  abuse  of  drugs,  cutting  across  ur- 
ban and  rural  lines,  present  in  all  socio-economic 
strata,  is  related  to  attitudes  about  instant 
gratifications  which  is  a by-product  of  a cultural 
revolution  which  began  in  the  1950s  and  1960s. 

Norman  Taub,  M.D. 

Drug  Education  and  Treatment 

The  advent  in  this  country  of  smokable 
crystalline  methamphetamine  with  its  quick 
high,  fast  addiction,  and  ease  of  manufacture 
foreshadows  the  failure  of  the  multi-million 
dollar  Colombia  drug  interdiction  effort. 

Those  millions  of  dollars  should  be  diverted  to 
intensified  drug  education  and  treatment  efforts. 
And  should  we  think  about  the  unthinkable,  drug 
decriminalization? 

David  Platt,  M.D. 
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AN  OPEN  LETTER  TO  MY  GRANDSON 


David  Platt,  M.D. 

November  3,  1989 

Dear  Alex, 

Happy  Birthday  to  you!  It  is  hard  to  believe  that 
you  are  already  12  years  old  and  in  seventh  grade. 
I remember  when  you  were  nine  years  old  and  I 
asked  you  what  you  wanted  to  be  when  you  grew 
up.  You  said,  “Not  a doctor.  My  Mom  and  Dad  are 
doctors,  you  and  Grandma  Ethel  are  doctors,  and 
Aunt  Ruth  and  Uncle  Elliott  are  doctors.  That’s 
too  many  doctors  in  one  family.  I’ll  be  a chef;  I’ll 
make  you  a triple  chocolate  cake.” 

Then  last  year  when  I asked  you  that  question, 
you  changed  your  mind  and  said  you  would  like 
to  be  a computer  programmer.  Just  in  case  you 
are  still  reconsidering,  let  me  give  you  a few  pros 
and  cons. 

First  the  bad  part.  Being  a doctor  is  not  nearly 
as  easy  and  gratifying  now  as  when  Grandma 
Ethel  and  I started  practice  in  the  early  1940s. 
Then,  everything  was  almost  all  between  the  pa- 
tient and  the  doctor.  But  now  we  have  PRO’s 
DRG’s,  Medicare  rules,  Medicaid  rules,  HMO’s, 
IPA’s,  PPO’s,  RBRVS’s,  ETs,  etc.  When  you  next 
fly  down  from  Boston  to  visit  us,  I shall  tell  you 
what  all  those  initials  mean.  In  brief,  they  mean 
that  our  government  and  our  business  corpora- 
tions are  gradually  involving  themselves  more 
and  more  in  the  practice  of  medicine,  and  telling 
doctors  what  they  can  and  cannot  do. 

But  now  for  the  good  part.  Regardless  of  how 
much  government  and  corporations  try  to  control 
medical  practice,  there  will  always  be  the  doctor 
as  a human  being  relating  directly  to  the  patient 
as  a human  being.  That  relationship  they  will 
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never  be  able  to  destroy.  It  is  a relationship  bas- 
ed on  mutual  faith  and  trust  and  understanding. 
The  doctor  gets  to  know  his  patients  enough  to 
be  able  to  share  their  lives.  Sometimes  he  cures, 
other  times  all  he  can  do  is  help  a little.  But 
Grandma  Ethel  and  I have  had  such  great  joy 
through  the  years  by  being  part  of  the  families 
of  our  patients,  allowed  to  share  their  episodes  of 
happiness  often,  and  helping  to  soften  their  sor- 
rows sometimes.  It  has  been  a grand  experience. 
We  know  of  no  other  life  work  which  would  be 
more  satisfying  to  us.  And  that  does  not  even 
mention  the  joy  we  have  had  all  these  years  in 
working  together,  with  mutual  patients,  caring 
for  three  generations  of  families,  sharing  their 
lives  together. 

Then  there  is  the  other  aspect  of  being  a doc- 
tor, represented  by  what  your  Ma  and  Dad  are  do- 
ing. As  you  well  know,  although  they  do  treat  pa- 
tients in  the  hospital,  most  of  their  time  is  spent 
on  doing  research  to  find  ways  to  expand  the 
knowledge  base,  to  help  the  other  doctors  treat 
patients  more  effectively. 

But  enough  of  all  that  for  now.  Grandma  Ethel 
joins  me,  Alex,  in  wishing  you  a Happy  Birthday 
and  reminding  you  that  whatever  you  will  be,  we 
shall  continue  to  love  you  very  much. 

Yours, 

Grandpa  David 
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Eight  physicians 

and  four  medicai  office  managers 
teil  “aii”  about  automation. 


“If  a patient  didn't  show  up,  I never 
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What  can  automation  do  for  you?...  What  can’t 
it  do?. . . Is  it  practical?. . . What  should  you  look 
for  in  a system?...  What  should  you  expect  from 
the  company  who  sells  you  the  system?...  How 
will  it  affect  your  staff?. . . And  how  do  you  go 
about  getting  the  answers  to  all  these  questions? 

KTI  can  help.  As  the  systems  supplier  to  over 
3,000  healthcare  professionals,  we  brought 
together  a group  of  physicians  and  medical  office 
managers  to  talk  about  the  benefits  and  cautions 
of  automation.  And  prepared  a special  report  on 
their  thoughts  and  coimnents. 

If  you  want  the  advantage  of  their  experiences, 
send  us  this  coupon.  And  you’ll  get  a lot  of 
answers  in  just  a few  minutes  of  reading. 
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H.  Thomas  McGuire,  M.D. 

Dr.  H.  Thomas  McGuire,  Jr.,  a general  prac- 
titioner in  New  Castle  for  nearly  50  years,  an  ex- 
pert in  the  treatment  of  alcoholism,  and  past 
president  of  the  New  Castle  City  Council,  died  on 
Friday,  August  25, 1989  of  heart  failure  in  Tilton 
Terrace.  He  was  83. 

Dr.  McGuire,  of  119  W.  Fourth  Street,  New  Cas- 
tle, settled  in  New  Castle  in  1933  and  began  prac- 
ticing general  medicine  at  his  office  on  212 
Delaware  Street.  Shortly  after  his  arrival  he  ex- 
panded his  practice  to  include  industrial 
medicine.  Known  as  “Dr.  Tom,”  he  was  the  official 
city  physician  for  most  of  his  career.  He  retired 
in  1982. 

He  was  active  in  the  formation  of  the  General 
Practice  Department  of  the  Wilmington  General 
Hospital  where  he  also  served  on  its  medical 
board.  He  was  also  chief  of  staff  and  chief  of 
medicine  at  the  St.  Francis  Hospital,  a consultant 
to  the  alcoholic  unit  of  the  Delaware  State 
Hospital  and  a former  consultant  to  the  Depart- 
ment of  Alcoholic  Rehabilitation  at  the  Governor 
Bacon  Health  Center,  Delaware  City. 

Dr.  McGuire  was  the  Delaware  delegate  to  the 
House  of  Delegates  of  the  American  Medical 
Association  from  1953  to  1971  when  he  was 
elected  to  the  office  of  vice-president  of  the 
association  for  a one  year  term.  He  was  on 
numerous  AMA  agencies  including  the  Council 
on  Mental  Health  and  the  Committee  on  Mental 
Health  in  Industry. 

Dr.  McGuire  was  himself  an  alcoholic,  an  ill- 
ness which  he  overcame  and  transformed  his  per- 
sonal adversity  into  an  asset  by  virtue  of  his  deep 
and  continuing  interest  in  the  problem  of 
alcoholism  in  our  society.  As  a member  of  the 
national  Council  on  Alcoholism  he  lectured  on 
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the  subject  for  many  years  throughout  the  United 
States  and  in  other  countries.  He  was  a leader  in 
the  campaign  which  convinced  hospital  ad- 
ministrators to  admit  alcoholics  as  sick  people 
and  in  the  process  also  instrumental  in  having 
alcoholism  recognized  as  a disease  by  the  AMA. 
For  his  outstanding  work  in  the  rehabilitation  of 
alcoholics  he  was  honored  by  the  Malvern  (Pa.) 
Institute  for  Alcoholic  and  Psychiatric  Studies, 
where  he  was  an  advisor.  In  1968  he  was  the 
recipient  of  the  Distinguished  Service  Award 
presented  by  the  Medical  Society  of  Delaware. 

In  New  Castle,  the  McGuires  lived  in  the 
historic  “Chief  Justice  Booth  House”  which  they 
opened  to  tourists  during  “A  Day  in  Old  New  Cas- 
tle,” a custom  they  continued  for  20  years.  He  was 
part  of  the  fabric  of  New  Castle,  serving  on  the 
city  council  and  also  as  a Trustee  of  New  Castle 
Commons  from  1953  to  1982. 

Dr.  McGuire’s  interest  in  industrial  medicine 
led  to  his  becoming  Medical  Director  of  Getty  Oil 
Company,  Catalytic  Construction,  Diamond 
Shamrock,  and  Air  Products  Chemical  Company. 
He  was  a medical  consultant  to  Amoco  Chemical 
Corporation,  medical  supervisor  of  the  AMSCO 
Division  of  the  Abex  Corporation,  Chicago 
Bridge  and  Iron  Company  and  Pioneer 
Chloromone  Company. 

He  was  a former  president  of  the  Medical  Socie- 
ty of  Delaware  and  of  the  New  Castle  County 
Medical  Society.  He  served  as  a director  of  Blue 
Cross  and  Blue  Shield  of  Delaware  and  as  Presi- 
dent of  the  National  Association  of  Blue  Shield 
Plans.  During  his  long  service  as  Delaware’s 
delegate  to  the  American  Medical  Association  he 
saw  the  formation  of  what  was  called  “The  Aces 
and  Deuces  Club”  and  served  as  its  president. 
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Deaths 


This  was  an  organization  of  delegates  from  states 
having  either  one  or  two  and  by  themselves  were 
relatively  powerless  politically  and  unable  to  re- 
spond socially  to  the  hospitality  of  larger  states 
with  huge  delegations  such  as  New  York  or 
California. 

Aces  and  Deuces  put  together  a group  which 
could  make  itself  heard  at  meetings  in  ways  that 
none  of  them  could  individually  and  also  if  the 
New  York  Delegation  held  a hospitality  party, 
Aces  and  Deuces  could  respond  with  one  of  their 
own  of  equal  size  whereas  Delaware  or  Nevada 
alone  could  not. 

During  World  War  II  he  served  in  the  Army 
Medical  Corps  with  the  Air  Transport  Command 
in  the  European  and  the  China-Burma-India 
Theaters.  He  was  honorably  discharged  as  a 
Major  in  1945.  Dr.  McGuire  was  a 1927  graduate 
of  the  University  of  Pittsburgh  and  a 1932 
graduate  of  Georgetown  University  School  of 
Medicine,  Washington,  D.C.  He  did  an  internship 
and  residency  at  the  Robert  Packer  Hospital  and 
Guthrie  Clinic  in  Sayre,  Pa.  He  did  graduate 
work  at  the  Menninger  Institute,  the  University 
of  Utah  and  at  the  University  of  Pittsburgh 
School  of  Occupational  Medicine. 

Dr.  McGuire  is  survived  by  his  wife  of  52  years, 
Louise  Haddock  McGuire  and  two  children,  a son, 
Henry  Thomas  III  of  New  Castle,  and  a daughter, 
Maureen  Catherine  Allen  of  Raleigh,  N.C.,  and 
a grandson. 

Services  were  held  August  29  at  St.  Peter’s 
Catholic  Church,  5th  and  Harmony  Streets  in 
New  Castle  with  burial  in  the  adjoining  church 
cemetery. 

‘Dr.  Tom,’  always  witty,  wise  and  full  of  humor, 
a man  who  beat  his  own  problem  and  then  went 
on  to  help  others  with  theirs,  will  be  long 
remembered  and  sorely  missed  for  the  contribu- 
tions he  made  to  medicine  and  to  the  lives  of  so 
many. 

Norman  L.  Cannon,  M.D. 

John  A.  Chrzanowski,  M.D. 

Dr.  John  A.  Chrzanowski,  a respected  and 
much  loved  physician,  general  practitioner,  fami- 
ly doctor  for  more  than  48  years  died  Wednesday, 
August  30, 1989  of  heart  failure  in  the  Graduate 
Hospital,  Philadelphia.  He  was  75  years  old.  Dr. 
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Chrzanowski,  known  familiarly  as  “Dr.  John” 
practiced  from  his  office  at  106  N.  Maryland 
Avenue  and  retained  over  many  years  the  image 
of  the  old  fashioned  “family  doctor.”  He  took  time 
with  his  patients,  never  seemed  too  busy  to  talk, 
made  house  calls,  and  was  available  day  and 
night  to  his  patients.  Even  after  his  own  doctor 
ordered  him  to  slow  down  and  stop  making  house 
calls  in  1979  because  of  health  constraints,  “Dr. 
John”  still  would  occasionally  do  what  he  had 
been  doing  for  all  the  years  of  his  practice.  His 
heart  condition  was  known  for  10  years  before  his 
death,  but  Dr.  Chrzanowski  continued  to  practice 
until  he  retired  earlier  this  year.  He  was  a kind- 
ly caring  physician  who  treated  his  patients  as 
if  they  were  family  and  he  was  one  of  theirs.  He 
was  loyal  to  his  patients  and  they  were  loyal  to 
him,  a relationship  built  on  years  of  good  medical 
practice,  trust  and  a devotion  to  the  basic  ethics 
of  medical  practice. 

Dr.  Chrzanowski,  a native  Wilmingtonian,  was 
a graduate  of  the  University  of  Delaware  in  1937 
and  received  his  medical  degree  from 
Hahnemann  Medical  College  in  Philadelphia  in 
1941.  He  interned  at  the  Memorial  Hospital  in 
Wilmington  from  1941  to  1942.  He  was  on  the 
staff  of  St.  Francis  Hospital  and  of  the  Medical  j 
Center  of  Delaware.  He  was  a member  of  the  i 
American  Medical  Association,  the  Medical  | 
Society  of  Delaware  and  a Fellow  of  the  American  j 
Academy  of  Family  Practice.  He  was  a member 
of  St.  Elizabeth’s  Catholic  Church.  During  World  ! 
War  II  he  served  as  a Captain  overseas  with  the  j 
Third  Army  Medical  Corps,  attached  to  General  | 
George  Patton’s  Third  Army.  Aside  from  his  com- 
mitment to  his  patients.  Dr.  Chrzanowski  was  an 
avid  gardener  with  a particular  interest  in  roses 
of  which  he  was  particularly  proud.  Since  he 
spoke  fluent  Polish,  a large  portion  of  his  prac- 
tice involved  the  Polish  community  which  turn-  ' 
ed  out  in  large  numbers  at  the  mass  of  Christian 
Burial  offered  in  his  memory  on  Saturday, 
September  2,  1989  at  St.  Elizabeth’s  Catholic 
Church.  Burial  was  private. 

Dr.  Chrzanowski  is  survived  by  his  wife, 
Margaret  M.;  three  sons,  John  A.  Jr.,  Frank  P,  , 
and  Steven  M.,  all  of  Wilmington;  a brother  Wat-  , 
son  of  Wilmington;  a sister.  Rose  Korup,  also  of  i 
Wilmington,  and  two  grandchildren. 

Norman  L.  Cannon,  M.D. 
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"We’re  back  with  Blue 
Cross  because  they’re 
the  one  company  that 
can  meet  all  our 


complex  needs.’’ 


J.  Walton  St.  Clair,  Jr. 

Chairman  & CEO. 

Wilmington  Savings  Fund  Society 


"We  came  back  to  Blue  Cross 
Blue  Shield  because  they  could 
give  us  the  flexibility  to  offer  our 
employees  the  benefit  choices 
they  want." 

"WSFS  has  over  650  employees 
throughout  Delaware,  as  well  as 
retirees  living  all  over  the  coun- 
try. And  they  all  have  different 
health  care  needs.  That  can 
make  administering  benefits 
very  complicated." 

"Blue  Cross  Blue  Shield  simpli- 
fies everything  from  claims  to 
billing,  making  the  whole  proc- 
ess more  cost  efficient.  And, 
our  employees  can  choose  from 
a variety  of  plans  all  from  one 
company." 

"After  looking  at  the  competi- 
tion, we  came  back  to  Blue 
Cross  Blue  Shield.  They  were  the 
one  company  who  could  meet 
all  our  needs  for  reasonable 
cost,  flexibility  and 
convenience." 


Those  who  have  it  feel  better 
than  those  who  don't. 


Blue  Cross 
Blue  Shield 

of  Delaware 

® ® 
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PRESIDENT'S  PAGE 


CAPTAIN  OF  THE  TEAM 


Over  the  last  several  years  I have  been  an  ac- 
tive player  in  organized  medicine.  I have  been  a 
Director  of  the  County  Society,  a Trustee  of  the 
Medical  Society  and  the  Delaware  Trustee  to  the 
West  Virginia  Medical  Institute;  but  I’ve  not 
been  the  Captain  of  the  Team.  Now  I am. 

I am  following  a recent  group  of  real  “heavy 
hitters”  who  have  been  in  organized  medicine 
and  held  many  true  leadership  positions  in  our 
Society  for  many  years.  Significant  issues  they 
faced  included  revisions  to  our  State  Medical 
Practices  Act,  availability  of  medical  liability 
insurance,  the  search  for  a new  Executive  Direc- 
tor, relationships  with  the  PRO,  fiduciary 
disclosure,  charitable  services,  HMOs  and  AMA 
unification. 

But  as  these  issues  were  addressed,  many  more 
surfaced  and  need  to  be  addressed.  This 
represents  the  task  ahead  for  you  and  for  me.  So, 
we  will  accept  these  challenges  together  and  take 
those  actions  which  will  support  our  communi- 
ty, our  profession  and  our  members. 

But,  for  several  years,  I have  been  asking 
myself,  “Is  the  Medical  Society  of  Delaware  struc- 
tured to  meet  the  challenges  of  the  90s  and  of  the 
21st  century?” 

Do  we  have  the  right  committees?  Are  their 
duties  appropriately  spelled  out?  Is  the  size  and 
mix  of  the  membership  appropriate? 

Do  we  need  an  Executive  Committee  in  order 
to  be  more  timely  in  our  response  to  the  issues 
and  pressures  of  the  day?  Or  some  other  struc- 


ture? Is  there  a way  we  can  become  more  pro- 
active to  make  things  happen  rather  than  to 
always  have  them  happening  to  us? 

Is  the  membership  appropriately  heard?  Can 
we  use  statewide  telephone  conference  calls  to  get 
greater  attendance  and  participation? 

Should  committees  that  have  not  met  for 
several  years  still  be  standing  committees?  Has 
medicine  really  changed  so  much  that  some  of 
our  standing  committees  have  no  role  and  are 
supplemented  by  a myriad  of  ad  hoc  committees? 

Do  we  need  a formal  long-range  or  strategic 
planning  effort? 

How  we  do  business.  That  is  what  I am  asking 
about  and  going  to  look  at.  I will  be  asking  all  of 
you  and  all  the  committees  to  do  the  same.  We 
need  to  focus  and  prioritize.  We  cannot  be  all 
things  to  all  people.  This  effort,  however,  will  not 
in  any  way  diminish  our  vigilance  regarding  any 
and  all  issues  in  which  medicine  must  be 
involved  on  a day  to  day  basis. 

As  I have  already  stressed,  this  penchant  for 
organization  and  response  will  be  tempered  by 
getting  the  job  done  that  has  to  be  done  for  all  of 
you  by  holding  this  office  of  great  honor  as  Presi- 
dent of  the  Medical  Society  of  Delaware. 

a 

William  H.  Duncan,  M.D. 

President 
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Call  Us... 

and  find  out  why  Delawareans  are 
choosing  Happy  Harry’s  as  their  source 

of  Durable  Medical  Equipment... 

The  Customer  Oriented,  Full-line  Supplier, 
bound  to  Quality  and  Service... 

The  Exceptionally  Dependable, 

single  source  for  DME... 


HOME  HEALTH 

EVERYTHING  FOR  YOUR 
16-A  TROLLEY  SQUARE 


CARE  SERVICE 

PATIENT  S GOOD  HEALTH 
WILMINGTON,  DE  19806 


(302)  654-3019 


CHRISTIANA 
AUDIOLCXjY  Swim  Ear  Molds 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 


ASSOCIATE.S  INCORf’ORATtD 


Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 


100  Christiana  Medical  Center,  Newark,  Delaware  19702 


DIRECTOR.  NORMAN  B.  ROBINSON  M.D. 


ORDER  FORM 


ORDER  FORM 


ORDER  FORM 


“MEDCAST  ’89” 

A Video  Documentary  Featuring 
the  Re-enactment  of  the  Founding 
of  the  Medical  Society  of  Delaware. 

Saturday,  May  13,  1989 
The  Old  State  House 
Dover,  Delaware 


“Medcast  ’89”  is  a 15  minute  production  available  in  VHS  format. 

I wish  to  order “Medcast  ’89”  video  tapes  at  a cost  of  $20.00  each. 

Total  amount  due:  $ 

Please  make  check  payable  to  the  Medical  Society  of  Delaware. 


Name  (Please  Print) 


Street  Address 


City  State  Zip 

Return  form  with  check  to  the  Registration  Desk  or  mail  to  the  Medical  Society  of  Delaware, 
1925  Lovering  Avenue,  Wilmington,  DE  19806. 


Practice  Made  Perfect. 


We  can  help.  If  you're  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We'll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We've  had  1 28  years  of  practice  ourselves  — let  us 
help  you  with  yours. 
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SERVICE 
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SCOLIOSIS  EVALUATION  AND  MANAGEMENT 


Robert  R Stanton,  M.D. 


INTRODUCTION 

The  management  of  scoliosis  continues  to  gain 
further  popularity  in  the  lay  press  and  even  on 
public  and  commercial  television.  With  increased 
public  awareness  the  primary  care  physician  is 
often  confronted  with  questions  concerning  the 
diagnosis.  Pediatric  subspecialists  must  also  field 
numerous  questions  from  parents  and  patients 
concerning  information  they  have  gleaned  from 
both  television  and  the  print  media.  In  adition, 
there  have  been  some  very  dramatic  and  in- 
teresting advances  in  the  management  of  pa- 
tients with  scoliosis  in  the  last  few  years,  and  a 
review  of  our  current  understanding  of  scoliosis 
would  be  of  benefit  to  the  physician  in  his  contact 
with  scoliosis  patients  and  their  parents. 

PREVALENCE  AND  DIAGNOSIS 

The  exact  prevalence  of  scoliosis  in  unknown. 
Various  studies  have  suggested  that  curvature  of 
the  spine  may  be  present  in  one  to  four  percent 
of  the  population;  however,  minor  degrees  of 
scoliosis  may  cause  no  obvious  physical  limita- 
tions to  the  patient  and  may  simply  cause  minor 
cosmetic  deformity.  Detection  of  the  underlying 


Robert  R Stanton  is  an  Orthopaedic  Surgeon  in  the  Department  of  Orthopaedics 
at  the  Alfred  I.  duPont  Institute,  Wilmington,  Delaware. 


curvture  may  escape  a routine  physical  examina- 
tion. The  common  definition  of  scoliosis  used  by 
pediatric  orthopaedic  surgeons  is  a curvature 
that  exceeds  10  degrees,  as  measured  by  the  Cobb 
angle  on  a standing  radiograph.  Using  this 
definition,  many  patients  who  might  have  been 
classified  previously  as  having  scoliosis  will  not 
be  reclassified  as  patients  exhibiting  normal 
human  physical  variation.  Since  applying  the 
diagnosis  of  scoliosis  to  a patient  with  a curve  of 
less  than  10  degrees  can  have  long-term  implica- 
tions for  such  issues  as  medical  insurability,  en- 
trance to  military  academies  and  armed  forces 
service,  and  future  life  insurance  availability,  it 
is  important  to  limit  the  diagnosis  to  those  who 
meet  the  common  medical  definition  of  scoliosis. 
It  is  important  to  recognize  that  scoliosis  is  not 
simply  one  disease  entity.  There  are  various 
forms  of  scoliosis,  and  each  patient  requires  an 
individual  assessment. 

CONGENITAL  SCOLIOSIS 

During  the  development  of  the  fetus  at  the 
third  to  sixth  week  of  gestation,  the  individual 
somites  are  undergoing  separation.  The  vertebral 
bodies  form  at  this  time  and  malformations  of  the 
spine  may  occur,  causing  congenital  scoliosis. 
Failures  of  formation  and  failures  of  segmenta- 
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tion,  as  well  as  combinations  of  both,  can  occur. 
There  are  several  different  patterns  that  may  be 
produced.  Some  of  the  patterns  seen  in  congenital 
scoliosis  are  non-progressive  with  time.  Some 
forms  of  congenital  scoliosis,  most  notably  the 
unilateral  unsegmented  bar  'Fig.  1*,  are 
notorious  for  relentless  progression  with  time.' 


Figure  1.  Congenital  scoliosis:  unilateral 
unsegmented  bar. 

When  discovered,  this  t\-pe  of  formation  and 
segmentation  failure  should  be  treated  with  im- 
mediate selective  short  segmental  posterior 
spinal  fusion.  This  surger>'  is  usually  quite  suc- 
cessful in  arresting  the  progression  of  the  cur- 
vature. Cosmetic  deformity  is  minimized  with 
early  recognition  and  fusion  in  these  patients. 
Once  a child  with  congenital  scoliosis  is  allowed 
to  develop  a progressive  deformiu*,  surgery  carmot 
reverse  the  existing  deformity,  rather  it  simply 
stops  progression  of  the  cuiwe.  It  is  therefore  im- 
portant to  recognize  congenital  scoliosis  early,  so 
that  effective  treatment  can  be  initiated.  Brace 
management  is  ineffective  in  the  management  of 
congenital  scoliosis. 

Most  patients  with  congenital  scoliosis  will  re- 
quire additional  tests,  because  of  the  associations 
of  abnormalities  of  the  cardiovascular  and 
genitourinary  systems,  which  are  in  their  critical 
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stages  of  development  at  the  same  time  that  the 
spinal  development  is  taking  place.  Renal 
anomalies  occur  in  approximately  15  percent  of 
patients  with  congenital  scoliosis.”  These 
anomalies  include  unilateral  kidneys,  double  col- 
lecting systems.  pehTc  or  “horseshoe”  kidneys, 
and  occasional  lower  genitourinary  anomalies. 
The  initial  assessment  of  these  patients  usually 
includes  a renal  ultrasound  evaluation  and  may 
require  renal  scans  and  intravenous  pyelogram. 

NEUROMUSCULAR  SCOLIOSIS 

Scoliosis  develops  in  a variety  of 
neuromuscular  diseases.  Patients  wTth 
Duchenne  muscular  d\”Strophy,  Friedreich’s  atax- 
ia, cerebral  palsy,  and  spinal  muscular  atrophy 
may  develop  progressive  paral\’tic  scoliosis.  Many 
of  these  patients  are  greatly  benefited  by  early 
surgical  intervention  to  stabilize  a developing 
and  progressive  scoliosis.  A variety  of  complex 
fixation  de\’ices  are  available  to  achieve  safe  and 
effective  spinal  arthrodesis  with  a minimum  of 
postoperative  immobilization  for  these  patients 
w ho  ai'e  multiply  handicapped.  Many  of  these  pa- 
tients have  severely  altered  respiratoiw'  function. 
Newer  fixation  devices  that  do  not  require 
postoperative  immobilization,  and  therefore  do 
not  compromise  already  altered  pulmonary  func- 
tion, are  available.  Recent  advances  in  anesthesia 
techniques  now  allow  surgeiy”  on  patients  with 
significant  pulmonaiy  compromise.  This  surgery 
pro\ides  an  enhanced  quality  of  life  for  many  pa- 
tients who  were  pre\Tously  abandoned  to  pro- 
gressive spinal  deformity. 

IDIOPATHIC  SCOLIOSIS 

Nearly  80  percent  of  patients  presenting  wdth 
scoliosis  to  a t\*pical  pediatric  orthopaedic  prac- 
tice will  have  idiopathic  scoliosis.  The  risk  of  pro- 
gression of  a given  curvature  can  be  reasonably 
w ell  predicted,  if  certain  information  is  available. 
The  degi'ee  of  initial  curvature  is  important.  Pa- 
tients with  curves  over  30  degrees  at  the  time  of 
presentation  are  more  likely  to  progress  than  pa- 
tients with  curves  of  15  degrees.”  If  a female  pa- 
tient is  premenstrual,  the  chances  of  progression 
are  higher.”  The  chronological  age  of  the  patient 
and  the  degree  of  peh”ic  bone  maturity  as  assessed 
by  the  Risser  sign  < onset  of  cartilage  deposition 
in  the  iliac  apophysis)  are  also  important  fac- 
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tors.^  By  combining  these  various  factors  and  us- 
ing published  tables,  the  patient  and  parents  can 
be  given  an  estimate  of  the  chances  for  further 
curve  progression.  It  must  be  emphasized  that 
these  estimates  are  based  on  a given  population 
and  cannot  be  considered  totally  reliable  for  each 
individual  patient. 

Appropriate  treatment  plans  must  also  be 
structured  individually.  In  general,  at  the  time 
of  initial  presentation,  patients  with  scoliosis 
should  have  a comprehensive  examination  to 
determine  if  there  are  any  underlying  systemic 
illnesses  or  disease  entities  that  may  have 
predisposed  the  patient  to  the  development  of 
scoliosis,  including  any  neuromuscular  disorders, 
infections  and  tumors  of  the  spine.  Idiopathic 
scoliosis  is  painless,  so  the  presence  of  pain  merits 
special  care  to  rule  out  correctable  causes.  On 
physical  examination,  the  most  sensitive  in- 
dicator of  scoliosis  remains  asymmetry  of  the  up- 
per trunk  as  exhibited  in  the  Adam’s  forward 
bend  test  (Fig.  2).  On  forward  bending  with  the 
knees  straight  and  the  arms  extended  toward  the 
floor,  the  posterior  aspect  of  the  trunk  is  noted  to 
be  asymmetrical,  with  one  side  of  the  chest 
elevated  due  to  rotation  of  the  spine  and  subse- 
quent elevation  of  the  ribs  and  scapula  on  the 
high  side.  This  deformity  can  be  quantified  using 
various  devices.  Detection  of  scoliosis  in  children 
generally  warrants  evaluation  by  a scoliosis 
specialist. 


Figure  2.  Adam’s  forward  bend  test 
demonstrating  trunk  asymmetry. 
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Treatment  can  be  divided  essentially  into  three 
phases.  The  first  phase  is  the  period  of  observa- 
tion. The  second  phase,  which  includes  more  pro- 
gressive curvatures  in  growing  children,  may  re- 
quire brace  management.  The  third  phase  in- 
cludes patients  who  present  with  curves  already 
beyond  the  limits  of  brace  management  or  curves 
that  do  not  respond  to  brace  treatment  which 
may  require  surgical  intervention. 

OBSERVATION 

Generally  speaking,  in  individuals  who  are  still 
growing,  curves  less  than  20  degrees  are  treated 
with  periodic  observation.  This  treatment  im- 
plies that  there  is  still  a good  chance  that  with 
further  longitudinal  growth,  the  patient’s  cur- 
vature may  not  progress  to  the  point  where  any 
actual  treatment  will  be  required.  Natural 
history  studies  have  shown  that  patients  with 
curves  below  35  degrees  generally  will  have  nor- 
mal spinal  function  as  adults.^  '^’^  That  is,  they 
will  have  no  more  back  pain  than  the  general 
population.  In  addition,  pulmonary  function  is 
usually  not  noticeably  changed,  and  cosmetic 
deformity  is  not  generally  objectionable.  Natural 
history  studies  have  also  shown  that  patients 
with  curves  in  excess  of  55  to  60  degrees  will 
definitely  have  altered  spinal  function  in  adult 
life.®  In  addition,  patients  with  curves  that  are 
in  excess  of  55  to  60  degrees  are  highly  likely  to 
show  gradual  continued  curve  progression  even 
after  their  growth  is  finished.  This  leaves  a gray 
zone  between  35  and  55  degrees  where  future  in- 
crease in  curvature  may  be  seen  in  some  patients, 
but  may  not  be  seen  in  others.  It  is  difficult  to 
make  accurate  predictions  for  patients  in  this 
range.  A decision  for  bracing  is  usually  indicated 
when  a patient’s  curvature  shows  progression 
with  time  and  reaches  approximately  25  degrees, 
assuming  that  the  patient  still  has  some  growth 
remaining. 

BRACING 

Bracing  has  been  the  mainstay  of  management 
of  intermediate  grade  curvatures  of  the  spine  for 
many  years.  Certainly,  a number  of  spinal  braces 
(orthoses)  have  been  used  by  various  surgeons 
over  the  last  40  years.  The  Milwaukee  brace  (Fig. 
3)  has  stood  the  test  of  time  and  provides  ex- 
cellent chances  for  curve  stabilization  in  ap- 
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propriately  selected  patients/^  However,  over 
the  last  10  years,  the  use  of  the  Milwaukee  brace 
has  declined  steadily,  most  significantly  due  to 
compliance  difficulty.  In  our  current  society, 
teenagers  are  likely  to  object  vigorously  to  the 
Milwaukee  brace  because  of  its  objectionable 
cosmetic  construction.  It  is  rare  for  a Milwaukee 
brace  to  be  prescribed  in  current  orthopaedic 
practice.  The  underarm  spinal  orthosis  (Fig.  4) 
was  developed  in  Wilmington,  and  this  brace  (or 
derivatives  thereof)  is  currently  the  most  popular 
brace  for  scoliosis  used  in  the  United  States.® 
For  most  curve  patterns,  this  brace  has  been  as 
successful  as  the  Milwaukee  brace.  High  thoracic 
curves  (above  T-8)  may  still  need  the  Milwaukee 
brace. 


Figure  3.  Milwaukee  brace 

Individuals  who  are  considered  good  can- 
didates for  brace  wear  and  who  comply  with  brace 
usage,  will  show  85  percent  control  of  what  would 
otherwise  be  considered  progressive 
curvatures.^®  However,  the  remaining  15  percent 
of  individuals  will  show  increasing  curvature  in 
spite  of  compliant  brace  wear.  If  a patient 
presents  to  the  orthopaedic  surgeon  with  a cur- 
vature that  is  already  too  large  to  consider  brac- 
ing, or  if  a patient  falls  into  the  15  percent  failure 
group,  then  spinal  fusion  is  recommended. 
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Figure  4.  Wilmington  underarm  spinai  orthosis. 
ALTERNATE  CHOICES 

Recently,  alternatives  to  conventional  brace 
management  have  received  some  attention  in  the 
press.  Several  years  ago,  surface  electrical 
stimulation  devices  were  developed,  which  ar- 
tificially caused  muscle  contractions  on  one  side 
of  the  spine.  These  contractions  were  created  by 
electrical  impulses  that  were  passed  into  the 
spinal  musculature  through  gel-coated  skin  sur- 
face pads  that  were  placed  on  the  patient  in  the 
evening.  The  patient  would  utilize  the  electrical 
spinal  orthosis  during  sleep.  During  that  time, 
spinal  contractions  occurred  rhythmically  in  ac- 
cordance with  a pre-set  pattern  in  the  devica  This 
form  of  treatment  was  thought  to  provide 
strengthening  of  the  muscles  on  the  convex  side 
of  the  patient’s  curvature,  thereby  effecting  an 
improvement  in  the  patient’s  curvature  and  stop- 
ping curve  progression.  Early  reports  were  very 
enthusiastic;  however,  long-term  studies  have  in- 
dicated that  electrical  stimulation  does  not  ap- 
pear to  have  produced  any  long-term  beneficial 
effects  for  scoliosis  patients.^^  As  we  have  learned 
more  about  the  natural  history  of  scoliosis,  it 
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appears  that  those  patients  with  good  long-term 
results  were  those  patients  that  statistically  were 
likely  to  have  not  progressed  with  time  due  to 
small  amounts  of  curvature  or  advancing 
skeletal  maturity.  At  this  time,  the  consensus  in 
this  country  is  that  electrical  stimulation  is  not 
considered  to  be  effective  in  the  management  of 
adolescent  idiopathic  scoliosis,  and  its  use  is  no 
longer  generally  recommended. 

SPINAL  FUSION  AND  INSTRUMENTATION 

Spinal  fusion,  or  arthrodesis,  is  mainly  con- 
sidered for  those  curves  that  show  continued  pro- 
gression in  spite  of  adequate  treatment,  or  for 
those  patients  whose  initial  presenting  curvature 
is  high  enough  to  preclude  other  forms  of  non- 
surgical  management.  The  goal  of  spinal  ar- 
throdesis is  to  produce  a solid  fused  spine  through 
the  area  of  maximum  curvature.  The  individual 
vertebral  elements  are  fused  surgically,  utilizing 
bone  graft  and  combinations  of  internal  fixation 
devices.  The  spine  is  held  rigid  after  surgery,  and 
the  bone  graft  incorporates  into  a solid  fusion 
mass.  This  makes  it  impossible  for  the  fused  area 
to  show  continued  curve  progression,  and  arrests 
the  progression  of  the  curvature.  Implant 
systems,  available  to  secure  fixation  of  the  spine, 
provide  an  internal  splint  while  the  previously 
applied  bone  graft  material  heals.  In  addition, 
newer  implant  systems  have  been  devised  that 
allow  the  spinal  surgeon  to  affect  significant  cor- 
rection of  a preexisting  deformity.  It  should  be 
emphasized  that  the  primary  goal  of  spinal  fu- 
sion is  to  prevent  further  progression.  Correction 
of  the  existing  deformity  can  usually  be  achieved  in 
most  patients  with  relative  degrees  of  safety; 
however,  the  improvement  that  can  be  achieved 
in  any  individual  patient  is  very  difficult  to 
predict. 

During  the  spinal  fusion  the  individual 
posterior  facet  joints  are  excised  surgically  and 
bone  graft  is  applied.  The  bone  of  the  posterior 
elements  is  decorticated  to  expose  the  raw 
cancellous  underlying  bone.  Bone  graft  is  ap- 
plied, and  the  proper  instruments  are  inserted  to 
provide  both  internal  stabilization  and  corrective 
forces,  if  desired. 

The  most  common  form  of  instrumentation  used 
is  the  Harrington  distraction  rod.  This  device  has 
been  in  use  for  over  25  years  in  several  thousand 
operations  performed  in  the  United  States. 
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Another,  the  Cotrel-Dubousset  is  currently  very 
popular  and  continues  to  gain  popularity 
throughout  the  world.  This  system  uses  dual  rods 
and  a greater  number  of  hooks  to  achieve  fixation 
of  the  spine  at  several  points.  In  addition,  the 
system  allows  the  spine  to  be  rotated  as  well  as 
distracted,  thereby  achieving  greater  cosmetic 
improvement.  The  Cotrel-Dubousset  system  is 
more  rigid  than  the  Harrington  rod  system.  This 
rigidity  allows  the  majority  of  patients  to  forego 
postoperative  cast  or  brace  immobilization 
following  spinal  arthrodesis  surgery.  A 
drawback,  however,  is  that  additional  hooks  are 
used  within  the  neural  canal. 

AUTOLOGOUS  BLOOD 

Autologous  blood  donations  are  routinely  used 
for  patients  undergoing  spinal  arthrodesis. 
Usually,  an  otherwise  healthy  patient  with  no 
preexisting  anemia  can  donate  three  normal 
units  of  blood  prior  to  a scheduled  elective  ar- 
throdesis. If  additional  blood  is  required,  the  red 
blood  cells  may  easily  be  separated  from  the 
whole  blood,  threated  with  preservatives,  and 
frozen.  This  frozen  blood  has  an  extremely  long 
storage  life  and  may  be  thawed  and  reconstituted 
for  use  at  a subsequent  time.  As  long  as  adequate 
iron  stores  are  maintained  during  the  deposit 
period,  patients  have  been  known  to  donate  1-2 
to  15  units  of  blood  without  side  effects.  By  using 
the  patient’s  own  blood,  the  risk  of  transfusion 
reactions,  hepatitis,  and  AIDS  can  be  eliminated. 
An  intraoperative  cell  saver  may  also  be  useful. 

INTRAOPERATIVE  SPINAL  CORD  MONITORING 

One  of  the  most  feared  complications  from 
spinal  arthrodesis  is  damage  to  the  spinal  cord. 
Fortunately,  this  complication  is  extremely  rare. 
Until  recently,  the  patient  underwent  a Stagnara 
wake-up  test  during  the  surgical  procedure.  After 
introduction  of  the  distraction  device  into  the 
spine,  the  patient’s  anesthesia  was  partially 
reversed,  and  the  patient  was  awakened  while 
still  on  the  operating  table.  At  this  time,  the  pa- 
tient received  verbal  commands  to  move  the  feet; 
checking  the  integrity  of  the  spinal  cord.  If 
everything  was  working  correctly,  anesthesia  was 
reintroduced  and  the  remainder  of  the  operative 
procedure  was  performed.  In  order  to  avoid  the 
risky  emergence  from  anesthesia  and  a rein- 
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troduction  of  anesthesia,  continual  in- 
traoperative spinal  cord  monitoring  has  been 
developed.  This  system  allows  direct  electrical 
monitoring  of  the  posterior  pathways  of  the  spinal 
cord.  Electrical  stimuli  are  applied,  usually  to  the 
posterior  tibial  nerve  behind  the  medial 
malleolus  at  the  ankle.  These  electrical  stimula- 
tions are  carried  in  a retrograde  fashion  up  the 
spinal  cord  and  cause  a very  small  electrical 
potential  to  be  generated  on  the  cortical  surface 
of  the  brain.  Using  surface  electrodes  over  the 
skull  and  a sophisticated  computer  monitoring 
technique  that  eliminates  the  normal  EEG  wave 
patterns,  the  somatosensory  cortical  evoked 
potentials  can  be  monitored  throughout  the 
course  of  the  patient’s  surgical  procedure.  This 
allows  the  surgeon  to  have  a continual  direct 
method  of  assessing  the  integrity  of  at  least  a por- 
tion of  the  spinal  cord  throughout  the  operative 
procedure,  making  an  already  rare  event  even 
more  unlikely. 

SCHOOL  SCREENING  PROGRAMS 

In  most  communities,  school  screening  pro- 
grams are  in  effect  to  detect  scoliosis  before  it 
would  generally  be  clinically  apparent. 
Nurses,  physical  therapists,  and  occasionally 
physical  education  teachers  are  trained  in 
methods  of  spinal  screening.  Children  are  ex- 
amined in  school;  those  who  show  evidence  of 
spinal  asymmetry  are  in  turn  referred  to  their 
family  physicians  for  further  evaluation.  Those 
patients  who  are  found  to  exhibit  true  evidence 
of  scoliosis  are  then  referred  to  an  orthopaedic 
surgeon  for  a scoliosis  evaluation.  One  of  the  prob- 
lems with  school  screening  programs  is  that  by 
design,  sensitivity  is  determined  to  be  a more  im- 
portant aspect  of  the  program  than  is  specificity. 
Therefore,  in  order  not  to  miss  the  detection  of 
scoliosis,  many  patients  with  minor  variation  in 
normal  human  anatomy  will  be  discovered  by  the 
screening  programs.  Certainly,  the  design  of 
these  programs  is  subject  to  criticism  based  on 
one’s  personal  value  judgments;  however,  it  is 
generally  accepted  that  the  detection  of  scoliosis 
at  an  early  age  allows  the  patient  to  benefit  from 
the  institution  of  early  conservative 
(nonoperative)  treatment,  which  may  eliminate 
the  possibility  that  the  patient  may  ultimately 
need  spinal  surgery. 
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SUMMARY 

Specific  guidelines  for  the  management  of 
scoliosis  must  be  individualized  based  on  a 
number  of  factors.  It  is  important  to  be  sure  that 
a patient  who  appears  to  have  ordinary  idiopathic 
scoliosis  does  not  have  some  underlying  disease 
process  or  congenital  anomaly,  which  if  un- 
discovered, may  complicate  that  patient’s 
management.  The  management  of  scoliosis  has 
changed  in  the  past  few  years  due  to  significant 
advances  in  blood  banking,  anesthesia,  and 
spinal  instrumentation.  Scoliosis  fusions  are  per- 
formed regularly  throughout  the  country  with  a 
great  degree  of  safety.  By  combining  early  detec- 
tion and  modern  management  techniques, 
significant  untreated  curvature  of  the  spine  can 
be  eliminated,  and  functional  and  cosmetic  deform- 
ity can  be  avoided. 
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Please  contact  Stephen  Wofford  collect  at  912/741-6283  for 
a confidential  consultation  or  write  to;  Stephen  Wofford, 
Director  of  Physician  Recruiting,  Charter  Northside 
Hospital,  PO.  Box  4627,  Macon,  GA  31208. 


The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist; 

William  L.  Medford- Jr.  M.D. 
Jay  D.  Luff,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

' ^Starkey 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


HOSPITAL  ETHICS  COMMITTEES  AND  THE  PHYSICIAN 


Robert  E.  Heckman,  M.D. 


Thirty-seven  years  ago  when  the  writer  was  a 
medical  student,  the  medical  school  catalog  listed 
not  a single  course  in  ethics,  bioethics,  or  what 
has  come  to  be  known  today  as  medical  ethics. 

Instead,  practicing  physicians  taught  us  infor- 
mally that  it  was  not  ethical  to  (1)  charge  col- 
leagues, their  families  or  the  clergy;  (2)  even 
whisper  that  a fellow  physician  might  be  im- 
paired or  incompetent  no  matter  how  bizarre  his 
performance;  (3)  advertise  in  any  way  whatsoever 
(how  times  have  changed). 

Today,  ethical  issues  such  as  the  above  have 
quite  properly  taken  a back  seat  to  much  broader 
(and  complex)  societal  ethical  problems  such  as 
the  care  of  the  dying,  what  to  do  about  severely 
deformed  infants,  and  who  pays  the  cost  of  caring 
for  patients  with  AIDS.  Specifically,  for  example, 
the  Joint  Commission  on  Accreditation  of  Health 
Care  Organizations  now  requires  “a  hospital- 
wide policy  on  the  withholding  of  resuscitative 
services  from  patients”  as  a condition  of  ac- 
creditation. Additionally,  one  can  hardly  pick  up 
a current  issue  of  JAMA  or  The  New  England 
Journal  of  Medicine  without  finding  some 
reference  to  current  controversies  in  medical 
ethics. 

Dr.  Heckman  is  Chairman  of  the  Medical  Ethics  Committee  at  Kent  General 
Hospital,  Dover,  Delaware. 
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Concurrent  with  an  explosion  of  public  interest 
in  bioethical  issues  has  been  the  timely  develop- 
ment of  medical  ethics  committees,  organized  at 
first  in  urban  university  hospitals,  but  rapidly  ex- 
tending to  community  hospitals  and  even  long 
term  care  facilities.  In  larger  institutions,  the 
chairman  is  often  a full-time,  trained  ethicist 
(PhD),  but  in  most  hospitals  the  committee  is 
composed  of  interested  volunteers,  including  a 
healthy  physician  representation.  In  Delaware  at 
present,  most  hospitals  have  up  and  running 
ethics  committees. 

Because  today’s  ethical  issues  touch  directly 
not  only  the  patient  and  his  family,  but,  at  one 
time  or  another  the  entire  hospital  staff,  it  is  our 
belief  that  the  committee  should  be  as  broadly 
representative  as  possible.  Thus,  in  addition  to 
five  physicians,  our  committee  includes  two 
nurses,  a Superior  Court  judge,  a clergyman,  the 
chief  operating  officer  of  the  hospital  and  a 
member  of  the  hospital’s  board  of  trustees. 

Some  physicians  have  been  edgy  about  the 
function  of  medical  ethics  committees,  fearing  a 
possible  imposition  of  the  committees’  views 
upon  the  traditional  physician-patient  relation- 
ship. For  this  reason  our  committee  has  defined 
itself  as  a body  committed  to  education,  first  of 
itself,  and  only  later,  as  experience  is  gained,  of 
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the  hospital  family.  We  do  not  conduct  so-called 
case  review.  We  do  accept  requests  for  counsel,  or 
analysis  of  specific  ethical  problems  coming  from 
any  hospital  quarter,  but  we  do  not  make  deci- 
sions on  behalf  of  any  individual  or  group.  Rather, 
we  see  our  function  as  that  of  presenting  ethical 
options,  but  then  insisting  that  final  decisions  be 
made  by  the  primary  decision  makers  ~ the  pa- 
tient, his  family  and  his  physician. 

Today  it  behooves  all  physicians  to  take  an  ac- 
tive interest  in  ethics  if  for  no  other  reason  than 
it  is  a certainty  that  non-physician  ethicists  will 
continue  to  press  physicians  to  enter  with  them 
the  ongoing  debate  on  the  medical  ethical  issues 
of  our  time.  As  a nationally  prominent  attorney 
remarked  at  a recent  conference  on  medical 
ethics,  “The  United  States  is  the  only  country  in 
the  civilized  world  where  the  law  stands  beside 
the  physician  at  the  bedside.” 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 

1-800-423-USAF 
TOLL  FREE 
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^Doctor,  I feel 
helpless  and 
useless  ever  since 
my  accident’ 


What  can  you  do  for  patients  trying  to 
reach  their  fiill  potential  after  an  injury 
or  illness?  You  can  refer  your  patients 
to  the  Delaware  Curative  Workshop, 
an  accredited  comprehensive  out- 
patient therapy  and  rehabilitation 
center  for  children  and  adults. 


A DELAWARE 
WCU?AT1VE 

^ % VWORKSHOP 

(302)  656-2521  • 1 600  Washington  Street  •Wilmington,  DE 1 9802 


PURELY  REFRESHING. 


Imagine  the  best  cup  of  wafer 
you've  ever  tasted  Fresh,  cold  and  pure 
Now  imagine  having  it  everyday  at  your 
ccyiyenience  without  worrying  about 
service  costs,  instailation  or  maintenance 
Sound  good?  Give  us  a oaii  today, 

OUR  BOniED  WATER  SERVICE  FEATURES 


• Mountain  Spring 
Water,  Hot  or  Cold 

• A variety  of  dis- 
pensers to  fit  your 
needs. 


• No  service  costs 

• New  filter  design 
lor  healthier  water 

• No  plumbing 
required 


FIRST  MONTH’S  COOLER  RENTAL 

FREE 

when  you  mention  seeing  this  ad 

TAKE-ABREAK 


(302)  658-8571 

413  Eighth  Ave.  • Wilmington,  DE  19805 


Rehabilitation  Consultants,  Inc. 


Owners: 

Robert  Catalano,  M.A.,  P.T, 
I.  Favel  Chavin,  M.D. 
Anthony  L,  Cucuzzella,  M.D 
Pierre  L,  LeRoy,  M.D. 

Italo  V.  Monteleone,  M.D. 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 

ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 


"lUe  moke  the  difference" 
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Letters  To  The  Editor 


MORE  ON  ARTERIAL  OXYGEN  SATURATION 

I am  sure  that  the  article  by  Visco,  Tolpin, 
Straughn,  and  Fagraeus  that  appeared  in  the  Oc- 
tober Delaware  Medical  Journal  will  generate 
many  letters  to  the  Editor,  and  therefore  I do  not 
wish  to  belabor  any  points  that  may  be  brought 
up  in  other  letters.  I would  just  like  to  state  that 
the  authors’  conclusions  do  not  substantiate  their 
recommendations. 

Their  conclusion  is  that  patients  at  risk  for 
hypoxemia  during  endoscopy  or  colonoscopy  can- 
not be  determined  prior  to  the  initiation  of  the 
procedure.  This  is  correct,  and  there  are  other 
studies  in  the  literature  to  substantiate  this. 
However,  there  are  many  steps  missing  between 
this  conclusion  and  the  recommendation  that  “all 
of  these  patients  be  given  supplemental  oxygen 
as  well  as  monitored  with  a pulse  oximeter.”  It  is 
also  true  that  patients,  whether  at  home  or  in  the 
hospital,  are  at  risk  for  hypoxemia.  During 
normal,  natural  sleep  or  during  a hypnotic- 
induced  sleep  they  desaturate;  however,  we  have 
no  way  of  knowing  to  what  extent.  It  is  also 
known  that  individuals  flying  on  commercial 
airlines  also  desaturate,  and  we  have  no  way  of 
predicting  who  will  desaturate  and  to  what 
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degree. 

From  knowing  these  facts,  however,  we  certain- 
ly cannot  conclude  that  all  patients  wear  their  ox- 
ygen masks  when  they  sleep  and  when  traveling 
on  airplanes,  nor  can  we  expect  to  monitor  all 
sleeping  individuals  and  airline  travelers  with 
pulse  oximeters.  Gastrointestinal  endoscopies 
have  been  done  for  several  decades  now,  with  com- 
plication rates  being  minute.  Newer,  smaller 
scopes  and  better  trained  endoscopists  are 
performing  these  procedures  much  quicker  than 
in  past  years.  If  anything,  the  complications  have 
decreased,  even  though  the  number  of  procedures 
has  increased  exponentially  over  the  years. 
Therefore,  a more  important  study  would  be  to 
determine  the  significance,  in  terms  of  adverse 
outcome,  of  oxygen  desaturation  and  at  what 
level  of  oxygen  desaturation  do  these  adverse  ef- 
fects occur.  If  it  is  then  found  that  a significant 
number  of  the  patients  undergoing 
gastrointestinal  endoscopy  drop  to  this  signifi- 
cant oxygen  desaturation  level,  then  and  only 
then  can  the  authors’  recommendations  be 
tenable. 

Susan  K.  Jonas,  M.D. 
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COSTS  VS.  QUALITY 

For  those  of  us  who  have  a responsibility  for 
making  decisions  regarding  costs  vs.  quality,  the 
type  of  article  by  Visco,  et.  ah,  in  the  October 
issue  of  the  Delaware  Medical  Journal  is  most 
welcome.  We  all  need  help  in  deciding  where  pro- 
cedures and/or  therapeutics  fit  in  our  total  care 
picture. 

Unfortunately,  this  article  failed  expectations. 
While  the  facts  presented  were  a good 
testimonial  for  pulse  oximeters  and  presented  a 
nice  physiologic  study,  the  conclusions  reached 
were  not  justified. 

First  of  all,  there  was  no  way  of  predicting 
whose  oxygen  saturation  would  fall.  Secondly,  the 
lowest  level  of  oxygen  saturation  was  89.5  %,  not 
a dangerous  one  in  my  book.  Third,  there  was  no 
bad  result  at  any  level.  The  only  relationship  was 
one  of  increased  procedural  difficulty  in  the 
technique  when  related  to  oxygen  desaturation. 
But  in  that  instance,  it  was  not  clear  which  came 
first,  the  oxygen  desaturation  or  the  procedural 
difficulty. 

By  contrast,  there  was  an  article  in  the  May 
issue  of  the  Archives^  which  showed  dangerous 
levels  of  oxygen  desaturation  after  what  had  been 
thought  to  be  acceptable  levels  of  sedation.  In  this 
instance,  a change  in  sedative  dosage  could  be 
made  to  eliminate  potential  danger. 

The  present  article,  however,  draws  no  conclu- 
sion that  can  do  anything  other  than  increase  the 
cost  of  medical  care.  The  senior  authors  have  the 
prestige  of  being  “standard  of  care”  setters.  Thus, 
a recommendation  such  as  that  stated  in  the  last 
sentence  of  the  abstract  could  be  construed  as 
constituting  the  standards  of  care  in  the  com- 
munity. The  facts  as  presented  certainly  do  not 
justify  this  recommendation.  In  fact,  as  I read  the 
article  the  exact  opposite  recommendation  could 
be  made,  i.e.,  because  of  the  paucity  of  negative 
outcomes  there  is  no  need  to  continue  to  monitor 
with  a pulse  oximeter  nor  to  supply  supplemen- 
tal oxygen  during  these  procedures. 

R.  Walter  Powell,  M.D. 
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* Doctor,  my  child 
doesn’t  do  things 
like  other  children 
and  1 don’t  know 


What  caa  you  do  for  a pkent  whose 
child  is  developmentally  delayed  or 
physically  handicapped?  You  can  refer 
your  patient  to  the  Pediatric  Unit 
of  the  Delaware  Curative  Workshop 
for  a broad  range  of  programs  and 
individual  treatments. 


■A.  DELAWARE 

WcuwvnvE 

^ \ WORKSHOP 

(302)  656-2521  • 1 600  Washington  Street  • Wilmington,  DE 1 9802 


A nuisii^  center  so  nice, 
he  still  calls  it  Grandma^  house. 


Livuig  in  a nursing  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that's  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they've 
always  enjoved. 

But  it's  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It's  the  attitude  which  flourishes  in  such 
a pleasant  environment.  Our  residents  develop  a more  positive 
outlook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  recovery  time. 

Visit  a Leader  Nursing  Center  soon 
It's  a place  so  special  even  a child 
can  see  the  difference. 


ER 

NURSING  AND  REHABILITATION  CENTER 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)  764—0181 

® 1985  Manor  HeaJthCare  Corp 
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UNWANTED  HAIR  PERMANENTLY  REMOVED 

Frances  B.  Aerenson, 

R.N. 

LICENSED  ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON.  DELAWARE 
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Complete  Dictation 
System  For  Oniy  $550 

Here’s  a Norelco®  professional  dictation  system  at  a 
price  you’ll  love.  The  compact  Norelco  585  pocket-size 
recorder  and  the  reliable  Norelco  205  transcriber  - an 
economical  package  from  the  inventors  of  cassette 
recording.  This  time-saving  mini-cassette  system  can 
grow  with  your  future  needs. 

For  demonstration  or  trial  call: 

Graffen  Business  Systems 

(302)  478-6464 


TOUGH  CHOICES? 

Your  decision  in  choosing  your  medical  equipment  supplier 
depends  on  priorities.  At  our  number  one 

priority  is  your  patient.  ‘^From  daily  living  to  their  most 
specialized  needs. . .you  can  depend  on  us.  PAH\/[a^terCa}'^, 
we’re  finding  products  for  the  patient . . . not  ^patients  for 
the  product. 

• IV  Equipment*  Apnea  Monitors*  Ventilator  Programs  * Oxygen 

Showroom:  Old  Baltimore  Pike  Ind.  Pk. 

83  Albe  Dr.,  Newark,  DE  19702 

Call  the  CARE  LINE  302*368*5300  ^ y MEDICAL  EQUIPMENT  AND  SERVICES 


Only  One 
Mitfop  Bank 

In  Oehnuape 
Can  Make 
This  dalm. 


TW.  BUCK  STOBS  VIBKE 


There’s  only  one  major,  full-service  bank  strong  enough  to  remciin 
independent  for  Delaware.  Wilmington  Trust.  We’re  totally  committed 
to  serving  Delaware-its  businesses,  its  charities,  its  future.  So  while  other 
banks  may  pass  your  bucks  to  out-of-state  bosses,  we  keep  your  bucks 
right  here,  to  answer  all  your  needs. 


WILMINGTON  TRUSJ 
We  Only  AnswerTo  veil. 


COMMITTEES  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  1990 


STANDING  COMMITTEES 


Medical  Review 


Budget 

Anthony  L.  Cucuzzella,  M.D.,  Chairman 

D.  A.  Alvarez,  M.D.  T.  E.  Dyer,  M.D. 

J.  L.  Chait,  M.D.  A.  Gelb,  M.D. 
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Dene  T.  Walters,  M.D.,  Chairman 

R.  J.  Bishoff,  M.D.  V.  G.  J.  Lobo,  D.O. 

W.  H.  Duncan,  M.D.  N.  Taub,  M.D. 

M.  Gibbs,  M.D.  L.  W.  Whitney,  M.D. 


Judicial  Council 

I.  F.  Chavin,  M.D.  J.  B.  McClements,  M.D. 

M.  J.  Cosgrove,  M.D.  E.  R.  Miller,  Jr.,  M.D. 

C.  L.  Minor,  M.D. 


Medical  Economics 


Thomas  J.  Maxwell,  M.D.,  Chairman 


0.  S.  Allen,  II,  M.D. 

R.  E.  Heckman,  M.D. 

R.  N.  Hindin,  M.D. 

J.  P.  Kramer,  M.D. 

R.  L.  Meckelnburg,  M.D. 


P.  L.  Mitchell,  M.D. 
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Medical  Liability  Insurance 

Henri  F.  Wendel,  M.D.,  Chairman 


J.  Beebe,  M.D. 

J.  L.  Chait,  M.D. 
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Anthony  L.  Cucuzzella,  M.D.,  Chairman 
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K.  A.  Sallee,  M.D. 

W.  J.  Schickler,  M.D. 

F.  K.  Toy,  M.D. 

R.  J.  Varipapa,  M.D. 


Publication 

E.  Wayne  Martz,  M.D.,  Chairman 

V.  U.  Collier,  M.D.  H.  J.  Keating,  III,  M.D. 

W.  J.  Holloway,  M.D.  M.  A.  Motl,  M.D. 

J.  H.  Newman,  M.D. 
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PubI  ic  Laws 


Ancillary  Professionals 

I.  Favel  Chavin,  M.D.,  Chairman 


Jorge  A.  Pereira-Ogan,  M.D.,  Chairman 


M.  A.  Alexander,  M.D. 

R.  J.  Bishoff,  M.D. 

L.  B.  Buckler,  M.D. 

V.  T.  Davis,  M.D. 

D.  Dickson-Witmer,  M.D. 
J.  R.  Fox,  M.D. 

A.  Z.  Hameli,  M.D. 

R.  E.  Heckman,  M.D. 

M.  Hochman,  M.D. 

V.  G.  J.  Lobo,  D.O. 

0.  R.  Medinilla,  M.D. 

D.  M.  Moore,  M.D. 


A.  J.  Morris,  M.D. 

L.  J.  Olsen,  M.D. 

S.  R.  Permut,  M.D. 

L.  W.  Raisis,  M.D. 

J.  H.  Rivera,  M.D. 

W.  A.  Rosenfeld,  M.D. 
W.  J.  Schickler,  M.D. 

H.  H.  Stroud,  M.D. 

I.  T.  Szucs,  M.D. 

S.  Walker,  M.D. 

0.  S.  Weaver,  M.D. 


R.  D.  Winter,  M.D. 
L.  N.  Wright,  M.D. 


SPECIAL  COMMITTEES 


Aging 


Robert  G.  Altschuler,  M.D.,  Chairman 
William  D.  Shellenberger,  M.D.,  Vice-Chairman 


S.  W.  Bartoshesky,  M.D. 
W.  J.  Boyd,  M.D. 

Ms.  E.  Cain 
R.  W.  Frelick,  M.D. 


P.  W.  Montigney,  M.D. 

W.  R.  Nottingham,  Jr.,  M.D. 
S.  R.  Permut,  M.D. 

R.  L.  Sherry,  M.D. 

C.  A.  Ihvani,  M.D. 

J.  R.  Temple,  M.D. 


M.  J.  Gilani,  M.D. 

A.  A.  Golden,  D.O. 

W.  C.  Zwick,  M.D. 


Certified  Nurse  Anesthetists 

Robert  E.  Heckman,  M.D.,  Chairman 

R.  E.  Erb,  M.D.  G.  L.  Henderson,  M.D. 

R.  N.  Hindin,  M.D. 

Chiropractic 

I.  Favel  Chavin,  M.D.,  Chairman 
A.  L.  Cucuzzella,  M.D.  C.  R.  Sharbaugh,  D.O. 

Licensed  Clinical  Social  Workers 

V.  Terrell  Davis,  M.D.,  Chairman 

H.  P.  Ting,  M.D.  J.  G.  Weisberg,  M.D. 

Nurse  Practice  Act 

Vincent  G.  J.  Lobo,  D.O.,  Chairman 
Joseph  F.  Kestner,  Jr.,  M.D.,  Co-Chairman 

L.  B.  Buckler,  M.D.  L.  M.  Markman,  M.D. 


Alternative  Methods  of  Health  Care 
Delivery  and  Health  Planning 

Anthony  L.  Cucuzzella,  M.D.,  Chairman 
C.  Robert  Green,  Jr.,  M.D.,  Vice-Chairman 


J.  H.  Benge,  M.D. 

W.  J.  Boyd,  M.D. 

L.  J.  Centrella,  M.D. 

I.  F.  Chavin,  M.D. 

H.  G.  DeCherney,  M. 
S.  L.  Edell,  D.O. 

J.  A.  J.  Forest,  Jr.,  M.D. 

R.  W.  Frelick,  M.D. 

D.  Howard,  M.D. 

R.  Jaffe,  M.D. 

N.  P.  Jones,  M.D. 


G.  A.  Koniver,  M.D. 

S.  W.  Lee,  M.D. 

P.  L.  Mitchell,  M.D. 
G.  M.  Owens,  M.D. 

>.  S.  R.  Permut,  M.D. 
G.  D.  Reeves,  M.D. 

T.  C.  Scott,  D.O. 

R.  R.  Strocko,  M.D. 

J.  G.  Weisberg,  M.D. 
L.  W.  Whitney,  M.D. 


Optometrists 

Michael  B.  Vincent,  M.D.,  Chairman 


Physician's  Assistants 

Vincent  G.  J.  Lobo,  D.O.,  Chairman 

L.  B.  Buckler,  M.D.  B.  C.  Corballis,  M.D. 
J.  J.  Chabalko,  M.D.  L.  H.  Seltzer,  M.D. 
R.  R.  Strocko,  M.D. 


Podiatrists 

I.  Favel  Chavin,  M.D.,  Chairman 
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Charitable  Services 


Hospital  Relations 


Peter  R.  Coggi 

D.  A.  Alvarez,  M.D. 

B.  C.  Corballis,  M.D. 

E.  Devotta,  M.D. 

D.  G.  Durham,  M.D. 

L.  Edelsohn,  M.D. 

R.  B.  Flinn,  M.D. 

R.  W.  Frelick,  M.D. 

E.  Ger,  M.D. 

M.  W.  Goodman,  M.D. 
R.  D.  Harley,  M.D. 

Cultural 

B.  N.  Bautista,  M.D. 

R.  B.  Flinn,  M.D. 

H.  Graff,  M.D. 

H.  H.  Heym,  M.D. 

P.  L.  LeRoy,  M.D. 


i,  M.D.,  Chairman 

P.  S.  Huang,  M.D. 

J.  M.  Levinson,  M.D. 
E.  R.  Miller,  Jr.,  M.D. 

C.  L.  Minor,  M.D. 

M.  L.  Plaster,  M.D. 

E.  F.  Quinn,  III,  M.D. 
R.  H.  Sherman,  M.D. 
Chaplain  L.  Swanson 

H.  F.  Wendel,  M.D. 

D.  R.  Witmer,  M.D. 

and  Historical 

E.  R.  Miller,  Jr.,  M.D. 
A.  J.  Morris,  M.D. 

C.  P.  Mulveny,  M.D. 

I.  0.  Stolar,  M.D. 

C.  Strahan,  Jr.,  M.D. 


Environmental  and  Public  Health 


Maria  D.  Perez,  M.D.,  Chairman 


J.  E.  DeLaurentis,,  M.D. 

D.  Dickson-Witmer,  M.D. 

K.  L.  Esterly,  M.D. 

E.  F.  Fantazier,  M.D. 

J.  A.  J.  Forest,  Jr.,  M.D. 
R.  W.  Frelick,  M.D. 

E.  F.  Gliwa,  M.D. 

E.  L.  Jiloca,  M.D. 

L.  C.  Mankin,  M.D. 

L.  J.  Olsen,  M.D. 


C.  T.  Opderbeck,  M.D 
H.  L.  Reed,  M.D. 

R.  B.  Rodrigue,  M.D. 

V.  V.  Sagar,  M.D. 

B.  H.  Singsen,  M.D. 

K.  A.  Spreen,  D.O. 

W.  L.  Sprout,  M.D. 

R.  R.  Strocko,  M.D. 

F.  T.  Viloria,  M.D. 

L.  N.  Wright,  M.D. 


Ethics 


Robert  W.  Freli 

M.  Balakhani,  M.D. 

R.  J.  Bishoff,  M.D. 

G.  H.  C.  Colmorgen,  M.D. 

D.  L.  DePietropaolo,  M. 

M.  J.  Guarino,  M.D. 

R.  E.  Heckman,  M.D. 

W.  L.  Jaffee,  M.D. 

M.  Liebesman,  M.D. 


k,  M.D.,  Chairman 

J.  P.  Marvel,  Jr.,  M.D. 

E.  R.  Miller,  Jr.,  M.D. 

C.  L.  Minor,  M.D. 

>.  S.  R.  Permut,  M.D. 

E.  F.  Quinn,  III,  M.D. 

H.  S.  Rafal,  M.D. 

C.  A.  Tavani,  M.D. 

R.  D.  Winter,  M.D. 


N.  0.  Biasotto,  D.O. 

D.  C.  Cameron,  M.D. 

A.  L.  Davies,  M.D. 

A.  N.  DeSanctis,  Jr.,  M.D. 

B.  Elliott,  M.D. 

E.  M.  Goldenberg,  M.D. 
W.  L.  Medford,  Jr.,  M.D. 

O.  J.  Martinez,  M.D. 

P.  J.  Mette,  M.D. 

E.  R.  Miller,  Jr.,  M.D. 


B.  S.  Palekar,  M.D. 

M.  Rosales,  M.D. 

P.  L.  Rothbart,  M.D. 

M.  Sadeghee,  M.D. 

A.  Saliba,  M.D. 

R.  J.  Scacheri,  M.D. 

E.  R.  Sobel,  D.O. 

J.  Straughn,  M.D. 

R.  B.  Thomas,  Jr.,  M.D. 


J.  G.  Weisberg,  M.D. 
M.  F.  Whitworth,  M.D. 


Legislative  Action 

Stephen  R.  Permut,  M.D.,  Chairman 


D.  A.  Alvarez,  M.D. 
Mrs.  J.  Alvarez 

L.  B.  Buckler,  M.D. 

J.  L.  Campbell,  M.D. 

I.  F.  Chavin,  M.D. 

P.  R.  Coggins,  M.D. 
B.  C.  Corballis,  M.D. 

M.  J.  Cosgrove,  M.D. 


F.  J.  Dentsman,  M.D. 

D.  Dickson-Witmer,  M.D. 
W.  H.  Duncan,  M.D. 

S.  L.  Hershey,  M.D. 

V.  G.  J.  Lobo,  D.O. 

E.  W.  Martz,  M.D. 

N.  Taub,  M.D. 

F.  K.  Toy,  M.D. 


Maternal  and  Child  Care 

Garrett  H.  C.  Colmorgen,  M.D.,  Chairman 


T.  E.  Chronister,  M.D. 

L.  L.  David,  M.D. 

R.  L.  Domingo,  M.D. 
T.  E.  Dyer,  M.D. 

K.  L.  Esterly,  M.D. 

E.  F.  Fantazier,  M.D. 

J.  A.  J.  Forest,  Jr.,  M.D. 
P.  C.  Francisco,  M.D 
J.  F.  Gehret,  M.D. 

G.  R.  Hilty,  III,  M.D. 

M.  C.  Hoffman,  M.D. 
W.  D.  Johnson,  M.D. 
V.  B.  Killeen,  M.D. 


L.  M.  Kirifides,  D.O. 

J.  I.  Komins,  M.D. 

V.  Marquez,  M.D. 

L.  J.  Olsen,  M.D. 

R.  H.  Radnich,  M.D. 

R.  W.  Saunderson,  Jr.,  M.D. 

M.  L.  Spear,  M.D. 

J.  L.  Stefano,  M.D. 

N.  L.  Steg,  M.D. 

H.  H.  Stroud,  M.D. 

L.  E.  Talley,  D.O. 

O.  S.  Weaver,  M.D. 

N.  de  Yanez,  M.D. 
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Medicine  and  Religion 


Physicians'  Health 


Bruce  A.  Fellows,  M.D.,  Chairman 


C.  E.  Attig,  M.D. 

L.  M.  Green,  M.D. 
A.  Z.  Hameli,  M.D. 
P.  S.  Huang,  M.D. 

D.  S.  Jezyk,  M.D. 
H.  E.  Mast,  M.D. 


C.  L.  Minor,  M.D. 

S.  Muleh,  M.D. 
Chaplain  L.  Swanson 
R.  Winkelmayer,  M.D. 

D.  R.  Witmer,  M.D. 


Medico-Legal  Affairs 

John  T.  Hogan,  M.D.,  Chairman 
James  B.  McClements.  M.D..  Vice-Chairman 


M.  Balakhani,,  M.D. 

B.  C.  Corballis,  M.D. 
M.  J.  Cosgrove,  M.D. 
H.  W.  Gray,  Jr.,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
A.  Z.  Hameli,  M.D. 

R.  E.  Heckman,  M.D. 
M.  Hochman,  M.D. 

G.  A.  Koniver,  M.D. 


W.  Kraut,  M.D. 

P.  L.  LeRoy,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 
0.  R.  Medinilla,  M.D. 

S.  R.  Permut,  M.D. 

M.  L.  Plaster,  M.D. 

L.  W.  Raisis,  M.D. 

R.  B.  Thomas,  Jr.,  M.D. 
R.  D.  Winter,  M.D. 


Mental  Health,  Alcoholism,  and  Drug  Abuse 

Norman  Taub,  M.D.,  Chairman 


A.  Z.  Bill,  M.D. 

F.  S.  Cornelison,  Jr.,  M.D. 
J.  E.  DeLaurentis  M.D. 
S.  J.  Dziwura,  M.D. 

P.  C.  Francisco,  M.D. 

H.  Graff,  M.D. 

R.  D.  Hunt,  M.D. 


J.  A.  Pereira-Ogan,  M.D. 
A.  M.  Seltzer,  M.D. 

J.  K.  Short,  M.D. 

0.  P.  Tedesco,  M.D. 

J.  A.  Thomas,  M.D. 

J.  G.  Weisberg,  M.D. 

R.  Winkelmayer,  M.D. 


Pharmacy 

Rhoslyn  J.  Bishoff,  M.D.,  Chairman 

M.  E.  Banez,  M.D.  M.  H.  Dorph,  M.D. 
I.  M.  Berkowitz,  D.O.  G.  N.  Eriksen,  M.D. 
R.  M.  Berley,  M.D.  C.  Laudadio,,  M.D. 
P.  P.  Potocki,  M.D. 


Carol  A.  Tavani,  M.D.,  Chairman 


C.  Allen,  M.D. 

A.  Z.  Bill,  M.D. 

R.  J.  Bishoff,  M.D. 

E.  L.  Bowen,  M.D. 

R.  B.  Brereton,  M.D. 

F.  S.  Cornelison,  Jr.,  M.D. 
J.  E.  DeLaurentis,  M.D. 
H.  H.  Heym,  M.D. 


R.  D.  Hunt,  M.D. 

J.  B.  Kramer,  M.D. 

J.  P.  Kramer,  M.D.. 

J.  H.  Rivera,  M.D. 

P.  D.  Schindler,  M.D. 

W D.  Shellenberger,  M.D. 
J.  C.  Straughn,  M.D. 

N.  Taub,  M.D. 


R.  Winkelmayer,  M.D. 


Prison  Health  Care 

Dennis  R.  Witmer,  M.D.,  Chairman 


0.  K.  Hamilton,  M.D. 
A.  G.  Holliday,  M.D. 
W.  Kraut,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 
H.  E.  Mast,  M.D. 

C.  L.  Minor,  M.D. 

S.  R.  Permut,  M.D. 

J.  C.  Sewell,  M.D. 


W.  D.  Shellenberger,  M.D. 
J.  K.  Short,  M.D. 

C.  Strahan,  Jr.,  M.D. 

N.  Ihub,  M.D. 

J.  A.  Thomas,  M.D. 

G.  E.  Voegele,  M.D. 

R.  Winkelmayer,  M.D. 

M.  A.  Wooley,  M.D. 


School  Health 

Diana  Dickson-Witmer.  M.D..  Chairman 


R.  J.  Bishoff,  M.D. 

T.  E.  Chronister,  M.D. 
P.  C.  Francisco,  M.D. 
R.  W.  Frelick,  M.D. 

L.  E.  Grissom,  M.D. 

F.  G.  Hawkins,  M.D. 

G.  R.  Hilty,  III,  M.D. 

Mrs. 


C.  R.  Huggins,  M.D. 
J.  P.  Kramer,  M.D. 
C.  Laudadio,  M.D. 

L.  J.  Olsen,  M.D. 

W.  B.  Omans,  M.D. 
P.  H.  Purcell,  M.D. 
E.  F.  J.  Siebold,  D.O. 
E.  Vincent 
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SPECIALTY  SOCIETIES 

William  H.  Duncan,  M.D.,  Chairman 

Delaware  Academy  of  Dermatologists 
Delaware  Academy  of  Family  Physicians 
Delaware  Academy  of  Ophthalmology 
Delaware  Allergy  Society 
Delaware  Association  of  Neurological  Surgeons 
Delaware  Chapter,  American  Academy  of  Pediatrics 
Delaware  Chapter,  American  College  of  Cardiology 
Delaware  Chapter,  American  College  of  Emergency 
Physicians 

Delaware  Chapter,  American  College  of  Obstetricians 
and  Gynecologists 

Delaware  Chapter,  American  College  of  Physicians 

Delaware  Chapter,  American  College  of  Surgeons 

Delaware  Occupational  Medical  Association 

Delaware  Pathology  Society 

Delaware  Psychiatric  Society 

Delaware  Radiology  Society 

Delaware  Society  of  Anesthesiologists,  Inc. 

Delaware  Society  of  Internal  Medicine 
Delaware  Society  of  Nuclear  Medicine 
Delaware  Society  of  Obstetrics-Gynecology 
Delaware  Society  of  Orthopaedic  Surgeons 
Delaware  Urologic  Society 


LIAISONS  AND  REPRESENTATIVES 

Advisory  Council  for  Cancer  Control,  Division  of  Public 
Health,  State  of  Delaware  - Leslie  W.  Whitney,  M.D. 

AIDS  Advisory  Task  Force,  Division  of  Public  Health, 
State  of  Delaware  - Diana  Dickson-Witmer,  M.D. 

American  Cancer  Society,  Delaware  Division,  Inc.  - 
Ruben  A.  Teixido,  M.D. 

American  Diabetes  Association,  Delaware  Affiliate, 
Inc.  - G.  Stephen  DeCherney,  M.D. 

American  Heart  Association  of  Delaware,  Inc.  - Sara 
Mahler,  M.D. 

American  Lung  Association  of  Delaware  - John  J. 
Chabalko,  M.D. 

Controlled  Substances  Act  Advisory  Committee,  State 
of  Delaware  - Rhoslyn  J.  Bishoff,  M.D. 


Coordinating  Council  for  the  Handicapped  Child,  Inc. 

- Douglas  M.  S.  Spencer,  M.D. 

Delaware  Center  for  Wellness  - Robert  W.  Frelick,  M.D. 

Delaware  Chapter  Arthritis  Foundation  - Bernhard  H. 
Singsen,  M.D. 

Delaware  Epilepsy  Association  - S.  Charles  Bean,  M.D. 

Delaware  Institute  of  Medical  Education  and  Research 
(DIMER)  - Leslie  W.  Whitney,  M.D. 

Division  of  Alcoholism,  Drug  Abuse,  and  Mental 
Health  Planning  Council  - Garrett  H.  C.  Colmorgen, 
M.D. 

Family  Law  Commission  - Rhoslyn  J.  Bishoff,  M.D. 

Health  Resources  Management  Council  - William  H. 
Duncan,  M.D. 

Infectious  Waste  Advisory  Committee  - William  L. 
Sprout,  M.D. 

Joint  Committee  of  Physicians  and  Attorneys  - John 
T.  Hogan,  M.D. 

March  of  Dimes  Birth  Defects  Foundation  - Garrett  H. 
C.  Colmorgen,  M.D. 

Medicaid  Medical  Care  Advisory  Committee,  Division 
of  Social  Services,  State  of  Delaware,  - Anne  Aldridge, 
M.D.,  Rhoslyn  J.  Bishoff,  M.D. 

Medical  Society  of  Delaware  Auxiliary  - Mrs.  Calvin 
B.  Hearne,  President;  Mrs.  Jose  R.  Gontang, 
President-Elect 

School  Health  Advisory  Committee,  State  of  Delaware 

- Rhoslyn  J.  Bishoff,  M.D. 

Spina  Bifida  Association  - Nina  L.  Steg,  M.D. 

West  Virginia  Medical  Institute,  Inc.  - Brett  Elliott, 
M.D. 
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CNA’S  PROFESSIONAL 
LIABILITY  INSURANCE 

Proud  to  be  endorsed  by  the  Medical  Society  of  Delaware 


Introduction 

As  malpractice  claims  against  professionals  beoome 
more  frequent  and  costly,  the  need  for  dependable, 
cost-effective  protection  has  become  more  than  a 
special  interest  issue.  It  is  novv'  a national  issue. 

Nobody  can  see  into  the  future,  but  concerned 
professionals  should  use  today  to  plan  and  prepare 
for  tomorrow.  As  a physician,  your  professional  liability 
insurance  is  too  important  to  leave  to  chanoe. 


CNA  Insurance  Company 

Commitment 

CNA  Insurance  Companies  have  had  a tradition  of 
providing  quality  insurance  coverage  and  service  to 
physicians  for  over  20  years.  Even  during  the  malpractice 
crisis  of  1974-76,  CNA  stayed  with  the  market  when  many 
other  carriers  pulled  out. 

Through  the  years,  this  tradition  of  dependability  has 
earned  CNA  a reputation  for  stability  and  experience 
in  continuing  to  meet  the  long-term  commitment  of  the 
physicians’  professional  liability  insurance  market. 

Program  Objectives 

CNA  believes  that  in  choosing  a professional  liability 
insurance  company,  it's  important  for  the  company  to 
meet  the  following  objeotives: 

• Provide  broad  coverage  to  meet  the  needs  of  practioing 
physicians. 

• Provide  insured  physioians  with  financial  protection, 
•Stabilize  rates  for  partioipants  in  the  program. 

• Promptly  and  fairly  resolve  legitimate  claims. 

Expertise 

CNA  has  been  providing  professional  liability  insurance 
to  physicians  for  over  20  years  and,  in  that  time,  has 
become  an  industry  leader.  Their  experience  in  writing 
professional  liability  programs  has  resulted  in  a special 
understanding  of  the  needs  of  this  market  and  some  of 
the  finest  professional  liability  programs  available  today. 

One  important  aspect  of  CNA’s  programs  is  expert  claims 
handling.  CNA  recognizes  that  claims  handling  plays  a 
vital  role  In  any  professional  liability  program,  and  is 
committed  to  providing  prompt,  efficient  claims  service 
to  all  insureds. 

“CNA  IS  dedicated  to  promptly  and  fairly  resolving 
legitimate  claims,  while  providing  an  aggressive  defense 
against  non-meritorious  claims.” 

Standard  and  Poor’s  rates  CNA’s  ability  to  pay  its 
insurance  claims  at  AAA,  the  highest  rating  possible. 


Financial  Strength 

CNA  IS  one  of  America’s  leading  financial  institutions. 
With  over  $19.6  billion  in  assets  and  $1.9  billion  in  surplus, 
they  have  the  size  and  resources  to  adequately  finance 
professional  liability  programs.  You  can  count  on  them  to 
stay  in  the  market  and  be  there  when  you  need  them. 

CNA's  financial  standing  and  stability  have  not  gone 
unnoticed.  Continental  Casualty  Company,  CNA’s 
primary  professional  liability  underwriter,  has  an  A+ 
rating  — the  highest  rating  available  from  A.M.  Best, 
the  definitive  source  for  information  on  insurance 
organizations.  This  rating  represents  a very  significant 
barometer  for  CNA’s  financial  and  operating  strength. 


Major  Features  of  the  CNA 
Physicians  Protection  Program 


Protection 

The  Physicians  Protection  Program  provides  coverage 
for  damages  arising  from  the  performance  of  or  failure 
to  perform  professional  services  in  your  capacity  as  a 
physician  or  surgeon,  or  the  performance  of  professional 
medical  services  by  any  person  or  organization,  including 
nurses,  nurse  anesthetists,  physician  assistants,  and 
others  for  whose  aots  or  omissions  you  are  legally  liable. 


Liability  limits  available: 
Per  Claim  Limits 

1.  $1,000,000 

2.  $1,000,000 

3.  $2,000,000 

4.  $3,000,000 

5.  $4,000,000 

6.  $5,000,000 


Annual  Aggregate 
Limits 

$1,000,000 
$3,000,000 
$4,000,000 
$5,000  000 
$4,000,000 
$5,000,000 


Extended  Reporting  Option  (TAIL) 

In  the  event  of  death,  disability,  or  retirement  by  the 
physioian,  no  charge  shall  be  made  for  this  coverage 
provided  that  during  the  policy  period 


A.  death  or  total  and  permanent  disability  occurs,  or 

B.  retirement  takes  place  after  the  physician  has  reached 
the  age  of  60:  and 

C.  the  physioian  has  been  continuously  insured  by  us  for 
the  immediately  preceding  5 years. 

Antitrust  Coverage 

Antitrust  coverage  is  provided  for  aotivity  as  a member 
of  any  committee,  panel  or  board  which  provides  peer 
review,  provided  that  your  aotivity  is  within  the  scope 
of  the  committee’s,  panel's  or  board's  established 
guidelines.  All  other  antitrust  exposures  are  excluded. 


Contractual  Liability 

Contractual  liability  protection  includes  liability  assumed 
by  contract  with  an  HMO,  PPO,  IPA,  or  other  similar 
organizations  but  only  for  such  liability  as  is  attributable 
totheCNA-insured  physicians’  negligence. 

Employees:  (Ancillary  Personnel) 

The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  as  additional  insureds  at  no  additional 
charge,  provided  that  limits  of  liability  are  on  a shared 
basis. 


Audiologist 
Medical  Aide 
R.N. 

L.PN. 

Psychologist 

Full  Time  Medical  Student 
O.R.  Technician 
Medical  Laboratory  Technician 
Research  PhD 


Optometrist 
Pharmacist 
O.R.  Technician 
Physiotherapist 
Dental  Hygienist 
Scrub  Nurse 
X-Ray  Technician 
with/without  Therapy 


The  following  ancillary  personnel  may  be  added  to  the 
Corporation  policy  (individual  physician's  policy  if  no 
corporation  policy)  as  additional  named  insureds  for  an 


additional  premium.  Limits  of 
the  Corporation  (individual) 
each  individual. 

Midwife 

Nurse  Anesthetist 
Nurse  Practitioner 
O.R.  Technician 


ity  must  equal  those  of 
shall  apply  separately  to 

Paramedic 
Physician  Assistant 
Scrub  Nurse 
Surgeon  Assistant 


Defendant  Reimbursement 

Defendant  Reimbursement  is  available  (up  to  $300  per 
day.  $7,500  limit)  for  time  away  from  your  practice  for 
court  appearances  for  a professional  liability  suit. 


Partnerships  and  Corporations 

It  shall  be  possible  to  provide  coverage  for  our  insured's 
medical  corporation  or  partnership  for  liability  arising 
from  the  practice  of  medicine  by  the  member  physician(s), 
provided  that  the  member  physician(s)  is  insured  by 
CNA: 

A.  When  an  individual  physician  is  incorporated  and  sole 
shareholder,  the  corporation  shall  be  covered  as  an 
additional  Insured,  on  the  individual  physician's  policy, 
at  no  additional  premium.  Limits  of  liability  shall  be 
shared  with  the  individual  physician. 

B.  Coverage  for  a multi-member  group  shall  be  provided 
on  a separate  limits  basis  by  issuing  a separate  policy 
naming  the  corporation/partnership.  The  limits  of 
liability  must  equal  those  of  the  individual  member 
physicians.  An  additional  premium  must  be  paid  for 
this  coverage. 

Premium  Billing: 

Premium  billing  occurs  in  eight  (8)  equal  installments 
with  no  finance  charges. 


AAW  Physician  Plans,  Inc. 


The  CNA  Professional  Liability  Program  is  administered 
by  AAW  Physician  Plans,  Inc.  (PPI).  PPI  is  dedicated  to 
working  with  medical  professionals  to  provide  the 
specialized  services  required  to  meet  the  individual 
needs  of  its  clients.  PPI  achieves  this  goal  by  involving 
physicians  in  the  development  and  implementation  of 
insurance  programs  and  the  risk  management  process. 
They  are  directly  involved  in  all  aspects  of  the  CNA 
Program,  such  as  underwriting,  risk  assessment, 
coordination  with  The  Medical  Society  of  Delaware,  claim 
review,  and  most  importantly,  providing  the  professional 
expertise  to  help  clients  obtain  the  right  insurance,  risk 
management,  and  financial  programs  to  best  satisfy  their 
needs. 

For  details  in  enrolling  in  the  CNA  Program,  AAW 
Physician  Plans,  Inc.  is  working  with  these  local 
Professional  Liability  Representatives. 


KT&  D,  Inc. 

PO.  Box  9399 
507  Philadelphia  Pike 
Wilmington.  DE  19809 
302-764-9424 

Pratt  Insurance,  Inc. 

No  Four  Village  Sq 
Garrison  Lake 
Smyrna,  DE  19977 
302-653-6681 

Harry  David  Zutz  Insurance,  Inc. 

300  Delaware  Avenue 
Wilmington  DE  19899 

302-658-8000 


Medical  Society  of  Delaware 
Insurance  Services,  Inc.  (MSDIS) 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302-658-7596 


Harry  S,  Wilson,  Inc. 

1020  Philadelphia  Pike 
Wilmington.  DE  19809 
302-798-0292 


For  more  information  call  1-800-533-4539. 


@the 

wvrsoN 

gojp 


CNA 

For  ,\ll  the  ('ommit  inent.s  You  Make 


AAW  Physician  Plans,  Inc. 

225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 


Lead  a 
double 
life. 


The  Army  Reserve  can  help  you  get  away  from  the 
everyday  routine  and  add  a little  adventure  to  your  life  on  a 
part-time  basis. 

Take  a break  once  a month  with  the  Army  Reserve  and 
experience  a different  kind  of  medicine,  with  opportunities 
and  challenges  you  won’t  find  in  civilian  practice. 

■ You’ll  work  with  top,  dedicated  professionals. 

■ You’ll  have  flexibility  in  how  and  when  you 
participate. 

■ You’ll  be  offered  conferences  and  continuing 
education. 

■ You’ll  have  opportunities  for  military  training  in 
areas  like  Advanced  Trauma  Life  Support, 
Parachuting,  Flight  Medicine  and  Mountaineering. 

■ You’ll  have  the  rank  and  privileges  of  an  Army 
officer. 

If  you’d  like  an  exciting  change  of  pace,  consider  the 
Army  Reserve.  For  more  information,  contact  one  of  our 
experienced  Army  Reserve  Medical  Counselors.  They  can 
arrange  for  you  to  talk  to  an  Army  Reserve  physician  and 
visit  a Reserve  Center  or  medical  facility. 

Call  collect: 

Or  write: 

Major  Mary  P.  Sherman 
609-667-8190 

BE  ALL  YOU  CAN  BE.® 

ARMT  RESERVE 


SIX  TOUGH  QUESTIONS 


1.  Why  is  the  percentage  of  Gross  National  Prod- 
uct expended  for  health  care  in  the  United  States 
approaching  12  percent  when  in  other  in- 
dustrialized nations  it  is  7 to  9 percent,  yet  there 
seems  to  be  convincing  evidence  that  the  quali- 
ty of  care  in  these  developed  countries  is  com- 
parable to  that  provided  in  the  United  States  and 
access  is  better? 


2.  Why  have  premium  rates  paid  for  health  in- 
surance coverage  over  the  past  six  or  eight  years 
increased  two  or  three  times  the  Consumer  Price 
Index,  while  at  the  same  time  copayments  and 
deductibles  are  increasing,  insurers  are  more 
selective  and  coverage  is  getting  thinner? 

3.  Health  providers  can  show  that  their  average 
incomes  have  decreased  every  year  for  the  past 
four  years,  yet  the  overall  expenditures  for  health 
care  have  increased  more  than  10  percent  per 
year,  a rate  which  is  more  than  twice  the  CPI  dur- 
ing that  period.  What  accounts  for  the  increased 
expenditures? 

4.  Government  outlays  for  indigent  health  care 
have  increased  annually  at  an  average  rate  of  7 
percent  per  year.  Fewer  providers  participate 
each  year  and  most  claim  that  they  lose  money 
in  providing  these  services.  The  government’s 

Reprinted  with  permission  from  California  Physi- 
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cost  keeps  going  up  but  providers  get  less.  Where 
is  the  money  going? 

5.  During  the  1930’s  continuing  into  the  1970’s 
the  proportion  of  the  population  which  was 
covered  by  health  insurance  increased.  Since  the 
late  1970’s  health  insurance  coverage  of  the 
population  has  been  declining.  Why,  and  how 
does  this  phenomenon  affect  access  to  care  for 
both  the  uninsured  and  the  insured? 


6.  Physicians  do  not  get  paid  for  all  of  the  serv- 
ices they  provide;  they  never  have.  However,  over 
the  past  six  or  eight  years  four  significant 
changes  have  occurred  in  patterns  of  payment  for 
health  care  services; 

a.  more  people  have  no  coverage  and  do  not  ex- 
pect to  pay; 

b.  volume  purchasers  use  their  leverage  to 
negotiate  discounted  rates  which  are 
substantially  less  than  those  paid  by  others; 

c.  the  government  pays  less  than  cost  for  most 
of  the  health  services  which  it  purchases; 
and 

d.  people  who  are  seriously  ill  fall  increasing- 
ly into  the  “safety  net”  and  are  forced  out  of 
the  insurance  system. 

What  is  the  quantitative  impact  of  these 
changes  on  physicians,  and  what  is  the  conse- 
quential impact  on  those  who  pay? 

Here  are  some  answers. 
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Six  Tough  Questions 


Why  is  the  percentage  of  Gross  National  Prod- 
uct expended  for  health  care  in  the  United  States 
approaching  12  percent  when  in  other  in- 
dustrialized nations  it  is  7 to  9 percent,  yet  there 
seems  to  be  convincing  evidence  that  the  quali- 
ty of  care  in  these  developed  countries  is  com- 
parable to  that  provided  in  the  UnitedStates  and 
access  is  better? 

* Quality  of  care  in  other  countries  may  be 
comparable  to  the  United  States,  but  the  United 
States  has  better  access  - particularly  to  expen- 
sive technology  - than  any  other  country. 

* Patient  expectations  on  availability  and 
timeliness  of  services  differs  in  other  countries. 

BACKGROUND 

The  United  States  does  spend  more  on  health 
care  than  any  other  industrialized  country.  The 
percentages  of  the  Gross  National  Product  (GNP) 
spent  on  health  care  in  1986  by  comparable  in- 
dustrialized nations  varied  from  6.2  in  Britain  to 
11.1  in  the  United  States.  The  mean  percentage 
of  GNP  spent  was  8.1.  Per  capita  spending  varied 
from  $711  in  Britain  to  $1926  in  the  United 
States. 

Despite  the  relatively  large  percentage  of  GNP 
spent  on  health  care  in  the  United  States,  life  ex- 
pectancy in  the  United  States  is  no  better  than 
the  remainder  of  the  industrialized  world,  the 
US.  infant  mortality  is  one  of  the  worst,  and  37 
million  people  are  without  health  insurance  in 
the  United  States. 

These  facts  illustrate  that  pouring  money  in- 
to the  health  care  system  does  not  guarantee  im- 
provement in  public  health  indicators  or  assure 
adequate  access.  Dollars  must  be  channelled  to 
people  and  services  in  ways  that  the  most  people 
receive  the  most  beneficial  services  in  order  to  af- 
fect general  public  health. 

Today,  many  are  pointing  to  the  Canadian 
health  system  as  an  answer  to  the  problems  fac- 
ing the  US.  health  system.  Virtually  the  entire 
difference  between  Canada’s  and  the  United 
States’  health  expenditures  in  the  share  of  GNP 
is  accounted  for  by  three  components: 
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Percent  of  1985  GNP 


US. 

Canada 

Insurance 

administration 

0.59 

0.11 

Hospitals 

4.18 

3.48 

Physicians 

2.07 

1.35 

The  cost  of  running  the  American  payment 
system  itself,  independent  of  the  cost  of  patient 
care,  may  account  for  more  than  half  the  dif- 
ference in  cost  between  the  Canadian  and  US. 
systems.  In  1985,  the  overhead  component  of 
health  insurance  - paying  for  the  handling  of  the 
flow  of  paper  and  dollars  - cost  Americans  $95 
each,  out  of  a per  capita  expenditure  of  $1,710. 
For  the  same  component,  Canadians  spent  $21 
(Canadian  dollars).  In  addition,  in  the  United 
States,  provider-borne  overhead  for  hospitals, 
nursing  homes,  and  doctors’  offices  (accounting 
costs,  documentation  for  insurers,  billing,  and  col- 
lections) amounted  to  $62.1  billion  in  1983 
(Anderson,  et  ah,  1989). 

Canada  maintains  control  of  the  hospital  and 
physician  components  through  government  con- 
trol of  health  care  pricing.  The  governments  of 
almost  all  other  industrialized  nations  also  have 
significant  control  over  health  care  costs.  Cana- 
dian health  care  is  dominated  by  monolithic 
payers,  the  federal  and  provincial  governments. 
Each  provincial  government  negotiates  fees  an- 
nually with  doctors  and  hospitals.  For  example, 
in  1988  Ontario  limited  fee  increases  to  1.75  per- 
cent for  the  Ontario  Medical  Association,  which 
negotiates  fees  on  behalf  of  all  physicians  in  the 
province.  The  ministry  rejected  a 3.4  percent  in- 
crease recommended  by  outside  negotiators  and 
scrapped  the  negotiating  process,  which  had  been 
in  place  for  15  years.  In  1987,  the  Manitoba 
government  also  took  strong  action,  disposing  of 
a system  of  binding  arbitration  for  fee  negotia- 
tions with  the  Manitoba  Medical  Association, 
after  the  medical  association  had  been  awarded 
a 5.7  percent  increase.  The  rate  of  increase  in 
health  care  costs  in  Canada  is  controlled  because 
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Canada  has  one  powerful  “negotiator”  able  to  set 
prices. 

It  is  important  to  realize  that  in  addition  to  con- 
trolling health  care  prices,  the  governments  in 
mnay  industrialized  nations  control  utilization 
of  health  care.  For  example,  Britain  limits  elder- 
ly patients’  access  to  certain  medical  procedures 
such  as  kidney  dialysis.  By  comparison,  in  the 
United  States,  Medicare  pays  about  $30,000  per 
patient  per  year  for  kidney  dialysis,  with,  prac- 
tically speaking,  universal  access.  According  to 
data  obtained  from  Blue  Shield,  the  Medicare 
carrier  for  Northern  California,  in  one  fiscal 
quarter  ending  December  1988,  nearly  400,000 
end  stage  renal  dialysis  services  were  provided, 
for  which  Medicare  was  billed  approximately  $4 
million. 

Limiting  access  to  certain  technologies  clear- 
ly impacts  total  costs.  For  example,  the  city  of 
Seattle,  Washington,  has  17  CAT  scanners,  more 
than  the  entire  province  of  British  Columbia; 
Vancouver,  a city  of  comparable  size  to  Seattle, 
has  only  seven.  There  are  more  nuclear  magnetic 
resonance  (NMK)  imaging  machines  in  the  state 
of  Michigan  than  in  all  of  Canada  (Walker,  1989). 
The  United  States  probably  has  a wider  range  of 
readily  available  technologies  than  any  other 
country.  (The  benefits  of  these  technologies, 
however,  may  be  debated.) 

In  Canada,  patients  do  not  insist  on  immediate 
attention  to  non-emergency  situations.  In  Van- 
couver, patients  must  wait  one  to  three  months 
for  a psychiatric,  neurosurgical  or  routine  or- 
thopedic consultation;  six  to  nine  months  for 
cataract  surgery;  two  to  four  years  for  corneal 
transplants;  and  six  to  eighteen  months  for  a bed 
in  a long-term  care  facility.  Yet,  according  to  the 
assistant  deputy  minister  of  health  in  British 
Columbia,  more  than  85  percent  of  elective  pro- 
cedures in  that  province  take  less  than  eight 
weeks’  wait. 

In  all  of  Canada  there  are  11  hospitals  where 
open-heart  surgery  can  be  performed  (2,364  in- 
habitants per  hospital).  In  the  United  States 
there  are  793  (307  inhabitants  per  hospital). 
Canada  has  14  hospitals  prepared  to  perform 
organ  transplants  (1,857  inhabitants  per 
hospital).  The  U.S.  has  319  (764  inhabitants  per 
hospital). 

The  global  budget  constrained  funding  for 
hospitals  in  Canada  has  contributed  to  different 
patterns  of  utilizing  beds  in  acute  care  hospitals 


and  therefore  expenditures  for  hospitals.  In 
Canada,  a growing  share  of  such  beds  has  been 
occupied  by  patients  over  65  years  of  age,  whose 
stays  exceed  60  days  and  whose  daily  care  re- 
quirements and  costs  are  well  below  average. 
Utilization  by  these  patients  prevents  physicians 
form  using  the  beds  to  treat  short-term  patients. 
In  contrast,  the  United  States’  cost  and  pro- 
cedural reimbursement  system  favors  intensive, 
high-technology  services  (Anderson,  et  al.,  1989). 

The  hidden  cost  of  medical  malpractice  in- 
surance in  the  United  States  has  also  caused 
medical  prices  to  increase,  a factor  providers  in 
many  other  countries  do  not  face.  According  to  an 
American  Medical  Association  report,  the 
average  annual  rate  of  professional  liability 
claims  in  1987  was  6.7  per  100  physicians.  Pro- 
fessional liability  premiums  have  increased  19.5 
percent  since  1985.  When  adjusted  for  inflation, 
about  one-sixth  of  increased  revenues  of  the 
average  self-employed  physician  from  1982  to 
1987  were  used  to  pay  for  higher  premiums  (Slora 
& Gonzalez,  1988). 

Generally,  national  health  expenditures  are 
related  to  national  income  - the  wealthier  the 
country,  the  greater  its  tendency  to  spend  a larger 
portion  of  its  GNP  on  health  care.  Demand  for 
services  does  not  abate;  instead  the  public  come 
to  expect  a certain  level  of  medical  care.  Supply 
creates  its  own  demand.  Americans  have  a par- 
ticularly hearty  appetite  for  health  care. 

It  is,  however,  incorrect  to  assume  that  the 
trend  toward  rising  health  care  expenditures  is 
limited  only  to  the  United  States;  it  is  universal 
across  all  countries.  According  to  the  Paris  based 
Organization  for  Economic  Cooperation  and 
Development,  from  1960-1984  average  real  ex- 
penditm'es  (adjusted  for  inflation)  on  health  care 
have  increased  on  average  6.2  percent  with  a 
range  variation  from  4.2  percent  in  Germany  to 
10.2  percent  in  Japan  (United  States;5.3  percent). 

Much  of  the  debate  on  controlling  health  care 
expenditures  has  focused  on  controlling  prices. 
Yet  general  economic  inflation,  which  can  be  con- 
sidered as  an  exogenous  influence  on  health 
spending,  is  the  principal  cause  of  health  care 
price  increases,  not  excess  health  inflation.  Be- 
tween 1960  and  1984,  general  prices  increased  an 
average  of  6.6  percent,  while  health  care  price  in- 
creases in  excess  of  general  price  increases  were 
only  0.4  percent  (OECD,  1987). 
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AT  THE  OMEGA  CARDIOGRAPHIC  LAB 


A Complete  Diagnostic  Non-Invasive 
Laboratory  Offering: 


Color  Doppler  Echocardiography 
Echocardiography 

Two  Dimensional 
M-Mode 

Thallium  201  Exercise  Testing 


Treadmill  Exercise  Stress  Testing 
24  Hour  Hotter  Monitoring 
Electrocardiograms 

30  Day  Transient  Arrhythmia  Detection 
Trans-Telephonic  Pacemaker  Evaluation 


OMEGA 

CARDIOGRAPHIC 


OMEGA  CARDIOGRAPHIC  LAB,  IIMC. 

Building  G-36  / Newark,  DE  19713  / (302)  737-3700 
Omega  Professional  Center 

Monday  through  Friday  8.30  AM^  to  5l00  PM  studies  interpreted  by:  Christopher  H.  Wendel,  M.D.,  F.A.CC 

Ehsanur  Rahman,  M.D.,  F.A.C.C. 
Christopher  A.  Bowens,  M.D.,  F.A.C.C. 


YOUR  HEART'S  IN  THE  RIGHT  PLACE 


.The  old  standard  black  and  whites  ...  just  aren't  good  enough  anymore! 


03-APR-8 
09: 37: 46 
s3194^# 


A.  2D  Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 

to  OCL  for  evaluation  of  a systolic  murmur,  unmasks  a jet  of  mitral  regurgitation, 

that  appears  essentially  normal. 


C.  This  2D  image  is  from  a patient  referred  to  D.  Same  patient  with  color  Doppler,  reveals  an 

I OCL  for  the  evaluation  of  shortness  of  breath.  easily  appreciated  jet  of  aortic  insufficiency. 


The  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography,  is  now  proud  to  be  the  first  to 
introduce  the  128  Channel  Computed  Sonography  System  ft  om  Acuson.  128  channels  effectively 
double  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
in  other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 


Six  Tough  Questions 


2.  Why  have  premium  rates  paid  for  health  in- 
surance coverage  over  the  past  six  or  eight  years 
increased  two  or  three  times  the  Consumer  Price 
Index,  while  at  the  same  time  copayments  and 
deductibles  are  increasing,  insurers  are  more 
selective  and  coverage  is  getting  thinner? 

* Premium  rates  are  increasing  partly  because 
of  inflation,  cost  shifting,  and  expanded  benefit 
packages,  particularly  the  inclusion  of  substance 
abuse  and  mental  health  treatment. 

* Insurers  are  more  selective  about  accepting 
risk,  but  those  who  do  have  coverage  have 
broader  coverage  than  ever  before. 

BACKGROUND 

Premium  rates  for  health  insurance  coverage 
have  increased.  According  to  a Health  Insurance 
Association  of  America  (HIAA)  survey  of 
employers,  firms  that  experienced  health  in- 
surance premium  increases  had  average  in- 
creases of  17  percent  between  spring  1987  and 
spring  1988.  The  following  chart  outlines  the  per- 
cent increase  for  various  types  of  insurance  plans 
(Gabel,  et  al.,  1989). 


% Increase  in  Premiums  Spring  87-88 
(For  Firms  with  Increases) 


PPG  .27 

HMO  .10 

IPA  .11 

Conventional  .20 


Health  insurers  blame  the  premium  rate 
increases  on  soaring  health-care  costs,  which 
caused  large  losses  on  health-insurance  under- 
writing in  1986  and  1987.  Health  insurers  are 
also  trying  to  recover  from  several  years  of  severe 
competition  as  well  as  from  aggressive 
marketing  by  HMOs. 

Insurance  carriers  estimate  a 21.5  percent  in- 
crease in  medical-benefit  costs  in  1989.  They 
estimate  that  nearly  33  percent  of  that  increase 
is  due  to  medical  inflation  and  30  percent  due  to 
cost  shifting.  Cost  shifting  caused  by  restricted 
Medicare  and  Medicaid  reimbursement,  provider 
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discounts  to  some  groups,  and  adverse  selection 
have  put  more  pressure  on  insured  plans.  Addi- 
tional factors  contributing  to  increased  medical- 
benefit  costs  include  use  of  the  latest  and  best 
equipment  and  technology  available  and  increased 
utilization  of  services.  (See  Figure  on  next  page). 

In  addition,  companies  have  found  it  advan- 
tageous to  self  insure  their  own  employees  rather 
than  purchase  insurance.  By  fracturing  the  in- 
surance pool,  the  leading  corporations  have  made 
it  difficult  for  private  health  insurance  to  cover 
the  remaining  population. 

The  effects  of  increases  in  premiums  are  that 
workers  are  increasingly  required  to  share  in  the 
cost  of  their  health  care.  Employers  have  in- 
stituted these  changes  to  slow  the  increase  in 
their  own  health  costs  and  to  instill  more  cost- 
consciousness  among  their  employees.  According 
to  surveys  of  the  health  benefits  of  full-time 
employees  in  medium  and  large  firms  by  the  U.S. 
Bureau  of  Labor  Statistics,  the  premiums  paid  by 
employees  for  contributory  plans  have  escalated 
faster  than  the  rate  of  medical  care  inflation.  In 
1986,  46  percent  of  employees  were  required  to 
contribute  toward  individual  coverage,  compared 
to  29  percent  in  1982.  In  addition,  monthly 
employee  premiums  for  contributory  plans  have 
increased  44  percent  since  1982  for  individual 
coverage.  Increases  in  major  medical  deductibles 
during  the  past  decade  have  served  mainly  to 
preserve  the  level  of  employee  cost  sharing  (Short, 
1988). 

In  addition,  the  scope  of  employee  health 
benefits  is  expanding,  as  illustrated  below. 


Percent  of  Workers  Covered 

BENEFIT 

1982 

1986 

Vision 

25 

40 

Hearing 

9 

20 

Alcoholism 

50 

70 

Drug  abuse 

37 

66 

Home  health  care 

37 

66 

Dental 

77 

68 

The  large  increase  in  health  care  costs  in  1988 
can  be  partially  attributed  to  the  rising  cost/use 
of  mental  health  and  substance  abuse  treatment. 
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Mental  health  and  chemical  dependency 
coverage  constitutes  one  of  the  fastest  growing 
components  of  health  care  costs,  with  many  in- 
surers reporting  annual  increases  exceeding  20 
percent.  The  average  cost  of  mental  health  and 
substance  abuse  benefits  rose  27  percent  to  $207 
in  1988  from  $163  per  employee  in  1987.  Mental 
health  and  substance  abuse  benefits  costs  now  ac- 
count for  9.6  percent  of  total  health  plan  costs 
(DiBlase,  1989). 

3.  Health  providers  can  show  that  their  average 
incomes  have  decreased  every  year  for  the  past 
four  years,  yet  the  overall  expenditures  for  health 
care  have  increased  more  than  10  percent  per 
year,  a rate  which  is  more  than  twice  the  CPI  dur- 
ing that  period.  What  accounts  for  the  increased 
expenditures? 

* Physicians’  average  real  incomes  have  in- 
creased by  only  1.5  percent  per  year  between 
1977  and  1987. 

* The  bulk  of  the  increase  in  overall  health  care 
expenditures  can  be  attributed  to  inflation, 
technology,  pharmaceuticals,  increased  utiliza- 
tion and  intensity  of  service. 

BACKGROUND 

Contrary  to  some  claims,  physicians’  incomes 
have  not  decreased.  For  example,  from  1977  to 
1987  the  average  net  income  of  physicians  in- 
creased from  $60,400  to  $132,300.  The  average 
annual  nominal  change  was  8.2  percent  (Gon- 
zalez, 1988).  However,  after  adjusting  for  infla- 
tion, the  average  net  income  in  1987  ($70,100) 
was  only  slightly  higher  than  1977  ($60,400);  the 
average  real  annual  increase  was  1.5  percent.  In 
comparison,  data  available  for  the  period  1975  to 
1985  show  that  the  trends  in  physician  income 
were  similar  to  those  of  other  U.S.  workers.  The 
average  net  income  of  full-time  equivalent 
workers  in  real  terms  declined  at  a rate  of  less 
than  one-half  percent,  while  physicians’  income 
increased  by  about  one-half  percent  (Gonzalez, 
1986). 

Overall  health  expenditures  have  increased 
because  of: 

* Inflation 

* Technology 

* Pharmaceuticals 

* Increased  utilization  and  intensity  of  service 


Demographics,  i.e.,  a greater  proportion  of  the 
population  is  aged,  and  those  people  consume 
more  health  care  than  any  other  age  group. 

4.  Government  outlays  for  indigent  health  care 
have  increased  annually  at  an  average  rate  of  7 
percent  per  year.  Fewer  providers  participate 
each  year  and  most  claim  that  they  lose  money 
in  providing  these  services.  The  government’s 
cost  keeps  going  up  but  providers  get  less.  Where 
is  the  money  going? 

* Medi-Cal  expenditures  have  increased 
primarily  because  the  number  of  eligibles  who 
use  services  has  increased. 

* Services  being  provided  to  Medi-Cal  patients 
are  increasingly  expensive. 

* The  public  funds  being  spent  on  county  safe- 
ty net  services  are  not  keeping  up  with  popula- 
tion and  inflation  increases. 

BACKGROUND 

The  estimated  Medi-Cal  budget  for  1988-89  in- 
cludes $6.5  billion  (state  and  federal  funds)  to 
serve  an  average  monthly  caseload  of  3.2  million 
eligibles.  This  represent?  a growth  rate  of  $853 
million  or  15.1  percent,  over  the  1987-88  expen- 
diture level,  and  $2.4  billion  or  60  percent,  over 
the  1983-84  level  (an  average  increase  of  9.9  per- 
cent per  year).  However,  in  real  terms  the  amount 
of  increase  from  1983-84  to  1988-89  is  1.4  billion, 
or  a 35  percent  increase.  The  average  number  of 
Medi-Cal  monthly  eligibles  has  increased  2.3  per- 
cent per  year  for  the  same  period  (See  Table  2). 
The  proposed  Medi-Cal  budget  for  1989-90  is  $6.8 
billion  for  an  average  monthly  caseload  of  3.3 
million  eligibles  (Budget  Analysis). 

According  to  the  Governor’s  Budget  Summary 
1989-90,  the  increase  in  Medi-Cal  expenditures 
is  the  result  of  increases  in  reimbursement, 
eligibles  using  more  services,  and  eligibles  using 
more  expensive  services  than  before,  as  well  as 
over-all  number  of  eligibles  who  use  services, 
which  has  been  increasing  faster  than  the 
number  of  eligibles  themselves. 

It  is  difficult  to  determine  the  number  of  physi- 
cians treating  Medi-Cal  patients.  According  to 
state  Department  of  Health  Services  (DHS)  data, 
physician  participation,  in  terms  of  absolute 
numbers,  has  decreased  by  2.2  percent  from 
31,901  in  1983  to  31,193  in  1988.  The  difficulty 
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in  interpreting  this  figui’e,  according  to  the  DHS, 
is  that  a group  practice  is  counted  as  just  one 
physician.  The  statistics  also  do  not  reflect  if  any 
of  these  physicians  treat  a high  number  of  Medi- 
Cal  patients  or  only  accept  a few.  DHS  officials 
say  that  on  a statewide  basis  there  is  sufficient 
physician  participation  to  treat  the  increasing 
number  of  eligibles. 

According  to  Medi-Cal  data  provided  by  DHS 
for  the  quarter  July  throughSeptember  1986,  the 
total  amount  billed  for  surgical  procedures  was 
$74  billion  for  253,985  procedures;  the  total  paid 
by  Medi-Cal  was  $31  billion  for  a reimbursement 
rate  of  42.1  percent.  For  medical  procedures,  the 
total  billed  was  $135  million  for  2,860,069  pro- 
cedures; the  total  paid  by  Medi-Cal  was  $68 
million,  for  a reimbursement  rate  of  50.1  percent. 
This  represents  a physician  subsidy  of  more  than 
$100  million  to  the  Medi-Cal  program  for  just  one 
fiscal  quarter.  The  table  below  illustrates  the 
average  billed  and  paid  under  Medi-Cal  for  both 
types  of  procedures. 


Average 

Average 

Billed 

Paid 

Selected  medical 

procedures 

47.21 

23.82 

Selected  surgical 

procedures 

292.58 

123.19 

Medi-Cal  is  not  the  only  indigent  health  care 
system  in  the  state.  In  fact,  much  of  indigent 
health  care  is  provided  by  the  counties  with  some 
funding  provided  by  the  state.  According  to  a 
Report  of  the  Legislative  Analyst  in  the  1988-89 
budget,  the  amount  of  public  funds  being  spent 
on  county  safety  net  services  generally  is  not 
keeping  up  with  population  and  inflation  in- 
creases. On  average,  counties  have  been  shoulder- 
ing an  increasing  proportion  of  funding  for  in- 
digent care,  and  absent  major  changes  in  the 
fiscal  situation  for  counties,  it  is  likely  that 
neither  the  pressure  on  county  health  systems 
not  access  to  health  services  for  the  indigent 
population  will  improve. 
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5.  During  the  1930’s  continuing  into  the  1970’s 
the  proportion  of  the  population  which  was 
covered  by  health  insurance  increased.  Since  the 
late  1970’s  health  insurance  coverage  of  the 
population  has  been  declining.  Why,  and  how 
does  this  phenomenon  affect  access  to  care  for 
both  the  uninsured  and  the  insured? 

* The  uninsured  have  less  access  to  care  than 
those  with  insurance  coverage. 

* Everyone  pays  for  care  provided  to  the 
uninsured. 

BACKGROUND 

In  1986,  1.6  million  more  Californians  were 
uninsured  than  in  1979.  During  this  eight  year 
period,  the  number  of  non-elderly  people  without 
health  insurance  coverage  increased  from  3.5 
million  to  more  than  5.1  million.  It  is  estimated 
that  one-half  of  the  total  increase  in  the  number 
of  uninsured  was  due  to  the  growth  in  California’s 
population  and  one-half  to  changes  in  the  propor- 
tion of  the  population  who  have  insurance 
coverage  (Brown  et  ah,  1988). 

The  uninsured  have  less  access  to  care.  A 1977 
study  by  the  U.S.  National  Center  for  Health  Serv- 
ices Research  found  that  insured  persons  under 
age  65  averaged  3.7  physician  visits  per  year,  54 
percent  more  than  the  average  of  2.4  per  year  for 
people  without  insurance.  They  also  found  that 
insured  people  received  91  percent  more  days  of 
hospitalization.  (This  difference  is  not  due  to  dif- 
ferences in  health  status.) 

Similarly,  a 1986  study  by  the  Robert  Wood 
Johnson  Foundation  found  that  compared  to  in- 
sured people,  uninsured  persons  were  less  likely 
to  see  a physician,  to  get  their  young  children  ade- 
quately immunized,  to  receive  prenatal  care  in 
the  first  trimester  of  pregnancy,  to  have  their 
blood  pressure  checked  and  to  see  a physician  if 
they  had  serious  symptoms. 

Everyone  pays  for  care  to  the  uninsured.  Pa- 
tients who  lack  health  insurance  impose  finan- 
cial burdens  on  health  care  providers  and  govern- 
ment. For  example,  private  and  public  hospitals 
provided  uncompensated  care  costing  approx- 
imately $750  million  in  1984-85.  County 
hospitals  provide  a disproportionate  share  of  this 
uncompensated  care  - $323  million  with  only  13 
percent  of  total  beds  in  the  state.  The  cost  of  this 
care  in  the  past  was  passed  on  to  people  with  in- 
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surance,  but  today  costs  are  being  shifted  to  a 
smaller  and  smaller  portion  of  the  insured 
population  (because  of  restricted  Medicare  reim- 
bursement and  provider  discounts  to  some 
groups).  This  all  results  in  higher  health  care 
costs  for  the  insured,  and  today  it  is  becoming  so 
high  that  some  with  insurance  risk  falling  into 
the  ranks  of  the  uninsured. 

6.  Physicians  do  not  get  paid  for  all  of  the  serv- 
ices they  provide;  they  never  have.  However,  over 
the  past  six  or  eight  years  four  significant 
changes  have  occurred  in  patterns  of  payment  for 
health  care  services: 

a.  more  people  have  no  coverage  and  do  not  ex- 
pect to  pay; 

b.  volume  purchasers  use  their  leverage  to 
negotiate  discounted  rates  which  are  substantial- 
ly less  than  those  paid  by  others; 

c.  the  government  pays  less  than  cost  for  most 
of  the  health  services  which  it  purchases;  and 

d.  people  who  are  seriously  ill  fall  increasing- 
ly into  the  safety  net  and  are  forced  out  of  the  in- 
surance system. 

What  is  the  quantitative  impact  of  these 
changes  on  physicians,  and  what  is  the  conse- 
quential impact  on  those  who  pay? 

As  the  cost  of  health  care  rises  and  government 
funds  for  providing  care  and  health  insurance 
become  more  scarce,  the  burden  of  providing  care 
at  reduced  or  nonexistent  reimbursement  rates 
is  falling  increasingly  on  the  private  sector. 

BACKGROUND 

According  to  data  from  the  AMA’s 
Socioeconomic  Monitoring  System’s  1988  Survey, 
62  percent  of  all  physicians  provide  services  free, 
or  at  reduced  fees.  Physicians  who  provide  cheirity 
care  spend  approximately  6.6  hours  per  week 
rendering  free  and/or  reduced-fee  services.  This 
activity  accounted  for  11  percent  of  their  weekly 
practice  hours. 

In  terms  of  dollar  volume  of  charity  care  provid- 
ed by  physicians,  these  figures  translate  into 
$28,900  reduction  in  gross  billing. 

Other  data  also  suggest  that  physicians  are 
continuing  to  provide  substantial  amounts  of 
charity  care.  According  to  a survey  of  practicing 
physician  members  of  the  San  Francisco  Medical 
Society,  an  average  of  patients  in  their  practices 


are  uninsured.  About  $51,000  per  physician  prac- 
tice was  written  off  as  imcompensated  care  or  serv- 
ices not  billed  for  in  1985  (Hogeland,  1988).  In  ad- 
dition to  these  amounts,  an  average  of  $32,000 
was  reported  as  being  discounted  from  the  usual 
fee  levels  by  government  insurance  programs. 

As  the  number  of  uninsured  has  increased,  so 
has  the  amount  of  uncompensated  care  provided 
until  providers  of  care  can  no  longer  absorb  the 
cost.  Providers  have  always  shifted  some  of  the 
cost  of  uncompensated  care  to  those  with  in- 
surance, and  insurers  passed  their  increased 
costs  on  to  payers.  Payers  of  health  care  premiums 
(employers  and  government)  have  attempted  to 
control  these  price  increases  by  switching  to 
HMO,  PPO,  self  insurance  and  other  cost  contain- 
ment options,  leaving  fewer  and  fewer  sources  of 
funds  for  the  provision  of  care  for  the  uninsured. 

CONCLUSION 

The  data  compiled  to  answer  these  “six  tough 
questions”  provide  a detailed  picture  of  the  state 
of  the  health  care  system.  Unfortunately,  there 
are  no  scientific  answers  to  questions  relating  to 
an  appropriate  level  of  care  or  appropriate  level 
of  spending.  Society  should  determine  how  much 
it  is  willing  to  allocate  to  health  care  and  how 
those  dollars  will  be  distributed. 
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